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(beginning of side one of first audiotape)
Moderator: . . . called Â“Is there scientific evidence that intercessory prayer speeds medical recovery?Â” Being hosted by the Campus Freethought Alliance.  My name is Patrick, IÂ’m the president.  ItÂ’s co-sponsored by the Committee for the Scientific Investigation of Claims of the Paranormal.  ItÂ’s part of the Campus Freethought AllianceÂ’s annual debate circuit.  I will go ahead and introduce our first speaker. But before that, let me tell you the format real quick. Each speaker will present their presentation. TheyÂ’ll be about forty-five minutes long apiece.  After that weÂ’ll have a short break.  At which time, if you have questions, you can go ahead and write them on index cards.  WeÂ’ll collect them during the break.  And then weÂ’ll read those questions off at the end of the presentation.  So, IÂ’d like to go ahead and introduce our first speaker.  Our first speaker is William S. Harris.  He holds the endowed chair of metabolism in vascular biology at the University of Missouri at Kansas City.  He got his Ph.D. in nutritional biochemistry from the University of Minnesota.  In addition, he serves as the director of the lipoprotein research laboratory at Saint LukeÂ’s hospital in Kansas City.  In 1999, Dr. Harris and his research colleagues published a paper entitled Â“A Randomized Controlled Trial of the Effects of Remote Intercessory Prayer on Outcomes of Patients Admitted to the Coronary Care Unit.Â”  in the Archives of Internal Medicine.  And now, Dr. Harris.

Harris: Thank you, Patrick, for the invitation and for the interest in the forum.  Talking to Dr. Tessman before, and neither one of us had ever debated this before and this will be fun of us, to figure out how this works.  And if any of you out there really know how to debate, forgive us, because weÂ’re just talking, is all weÂ’re doing.  And IÂ’m going to use Power Point tonight.  This is the reason I donÂ’t use slides. This is my favorite slide, though, donÂ’t have to use slides.  Says, Â“So here we are last summer going south. Well, wait a minute, Irene. We went north last summer.  This stupid slideÂ’s in backwards.Â” (laughter)  So, this is a good reason to use Power Point.  HereÂ’s the . . . (works with controls a few seconds, then resumes) . . . The question weÂ’re talking about tonight, apparently settled, according to the National Enquirer , the scientific proof thatÂ’s been presented that God answers our prayers.  I think that this is a little excessive.  We certainly donÂ’t have proof of this by any means.  And what weÂ’re going to talk about tonight is the question, as Patrick says, is there scientific evidence that intercessory prayer speeds recovery.  And IÂ’ll give my answer to that question right now.  I think Â“noÂ” is the answer to that question.  The evidence that we have to date doesnÂ’t say anything about, there is no evidence yet that recoveries are speeded.  I might rephrase the question: Â“is there evidence that intercessory prayer improves medical outcomes?Â” To that I would say there is evidence and thatÂ’s what I will present tonight.  What IÂ’m going to go over is, IÂ’m going to review three studies.  The first study is a study by Randolph Byrd, which was the impetus for our study, which is the second one IÂ’ll go over. The third trial is by Cesser, published in 1998.  This is a study that was done on AIDS patients.  Then IÂ’ll do a quick summary of the literature in distant healing, which is what all this really falls under. So let me begin with Randolph ByrdÂ’s trial, published in 1988, in the Southern Medical Journal.  He entitled it Â“Positive Therapeutic Effects of Intercessory Prayer in a Coronary Care Unit Population,Â” which is very much the kind of thing that we did in our trial.  In his study he randomized or assigned randomly three hundred ninety three patients who were admitted to a coronary care unit at the VA hospital in San Francisco. And half of them were assigned to be prayed for by people of the community and the other half, just not. Â“Usual careÂ” as we call it.  And the extent of the prayer was, first names of the patients were given to intercessors, or people who did the praying.  ItÂ’s easier to say Â“intercessorsÂ” than to say Â“prayÂ’ers.Â”  And they prayed for healing for these patients who they didnÂ’t know.  And all they had was a first name.  And this was around twelve years ago.  And this was the outcome.  This graph shows two different groups of patients.  The control patients are in the orange.  In the blue, prayer patients.  And this shows the, across this bottom axis is a bunch of different events. This is called new problems, diagnosis, therapeutic events, after entry to the hospital.  And he tabulated what per cent, of patients, in each of these two groups, had these different outcomes.  Bad things that happened to them. And, if you look across this, and the reason I canÂ’t put all of these in here is there isnÂ’t room.  But some of these, are like, they developed heart failure. Some of them, they might have needed a diuretic, or they might have needed an anti-biotic.  Or they might have had another heart attack.  Or any number of events like that.  Each one of these categories is something like that. If you just look across this, you certainly get the impression that the orange bars are generally taller than the blue bars. That is to say, there was a greater percentage of patients in the control group that had events happen to them than in the prayer group, which is the blue bars.  And the bars, the pairs of bars that have the little asterisk above them are the ones that were found to be statistically significant, P less than oh-five. This is the thing weÂ’re going to have. If you donÂ’t know much about statistics tonight, youÂ’re going to learn a little bit.  Tessman and I are going to be talking statistics.  ThatÂ’s really where this gets entertaining.  I think Byrd probably can be faulted for not adjusting for multiple comparisons in this particular analysis. But it is interesting, just looking at the data, that none of the, ah, none of the statistically significant differences between these groups went the other way.  Where the control group had less events than the prayer group.  So this is the way Byrd presented his data.  And the impression you get, is that the prayer group did better.  But it kind of hard to see how they did that.  So he reworked his data and presented it in a hospital course score.  He went . . . he defined what a good course in the hospital was, an intermediate course, and a bad course at the hospital, and he gave a score imitation.  And this was kind of a way of summarizing the data, in three averages, actually.  And this is what he came up with in these instances. The prayer group, eighty-five percent of them had a good hospital course, compared to seventy-three percent in the usual care group, one per cent in the intermediate versus five per cent in the  (unintelligible) fourteen per cent here, twenty-two per cent of the usual care group had bad outcome in the hospital.  This set of data was analyzed by a chi square test and proved to be statistically significant, meaning that there was a difference in this distribution, there was more good outcomes and less bad outcomes in the prayer group overall.  And this is what he published and this is what he based his conclusion on that there was a positive beneficial of being prayed for in this study.  I will note here that his days in hospital, seven point six days for this group, seven point six days for that group, obviously no difference.  Prayer did not speed healing in this case.  Did not speed, at least, dismissal from the hospital.  But the events that occurred, were certainly less. 

