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Abstract: Placebos, treatments or substances that are either inert or believed to be 

pharmacologically ineffective against the medical condition to which they are applied, are a 

well-established feature of clinical research. By contrast, their use by physicians in clinical 

practice, while common according to research, is fraught with controversy. This paper defends 

the use of the placebo in the clinical context by examining it from the angles of safety, 

effectiveness, and public support. Concerns about deception are considered in light of research 

showing this not to be necessary for placebo treatment to be successful. The paper concludes 

with an acknowledgement of the risks inherent in the practice of placebo-prescribing, and a brief 

discussion of guidelines. 

  

Introduction 

The placebo has played a longstanding role in medicine [1, 2]. From the Latin for “I shall 

please,” the term has taken on different meanings in various contexts, but is often understood as 

an inert treatment which may induce a therapeutic effect, known as the placebo effect, through 

psychological mechanisms [3, 4]. Placebos are a mainstay of clinical research, where they serve 

as a comparison in investigations of new treatments; in clinical practice, by contrast, their role is 

less secure. The American Medical Association defines a placebo in this context as “a substance 

that the physician believes has no specific pharmacological activity against the condition being 

treated” [5, p.58]. A distinction is made between “pure” placebos, such as sugar pills or saline 

injections, and “impure” ones such as vitamins [3, 6]. A systematic review found that the 

proportion of physicians prescribing placebos around the globe ranged from 17% to 99%, with 

impure placebos used more often [7]. One physician author termed the placebo “a central item of 

our pharmacopeia” [4, p.215]; despite this ubiquity, its use has been shrouded in controversy, 

and dogged by accusations of unethical conduct as well as “quackery” [2, p.4].  
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This paper provides a defense of the placebo in the clinical setting, by discussing the aspects of 

safety, appropriateness and public/patient support relating to its use. It addresses the common 

criticism that a placebo prescription necessarily involves deception, and concludes with an 

overview of guidelines that can help to keep the practice of placebo-prescribing ethical and fair 

for patients.   

Safety and Harm Avoidance 

A placebo containing no active substance is by definition safe. While most active medicines 

come with side effects, the pure placebo, by virtue of being inert, does not impose any risk to the 

patient [8], and thus aligns with the physician’s imperative to do no harm. An impure placebo 

(e.g., a vitamin or antibiotic), by contrast, has the potential for negative interactions with other 

medications, side effects, and so on [9]. However, even impure placebos might be considered to 

support safety and avoidance of harm in certain cases: when surveyed about their use of 

placebos, British GPs mentioned employing them in a protective role, as a way to avoid a more 

harmful treatment or to reduce the risk of substance abuse in patients [9]. 

Placebo as effective—even best—medicine 

In recent years, the placebo has emerged as an effective treatment for several medical conditions. 

One of these is depression [10]; another is pain. In the latter context, the mechanisms of the 

placebo effect are well understood: a placebo can trigger the production of cannabinoids and 

endogenous opioids, the body’s own painkillers, through the psychological mechanisms of 

expectation and conditioning [11]. Studies have found placebos to be comparable to established 

treatments in terms of their efficacy in reducing pain [12]. Irritable bowel syndrome (IBS) has 

also shown a clinically significant response to placebo treatments [13, 14]. As with pain 

disorders, IBS can have a strong negative impact on an individual’s quality of life; unlike pain, 

there is no safe and effective treatment available for IBS [15], making a compelling case for the 

placebo as best treatment strategy.  

Public Support 

A growing literature is demonstrating support for placebos among the general public and in 

patient populations. A majority of those sampled from both groups support the use of placebo 

treatments in theory, especially if prescribed in the context of a patient-physician relationship in 
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which trust has been established [16, 17, 18]. In one study, the effectiveness of a placebo therapy 

was judged to be more important than any ethical issues surrounding it [19]. There is also 

evidence that the more people understand the workings of placebos, the more they support them: 

a recent study providing an educational intervention (versus a non-educational control condition) 

on the mechanisms of placebo analgesia led to increased openness to using such a treatment 

among individuals with chronic musculoskeletal pain [20].  

Concerns Surrounding Deception 

It is often assumed that the use of placebos in clinical practice automatically implies the use of 

deception, with the being patient unaware that they are being offered a placebo, and the clinician 

being guided by a paternalistic attitude [1, 15]. The tricking of patients is something to which 

many are understandably opposed, even when this is couched as “benevolent deception” [2, p.4], 

and it is this issue that many cite when claiming that placebos are unethical [21, 22]. However, 

these criticisms are being overturned by research showing that a placebo treatment may be 

effective even when the patient is fully aware of its status. When researchers tested an open-label 

placebo against no treatment for irritable bowel syndrome in a randomized controlled trial, they 

found that despite patients in the “treatment” group knowing that they were receiving a pure 

(inert) placebo, these patients scored significantly higher on IBS-specific measures including a 

global improvement scale and a quality of life measure, while also showing statistically 

significant reduction of symptom severity [15]. Subsequent trials have furnished evidence for 

open-label placebos in allergic rhinitis [23] and chronic low back pain [24].  

Conclusion 

The practice of prescribing placebos in clinical settings is to be upheld, given that it can lead to 

safe and effective treatment that preserves the physician’s integrity while also respecting the 

patient and allowing them to be an active participant in their care. However, the different ways in 

which the placebo can be prescribed to patients, such as with or without deception, leads to 

potential for abuse and a need for guidelines. An existing set are the three conditions set forth by 

the American Medical Association, according to which a physician should: enlist patient 

cooperation by explaining the rationale for the placebo; obtain the patient’s consent; and not 

prescribe a placebo “merely to mollify a difficult patient” [5, p.60]. With such safeguards in 



Coros Position Paper   4 
 

 
 

place, the rights and interests of patients might be ensured as doctors harness the power of the 

placebo as one tool in their overall attempt to deliver the best possible medicine.   
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