This is the study that really caught my attention, in the early 1990Â’s.  I didnÂ’t really do anything about it until I had an opportunity to move to a new institution that had a large cardiac care unit.  This was Saint LukeÂ’s Hospital in Kansas City.  We decided to perform a trial that would basically replicate, hopefully replicate, ByrdÂ’s trial.  At least give it a try.  These were our co-investigators, several cardiologists, statistician, psychologist here.  Jerry Kolb is a chaplain for the hospital, he was very involved.

And as I said, the purpose of the study is to attempt to replicate ByrdÂ’s trial. Certainly, in science, if you get one study and get an outcome, and nobody replicates it, you really donÂ’t have much confidence that what they found is real.  Until it can be replicated in some other setting, by other investigators, using other people, other methods.  Science is very dependent on replication.  So, we wanted to try and replicate ByrdÂ’s study.  But we wanted to use what we thought would be an improved design; didnÂ’t really like his Â“good,Â” Â“intermediate,Â” and  Â“badÂ” scale; thought something could be better, improved.  We also hoped to develop a new tool to assess CCU hospital course.  It really wasnÂ’t a tool at a scale that we could find, that would do this. We wanted to be able to summarize in one number how people did.

The hypothesis of the trial, going into it, was that blind, remote, intercessory prayer, for patients in the coronary care unit, would result in fewer complications, shorter length of stay.  ThatÂ’s what we were proposing.  Of course, blind prayer means, the people who did the praying didnÂ’t know who they were praying for, the people who were being prayed for did not know anybody was praying for them.  And remote, of course, means outside of the hospital.  Intercessory prayer means to say a prayer for somebody else. To intercede, for somebody else. 

Our primary end points, the things we were primarily interested in measuring, were relatively fewer complications.  We created a composite score, which IÂ’ll describe in a minute. We had a weighted, and an unweighted score.  Severity weighted, severity unweighted. And IÂ’ll explain that.  The shorter stays, simply we were looking at the number of days in a CCU Unit, the number of days in a hospital.  CCU stands for Coronary Care Unit.  So these were the primary outcomes we were interested in measuring.   

This is the way the study flowed.  We began, it took about a year, fifty weeks, of randomizing, folks. People who were admitted to the coronary care unit at Saint LukeÂ’s Hospital, about a thousand patients over a fifty week period were randomized, or, excuse me, were admitted. We decided to eliminate some people, up front, to begin with, that we werenÂ’t going to consider.  There were a few that were weight listed for transplant medium, meaning they were admitted to the hospital, admitted to the Coronary Care Unit, their heart is dying; they are waiting there for a transplant.  And many people donÂ’t ever get into to die in a hospital.  But we know that anybody who is going to be weight listed for transplant is going to be there for a long time.  At least thatÂ’s the history.  And one could make a case that it would be interesting to pray for those people.  But we didnÂ’t. 

So they were eliminated.  We then randomized, or randomly assigned by, based on medical record number, even and odd, people to the prayer group, or to the usual care group.  And we ended up with 484 randomized to prayer, and 529 to usual care.  I would have thought weÂ’d be even more even than that, but thatÂ’s the way it came out.  This P value here tells you that thereÂ’s a one chance in five of getting that kind of distribution.  So itÂ’s not an unusual distribution. 

The other people we eliminated up front were folks that we said if they were admitted to the Coronary Care Unit for less than one day: in and out, in the morning, out in the afternoon, that we werenÂ’t going to consider them in the trial.  And thatÂ’s primarily because we couldnÂ’t start the praying for them in that short a period of time.  Because telephone calls had to be made, people had to be contacted, et cetera, et cetera.  So we had reason up front that we werenÂ’t going to deal with the people who admitted for less than a day.

As it turned out, and I think Dr. Tessman may have noted this, and other people may have noted this, we didnÂ’t see this thing.  Point of fact, that there were eighteen people who were admitted for less than one day into the prayer group, five who were admitted for less than a day in this group, and that is a highly statistically significant difference.  There are more people now.  I have not yet been able to, for a variety of reasons, find out what happened to these people.  So, for the purposes of this discussion, theyÂ’re just out, we didnÂ’t include them in the trial.  So our final group, is here, the final prayer group, at 466 patients, the final usual care group, 524.  And those are the people upon which the data IÂ’m going to describe to you is collected.

Who are the intercessors?  We recruited folks from the christian community, who worked at Saint LukeÂ’s, itÂ’s an Episcopalian hospital.  Lots of contacts, of course, in that community.  It was easy to use those kind of people, and it was also, as I said, our intent was to replicate the Byrd trial, and Byrd used just christian intercessors. This meant obviously a lot of discussion about why we couldnÂ’t use other people. And one certainly could use other kinds of believers in different denominations, in different belief structures, and actually one of the studies IÂ’ll show you did that.

The intercessors randomly, and blindly, were organized into fifteen teams, of five people each.  They didnÂ’t know each other, theyÂ’d never met each other, the people who were on these teams.  One person was picked to be a team leader, thatÂ’s the person who got the phone call.  In picking intercessors, we didnÂ’t want to have any particular denomination necessarily, but we did ask them to believe in this statement, or at least affirm this statement: Â“I believe in god.  I believe that He is Personal, and is concerned with individual lives.  I further believe that he is responsive to prayers for healing on behalf of  the sick.Â”  People who like to do intercessory prayer obviously believe things like this. So this was not a hard sell.

How did we do this study? The protocol for the trial was as follows.  Every morning in the hospital the computer system of course tells you what patients are on what floor and what units.  And the chaplainÂ’s office, of course, has a computer.  And the chaplain needs to know whoÂ’s in the hospital, so they can go visit people who want to be visited. So we have a list every day that comes up on the computer in the chaplainÂ’s office.  The study coordinator, who was the chaplainÂ’s secretary, assigned patients to prayer or usual care, based upon the last digit of their medical record number, whether it was even or odd. She was the only one who knew the even/odd code.  She did not have any contact with the patients, she did not have any contact with the doctors, she did not have any contact with statisticians, she didnÂ’t even know where the Coronary Care Unit was of the hospital. The chaplainÂ’s office is off in a corner somewhere, she doesnÂ’t know. So all she knows is to assign prayer or usual care. If someone was assigned to the prayer group, she looked on her list, she found what the next prayer team was that needed someone to pray for, she would call the team leader on the telephone, and give them the first name of the patient.  Â“Bob.Â” Â“Mary.Â” Â“Susan.Â” Whatever.  Then the team leader would contact others in the team by telephone, thereÂ’s five people on a team.  And they all put the name down on a little log sheet.  And we asked them to pray for twenty-eight days.  Regardless of what happened to these people.  MayÂ’ve died the next day. DidnÂ’t make any difference. They were going to pray for twenty-eight days.  Too logistically complicated to tract every single patient and get back to people when they should stop and start, so we just said, Â“pray for twenty-eight days.Â” 

And what did they pray for? They prayed for speedy recovery, with no complications.  Anything else seemed inappropriate for that.  ThatÂ’s what we asked them to pray for.  There are some that would say that in this kind of research what you ought to do is pray undirected prayer, a Â“thy will be doneÂ” type prayer.  We choose a directed prayer, a prayer for healings specifically.  Again, partly because we were trying to replicate BirdÂ’s trials, what he did,  and secondly, we figured people are in a hospital because they want to get well, so, ask for healing.

How did we assess how they did at the hospital? This is the important part of the study. How do you tell how people do?  The way we did it, was we looked at basic charts blindly after patients had been dismissed from the hospital.  We tallied all the new events, procedures, prescriptions that occurred after the first day, we see them.  Remember, the first day we said, after the first day, we arenÂ’t going to take any data from that first day.  Because prayer couldnÂ’t get started till after that first day.  And as it turned out, it took one-point-two days on average for anybody to start praying for somebody.  So, we eliminate all the first day evidence, or events, and then from then on, we track what happened.  And based on this, we determined a score, and we call it the MAHI score, which IÂ’ll explain. MAHI stands forMid-America Heart Institute, thatÂ’s the heart hospital thatÂ’s part of Saint LukeÂ’s.  ItÂ’s a continuous variable, meaning it could be from one to fifty.  In integers, thatÂ’s continuos variable, itÂ’s not a good-intermediate-bad-yes-no. ItÂ’s a scan of variables. Which is a better way to analyze them statistically if you have this kind of data.  The idea was a high number, is bad, a low number is good, play golf.  And the events, every event that happened to someone was assigned a value, and the values were added together to get a score. And this is how it worked.  This is kind of small, I hope you can see this.  The idea is that here we have five categories, one, two, three, four, five, six, and then we have death.  Six categories, excuse me. And these were taken to some extent from ByrdÂ’s paper, also, from a knowledge of the kind of adverse events that happened in our hospital.  And our cardiologists ranked all these things, and they came up with a scale.  So, if you had any of these events happen to you, number one, that was kind of low rent stuff, not a big deal, you get a small room for it, these are more serious, these are more serious yet, more serious yet, cardiac arrest, more serious, then death, of course, is the most serious.

The scaleÂ’s intuitively reasonable. It hasnÂ’t been validated. This is a criticism (it is a valid criticism) of the study, meaning that we donÂ’t know that someone who has a high number actually does badly over time. We presume that would be the case.  Important thing to remember is that this scale was applied equally to both groups. So if thereÂ’s a problem with the scale, itÂ’s not going to upset one or the other. ItÂ’s valid with both groups, if itÂ’s applied blindly and evenly in both treatment groups.

How did this work? Just to give you an example, two examples. HereÂ’s one patient, said that they, after one day in the CCU unit, they developed unstable angina, they developed heart chest pains, and that gets you one point.  They were treated with an anti-anginal agent, they were given another point.  That means the angina was bad enough to actual require being treated.  They were sent for heart catharitization, where they stick the dye into your heart, the blood vessel, to take a picture of it.  And then they were successfully revascularized, meaning that they had a balloon, stuck into their artery, pumped up, and opened the vessel.  And thatÂ’s worth three points.  Scandena, you get one, two, three and previous six points, so that person gets six points.

The unweighted score for this person: this is the latest score, severity adjusted.  Unweighted score is four.  Because thereÂ’s simply four events, one, two, three, four.  So their weighted score is (inaudible) . . .  Count the events, or count the events and give them weight. 

Another example would be here a patient who had a cardiac arrest, itÂ’s five points for that, and dies, six points, so itÂ’s eleven points.  But the unweighted score is only two. So thatÂ’s the reason for doing a weighted score.  I think it makes somewhat more sense, that this is a somewhat more serious set of events.  Now one can philosophize all you want about how this, does this make sense or not, should death be twenty, should death not even be in it.  Some people think, at one point, another death is not a bad outcome, depending on the situation. You can talk about all this, but, we did it this way, and it seemed to work out.

Statistical evaluation: this is how we did our statistics.  Categorical data was analyzed by chi square efficiency exact test, and this is, basically, how many people had another heart attack, how many people needed a balloon, how many people needed a diuretic for strengthening. And this was adjusted for multiple comparisons, because there were several, three or four different events that we looked at.  So we set the P value high, to make sure that we werenÂ’t just finding things by chance. 

We did try to do the Byrd score. We tried to replicate what he did, as best we could. We donÂ’t really think this is a great test.  But we did it anyway, thinking it would be appropriate to do that.  P values of five.  Continuous data, this is primarily our, primary end points, mean of point-oh-five is required, this is a composite test.  Attention to pre-analysis means we analyzed everybody who was randomized into the study.  Regardless of whether they finished it or not.  Now I know you canÂ’t see this, but, long as you can see it, you canÂ’t read it. This is a list of how sick were these people to begin with. You do a study like this, youÂ’ve got to be sure that that the two groups are equally sick, to begin with.  Because youÂ’re going to look at outcomes down the road.  And if one group is sicker than the other one, naturally the outcomes going to be worse, in the one that was sicker to begin with.  When you randomize four or five hundred people in two groups, you get pretty even groups.  And this is what we got.  Without obviously going through all this, none of these P values is statistically significant.  TheyÂ’re all quite high.  And the per cent of patients that have all these different events is about the same. 

If anyone wants copies of the paper, IÂ’ve got copies of the paper.  And I mean it,  look over this stuff.

No individual component of this MAHI-CCU use score was significantly different between groups. Meaning that, these are all the things that happened to them after they got admitted to the hospital.  And, the percent of people in each group, the usual care, and the prayer group, was tabulated here.  These are the individual events.  It was out of these events that we calculated our composite score.  The only thing that came close to being statistically significant was this one here, which was a certain kind of catheter, point-oh-three, but we said thatÂ’s not statistically significant, because we set our standard at point-oh-oh-five, which means itÂ’s much higher bar one has to jump to find significance.  So we say thereÂ’s no significant difference in any specific event. 

This is the primary result of the trial.  The MAHI-CCU score, this is the severity adjusted score, for the usual care group, was six-point-nine-seven, six-point-two-four for the prayer group, this is about eleven percent difference, thatÂ’s the effect size.  And that P value is point-oh-five.  Means thereÂ’s one chance out of twenty, that this is just a random effect, not a real effect.  The unweighted score, is three versus two-point-seven, thatÂ’s a ten per cent difference, remember, this is just a count of things that happened, average number of things that happened.  Point-oh-four was the significance there.  These are considered statistically significant in all bio-medical research.  That level, point-oh-five, or below, means that it was statistically significant.  The chances of it happening by chance, are pretty small, and we will accept that that uncertainty and say that this is a real thing.

Length of stay? Length of stay was not different.  See here that the P values were over point-oh-five then the difference of finding is not statistically significant, could have happened by chance, pretty good chance that it happened by chance.  So we say no effect on length of stay, either total hospital length, or the CCU length of stay.  So the only effects we found were on these medical course scores. 

ByrdÂ’s score?  We again have the usual care/prayer group, we did the same thing he did, tried to organize them into good-intermediate-bad.  As we can see with usual care, the prayer group had slightly more, 67% versus 65%.  This is not statistically significant, but there were a few more goods,  the same intermediates and a little bit less bad, 19% versus 22%, in the prayer group.  But by this test, it was not statistically significant, so we did not confirm Byrd.  Using ByrdÂ’s score we did not find the effect.

Differences in design between our two studies I think are interesting to point out.  The blinding: in ByrdÂ’s study, patients were blind to treatment, meaning they didnÂ’t know if they were getting prayed for or not, but they knew they were in a study. Because theyÂ’d signed a piece of paper saying Â“I agree to be in a study.Â” In our study, they were blind to the existence of the trial.  And this was a point of some controversy.  But we felt . . . itÂ’s always a balancing act in science.  ItÂ’s better that people donÂ’t know that theyÂ’re being prayed for, donÂ’t know theyÂ’re being intervened upon.  The other side, is the requirement for informed consent. We went through our institutional review boards, and they agreed to let us do the study, without telling the patients, in light of the fact that they thought that somebody praying for them five miles away from their home was probably not going to be associated with any averaging of the facts.

So, consent was gotten in this study the same (unintelligible) as not contained in this study. Information of the intercessors: they were given updates of how people were doing in the Byrd study; we didnÂ’t give them any feedback.  Different kinds of assessments in our sample size was about longer or twice as much, as Byrd.  Couple of caveats of the  trial need to be appreciated.  To the extent that patients were being prayed for, by family, by friends, by clergy, whatever prayer was offered in this study was supplemental. ThereÂ’s this unknown, an uncontrollable, an unmeasurable amount of background prayer for everybody in this trial.  Both groups.  We assume when you randomized four to five hundred people into two groups, that the amount of background prayer is the same. A fair assumption, we think. I mean, thatÂ’s the whole reason for randomizing.  So what weÂ’re looking at here is the addition of some supplemental prayer on top of  whatever noise is going to run back there. 

Second, is the fairly low dose of prayer.  You think about this in terms of a medication.  Three to five people, kind of, praying their first name, for twenty-eight days, out, and not knowing you or not knowing anything about your family, or what youÂ’re like, or no emotional contact whatever.  I would consider that sort of low dose prayer, as opposed to different kinds of prayer that can be administered, that are much more direct. Limitations to the study, as I mentioned, the score has not been previously validated, we didnÂ’t do studies first to show that score means something.  It was an intuitive start on trying to get some kind of chi-rational score.

WhatÂ’s the clinical significance?  What does a ten per cent reduction in score mean, in terms of patients. What does it mean to a health care system?  We werenÂ’t able to track costs, costs would have been an interesting end point, as well, to save money.  Certainly, the chaplainÂ’s office would like to know, if praying for people saves money, to help justify their existence. Of course, another limitation, thereÂ’s no known biological mechanism.  Or physical mechanism, that can explain this finding, and so this leaves them a little bit up in the air. Nevertheless, I donÂ’t think the findings themselves are at risk.  Beyond that, thereÂ’s a lot of little questions that come up.  Let me do . . . Patrick, when did I start, do you know? Fifteen? All right, IÂ’ll try to wrap it up in fifteen. 

I want to go over this third study.  This was published in 1998. This was a study done on AIDS patients. Again, this was a very small study, only forty patients. Twenty and twenty.  Two groups.  So this is pretty small.  This was a distant healing, called D.H. This is not just prayer, this is distant healing.  And they were, and what happened is, folks were randomized, who had AIDS, into two different groups. And then there were distant healers, from all over the country, working on the people in the distant healing group, for ten weeks, five days a week, one distant healer at a time. They kind of mixed it all up.  And they measured impact on medical and social kinds of things. 

Who were the healers? Distant healers were recruited from professional associations and distant healing schools.  I didnÂ’t know there were distant healing schools, but apparently there are.  So they found these people, to do this.  The religious traditions, christian, jewish, buddhist,  american indian, shamanic, Secular, Non-Religious perspectives.  And they practiced distant healing one hour a day, for six days a week, each patient had five healers.  And, these were the outcomes.  So many outcomes, couldnÂ’t get them all on the slide. But if they look, hereÂ’s the distant healing group, twenty people, hereÂ’s the control group, twenty people.  Outpatient visits, visits to the hospital, over the ten week period we studied.  Nine in this group, thirteen in this group, that was statistically significant, lower in the distant healing group.  Number of hospitalizations per patient, point-one-five-point-six, it was four times more hospitalizations, in the group that didnÂ’t get . . . how do I say it . . . distant healing assistance.  And again, it wasnÂ’t just prayer.  Days in the hospital, point five versus three point four, significant difference. Illness severity was significantly lower.  C D four cells, these are certain white blood cell types that measure in AIDS. There was no difference, no effect in that case. P value here, which shows there is no significance difference, itÂ’s just noise.  This is a PMOS (I have to look) Profile of Mood Spacey Habits.  A survey, of  Â“how ya feelin,Â’Â” you know. Before and after, this went down in the healing group.  And it went up in this group.  And that was statistically significant.  And, MOS is Medical Outcome Scores, another medical test. Improved a little bit, unimproved there, not statistically significant. 

So, hereÂ’s a trial with just forty people in it, where there was distant healing applied, whatever that means.  And it appears to have had an effect.  That, statistically, it would be improbable. 

This is what I want to wrap up on, this is a summary of distant healing trials.  This was published in 2000, The Annals of Internal Medicine.  These folks, these are from the University of Maryland.  They looked at, they went to the literature and picked all the trials, they thought, of the best studies, the best designs of all the trials. And they said Â“okay, theyÂ’ve got to have blinding, theyÂ’ve got to have double blind, control, all this kind of stuff.Â”  They found twenty-three trials, twenty-three studies, five in the intercessory prayer category, eleven with therapeutic touch (this is where people are, [IÂ’ve never seen this done] I guess, they stand over the body and they draw stuff out with their hands or something like this. I donÂ’t know how it works).  But itÂ’s definitely alternative medicine, to be sure, as are all of these.

Other distant healing techniques, like the one I just presented, there were seven studies.  They found that of these twenty-three trials, thirteen of the trials, fifty-seven percent, reported statistically significant benefits to the patient remaining in the trial. Nine of them, or thirty nine per cent, showed no benefit. And one, four per cent, had a statistically significant detriment.  So overall, actually, there was no effect whatever.  All this stuff is completely sham.  ThereÂ’s nothing to it. You would expect that ninety-five per cent of the studies would show no effect.  And that maybe one of the studies would show positive effect and one of the studies would show negative effect.  ThatÂ’s statistically what you would expect.  To find that fifty-seven per cent of them showing benefit, suggests that thereÂ’s something here.  IÂ’m not going to go over all that, theyÂ’re conclusions were, methodological limitations of several studies, make it difficult to draw definite, definitive conclusions, about the efficacy of distant healing, however, given that approximately fifty-seven per cent of the trials showed a positive treatment effect, the evidence thus far merits further study.  And I think thatÂ’s where we are today, that this is an area that merits further study.  Clearly, if distant healing, if prayer can impact health, we ought to know about it.  And we need to learn about it.  And figure out how it works.  And how to make it, apply it to help our patients do better.  I think that, a slide that suggests that testing complementary medicine techniques is going to continue, in the future.  Okay. IÂ’ll stop.

(Applause)
Moderator:  Thank you, Dr. Harris.  And now for a response, I would like to introduce Dr. Irwin Tessman, who holds a Ph.D. from Yale, and is professor of biological sciences, at Purdue University. His primary areas of scientific research are molecular genetics of DNA repair, utagenesis, recombination, and transposition in viruses and bacteria. And the evolution of altruism, by natural selection.  Dr. Tessman, criticized the procedures and conclusions of Harris, et al.  In an article co-authored by Jack Tessman, for the March/April 2000 issue of Skeptical Inquirer, entitled Â“Efficacy of Medical Prayer: A Critical Examination of Claims.Â”  Dr. Tessman . . .

Dr. Tessman: Thank you, Patrick. Dr. Harris. Ladies and gentlemen.  Professor Harris and I are covering the same subject so you shouldnÂ’t be surprised if I have some of the same material.  I like the old adage, thatÂ’s thereÂ’s no pleasure like being told something that you supposedly already know.  IÂ’m going to add a spin to some of this information.  IÂ’m going to duplicate some of the things he showed you, with a difference.  It may seem odd to some of you that two scientists should be debating the credibility of the supernatural phenomena.  By supernatural, I mean something that is so far removed from ordinary conventional scientific evidence that nobody even making a connection to it. So whatÂ’s this all about.  Well, Professor Harris and I independently decided to ignore the question of mechanism, as he said at the end of his talk, nothing is known about the mechanism.  IÂ’m not even going to approach the subject of the mechanism.  But we take the attitude first said by Francis Galton, famous English scientist who considered the subject, efficacy of prayer, and took the attitude, that you donÂ’t have to know the mechanism to make a scientific issue out of it.  He wanted to consider the problem of Â“does prayer help?Â” And he showed, very effectively, that you can study the subject.  Intercessory prayer has a long history and continues to this day in many forms. Early christianity to the present day, people testing for purgatory need not abandon all hope provided they left a core of well-wishers behind, who would pray for their rapid transit from purgatory to heaven.  One doesnÂ’t have to know the mechanism, but I donÂ’t even know how to test whether that is efficacious or not. 

But, Galton showed you donÂ’t have to be interested in the mechanism.  And, thereÂ’s a famous story, about the physicist Niels Bohr, some of you may have heard it. ItÂ’s probably fictitious. Niels Bohr was the inventor of the quantum theory of the atom.  And a visitor to his office in Copenhagen noticed that nailed over his door was a horseshoe, with the open end up, proper orientation to bring good luck.  And the visitor said, Â“surely, Professor Bohr, you donÂ’t believe in such superstition?Â”  And Bohr said Â“of course not, I donÂ’t believe in the superstition, but fortunately for me, IÂ’m told that it works, whether you believe in it or not.Â”  And the idea is, you donÂ’t have to worry about what the reason is, the question is, does it work. And the same applies to intercessory prayer. IÂ’m here to tell you that I donÂ’t think it works. 

Galton responded to a challenge that was given in his time. Someone said, Â“can anyone design a method for testing whether prayer works?Â”  And Galton was a very ingenious person.  HeÂ’s one of the founders of the field of statistics.  So he was eager to show off the field of statistics, in solving this problem, in approaching this problem.  He was also the founder of biometry, the measuring of all sorts of biological things, and some of which IÂ’ll mention.  He pointed out that public prayers are most often said for royalty. They have prayers like, praying for healthy life and of long life.  And Galton said Â“aha! all this prayer for a long life for royalty; that should extend the life of royalty.Â”  And so he went about looking for data on the subject, and he found the following.

Now donÂ’t despair if you canÂ’t read this.  IÂ’m going to read it for you.  The data on the mean age attained by males of various classes but all affluent classes so they all have the advantages of affluence.  And they all, the ages that they attained may seem high for you for the Seventeenth and Eighteenth and Nineteenth Centuries.  But the only people considered were those who lived at least to the age of thirty, so infant mortality and the youthful indiscretions did not affect the ages that these people reached. 

The first line, are members of royal houses.  He had lots of data, good numbers, ninety-seven of royalty. And they lived to be average age of sixty-four years.  He also examined numbers of clergy, lawyers, medical profession, English aristocracy, thatÂ’s pretty close to royalty.  Gentry, trading, commerce, officers in the Royal Navy.  YouÂ’d think they wouldnÂ’t live very long in the Royal Navy. English literature and so forth.  Members of the royal houses had the lowest mean age.  Not only did they not live longer, they lived shorter.  The prayers that were offered seemed to be counter-productive.

Well, this is not a very definitive study.  And, British royalty, to this day, ignore this study.  They defend their privileges. You might be interested in knowing that when Diana and Charles got divorced, Queen Elizabeth saw to it that her name was removed from the list of beneficiaries of the public prayer. 

Galton looked for other data.  Rather interesting what he found. He looked at the premiums that were paid to insurance companies, or the premiums that the insurance companies charged to insure ships. And Galton reasoned, that missionaries and pilgrims prayed a great deal.  And ships that carried missionaries and pilgrims should have a great deal of prayer for the safety of the ship. And therefore the insurance premiums should be lower for such ships.  But apparently the insurance premiums were exactly the same.  Insurance companies found that ships carrying pilgrims and missionaries sank just as often as other ships.  So apparently the prayers didnÂ’t help there. 

Well, I mention all this about Galton because he set the stage really.  He made it respectable to study supernatural phenomenon.  He made it respectable and he showed that if you make a scientific issue out of this, you can study it statistically.  And thatÂ’s what Prof. Harris has done, and Dr. Byrd that he referred to, in 1988. 

Randolph C. Byrd worked in San Francisco General Hospital.  And he studied, as Professor Harris did, the people who were admitted to the coronary care unit in San Francisco General Hospital.  And his work was labeled a landmark by the journal Alternative Therapies in Health and Medicine.  They republished his paper, which was originally published in the Southern Medical Journal.  They republished it in 1999 to honor the paper, because they felt it set a mark for future studies. And indeed the two studies Professor Harris talked about followed Byrd.  And Professor HarrisÂ’ study was meant to imitate Byrd and check it carefully.  And ByrdÂ’s study, as you heard, had a large number, a fairly large number of patients, three hundred and ninety three.  And the study was planned to be double blind, Professor Harris told you how his studies were double blind.  Double blind means that the physicians, the nurses, anyone on the staff didnÂ’t know whether the patient was in the prayer group, the test group, or whether they were in the control group.  The people, the doctors who evaluated the results, were not to know who was in either group.  No one was to know except someone who kept the code, who identified which person goes into which class, the test group or the control group.  To give an example of this, this is what was written (IÂ’ll read it out for you). This is how Byrd describes the double blinding: Â“Patients, the staff, and doctors in the unit, and I (thatÂ’s Dr. Byrd) remained blinded throughout the study.  As a precaution against biasing the study the patients were not contacted again.Â”  ThatÂ’s very important, because you donÂ’t want any bias.  If people know which category youÂ’re in, itÂ’s not a question of just honesty, but a question of being consistent.  ItÂ’s very difficult to be absolutely objective if you know who is in which category.  So this double blinding is very important. 

But unfortunately, it was not double blind. . . .

 

   (end of side one of first audiotape; beginning of side two of first audiotape)
 
. . . There was a lot of leakage.  There was a person who was the coordinator.  In Professor HarrisÂ’ case the coordinator had practically nothing to do with it.  Assign the patients.  In ByrdÂ’s case, the coordinator did everything.  IÂ’ll show you what the coordinator did.  This paper which was published in 1988 had a sequel to it.  Dr. Byrd was interviewed by the journal Christian Nursing.  And he said the following, and he is reminiscing about the study.  His assistantÂ’s name was Janet Greene.  She was the coordinator.  She is the one who interviewed the patients and asked them if they wanted to be in the study.  They knew they were in the study.  And she then rounded up the intercessors, people who prayed.  And so this is how Randolph C. Byrd describes the situation.  Â“And so again the experiment. Janet entered names of all the volunteer patients into the computer, that randomly divided them into two groups.  Both received standard medical treatment.  In addition, half of the patients, only Janet knew which ones they were, were prayed for daily by their intercessors.  Intercessors were supplied with a first name and a diagnosis.  They were asked to pray for the general welfare of the patient, and also for their particular situations as updated by Janet, such as office diuretic therapy fellow (?) sleeplessness.  She kept detailed records of all patients in both groups.  Six months passed. Eight. Janet made hundreds of telephone calls day and night across the country.  She had to go back and forth into the wards to get the records and look at the charts and record them. She recorded the data, detailed records of all patients. We know exactly what Byrd depended upon for writing up the paper. Her transcription of the records. And she knew whether she was looking at the record of a test patient, one being prayed for, or whether she was looking at the record of someone who was in a control group.  That is not double blind.  If that really happened, that would be totally unsatisfactory.

Well, there was another problem with the blindness, which I will get to in a moment.  Well let me go over . . . youÂ’ve seen the results before, but IÂ’m going to go over it again, to make my point.  Here is the table that Professor Harris showed.  And its not focused in the light. Hmm. Here we go. Well, you canÂ’t have the whole thing in focus.  And IÂ’ll start in back.  All right, the first thing we see is the first question that Professor Harris answered, Â“did you speed up the recovery?Â” And thatÂ’s the subject, and thatÂ’s the subject of our debate, that IÂ’ll be flexible and say thereÂ’s more than just that in our debate.  Days in the coronary care unit after entry.  Days in the hospital after entry. The numbers are very similar and theyÂ’re not statistically, the difference between them is not significantly different.  And they were given medications on discharge, and the number of medications given to those on intercessory prayer, the test group, and those given to the control group, are slightly different but not significantly different.  Then there were all these other . . . So that answers one question that Professor Harris asked and that IÂ’m asking. Â“did you speed up the healing of any of the people, of the people, in the test.Â” And the answer is, the speed was not increased.  There was no improvement.

Then there were those lists of new problems, diagnoses, therapeutic events after entry.  And there were twenty-six of these. And, I believe, Professor Harris had about thirty-five. And covered all of the ones here.  He gives the per cent of events of those in the test group, eleven per cent, twenty-one individuals, ten per cent in the control group, nineteen individuals, nineteen to twenty-one, ten per cent, eleven per cent,  not statistically significant.  The P value was a large number, less than one, but between point-oh-five and one, probably around point-four, point-five. IÂ’m going to get back to this.  I want to emphasize the meaning of the P value.

Anything less that are able than point-oh-five is considered significantly significant.  ThatÂ’s an arbitrary point.  But itÂ’s a reasonable point.  And IÂ’ll explain why in a moment. It was six conditions. Here is congestive heart failure.  Where the test group fared better, statistical significance in the control group. HereÂ’s mortality.  They did about the same. ThatÂ’s a very simple thing to measure. And there are six of these. Now what does . . . IÂ’ll tell you what I think is needed to understand about the P value. LetÂ’s take a P value of around point-oh-five. What it means is, if these two numbers were really the same, but due to the limitations of the measurements, fluctuations and so on, pure chance, they came out different.  One was three per cent, and one was eight per cent.  Could that have happened purely by chance?  Of course, anything could happen by chance.  The further apart the two values are, the less the chances are that that would happen purely by chance.  Could happen.

But when it gets so low, as in point-oh-five, thatÂ’s a five per cent chance, once in twenty that will happen purely by chance.  ThatÂ’s low enough to say, thatÂ’s a significant difference.  ItÂ’s a marginal difference.  But itÂ’s a significant difference. Point-oh-three is a little bit lower than that, so itÂ’s a little bit more significant.  Point-oh-oh-five, five chances in a thousand, that that would happen purely by chance, thatÂ’s unreasonable. This must be really different.  Point-oh-oh-two: this must be really different between the test group, zero per cent, and six per cent.  So they found significant differences, in all these new problems, all these events that happened during hospitalization.  Not very many differences.  Not many statistically significant differences.

But as Professor Harris pointed out, in almost every case, there was a small advantage of the test group over the control group.  Not individually big enough difference to count statistically.  But when you add them all up, as he did, you see that thereÂ’s significant difference of the test group from the control group.  And they found, by analyzing, I wonÂ’t go into the method they used.  But by analyzing all the data together, by whatÂ’s called a multivariate analysis, they came up, saying, that the probability that youÂ’ve got these two sets of results, is less than point-oh-oh-one. Very improbable that it would happen by chance. So this must be a significant result in favor of the test group, those that were prayed for. 

Then something interesting happened in his study. He wrote up these results, sent it in to a journal, and they sent it back, saying Â“interesting study, but weÂ’d like you to do a further analysis. WeÂ’d like you to score the course of events in the hospital.Â” And physicians like to do this.  They like to talk about Â“was the hospitalization stay good, with the course of events good, were they intermediate, or were they bad?Â”  And he set up a scoring system. The course of events was good if only one of the following occurred: left heart catheterization, and so on.  All these events that are listed here: ventricular tachycardia, heart blocked requiring temporary pace maker, and so on.  And you canÂ’t read this very well, but IÂ’ll read it, well, IÂ’ll try to focus it . . .

(brief breaking in recording, then voice resumes)
 . . . individual patients to having had a good, intermediate, or bad outcome, he knew who they were, he knew which class they were in.  So this table was not done blind, he knew who was who when he did the table.

Well, to summarize, what Dr. Byrd found, he found that the length of stay in the hospital was unchanged, whether you were prayed for or not.  That is one of the significant things one wants to look for.  And thatÂ’s very straightforward, does not involve any intricate statistical analysis.  You know when they came in, when they went out, and the average there.  He compared different conditions that occurred in the hospital that the patients suffered.  And found in most cases there was no significant difference except in six cases that I pointed out.  And he did this very important scoring of the course of events in the hospital.  And found the difference between the prayed group and the control group at a level of P value of zero-point-oh-one.  I could have erased my comments that I had on the manuscript, but I wanted to show you that I was diligent enough to control a miscalculation. 

But then thereÂ’s the Janet Greene problem.  We donÂ’t know how much interaction she had between the staff and the patients. She keeps going back into the wards.  SomeoneÂ’s going to figure out which patients are in which group.  Because sheÂ’d have to ask for the records and so on.  ThatÂ’s a problem today.

Well, something interesting happened at that point. The person who did the statistical analysis at San Francisco General Hospital, who I was in contact with, said he found the original tapes that contained all the data for this study.  And I asked Dr. Byrd, would he mind if I had temporary access to this data, IÂ’d like to re-analyze it.  He thought about it for a while, and then said heÂ’d rather not.  And the reason he gave was, I think, was a reasonable one. He said, Â“itÂ’s unusual for people to Â‘rummage through your notebooksÂ’ so to speak,Â” and he didnÂ’t think there was any reason why people should rummage through his notebooks.  I would not like it for people to rummage through my notebooks, so I cheerfully accepted his reasoning.

Except for one reservation.  I didnÂ’t tell him that reservation. But IÂ’ll tell you my reservation.  And youÂ’re going to be skeptical of what IÂ’m going to say, but I mean it sincerely.  This was not the usual situation. This was quite an unusual situation. If what Dr. Byrd claimed he found was true, then he found evidence for a supernatural event.  Sometimes called paranormal event. If he found proof of a supernatural event, then that was the greatest scientific discovery of the last century.  Better than the special and general theory of relativity.  Better than Watson and CrickÂ’s discovery of the structure of DNA. That was something unheard of.  People claim to have evidence, but he had hard scientific evidence.  And if you have something of that sort, then maybe people should rummage through your notebook and look at it.  Anyway, I donÂ’t consider what IÂ’ve said to be hyperbole, I really mean that that would have been the greatest scientific discovery of the last century. 

Dr. Byrd said something that resonated with me.  He says heÂ’s done his job, heÂ’s done the experiment, heÂ’s set the path, why donÂ’t other people now come and try and reproduce his results.  And if they canÂ’t, if they donÂ’t reproduce it, fine. And maybe he was wrong. If they do, thatÂ’s the confirmation that any scientist looks for.

And that brings us to Professor Harris and colleagues' work. They did set out to reproduce ByrdÂ’s work and followed his protocol in many ways.  Except I believe they really did have a double blind study, whereas I donÂ’t feel that Byrd did have a double blind study.   I made up my overhead before I heard Professor HarrisÂ’ talk of course.  And IÂ’m emphasizing certain things that he doesnÂ’t deny.  But I took the precaution of preparing an overhead. 

What was the purpose of the study that Professor Harris described?  He says in the introduction that the purpose was to ask: Â“the purpose of the present study was to attempt to replicate ByrdÂ’s findings by testing the hypothesis that patients who are unknowingly and remotely prayed for (intercessional prayer) by blinded intercessors will experience fewer complications and have a shorter hospital stay than patients not receiving such prayer.Â” Seems to be two primary objectives.  But then when he talks about the outcome thereÂ’s only one primary objective.  ThereÂ’s a reason for my emphasizing this. IÂ’m not just being petty about these points.  The primary pre-defined endpoint in this trial was the weighted MAHI-CCU score.  ThatÂ’s the score that I will show you again, in a moment. In the long score, they replicated ByrdÂ’s study.  And then when they talked about clinical outcomes, back to speedy recovery.  Since prayer was offered for a speedy recovery with no complications it was anticipated, et cetera, those are the two things to come back to: speedy recovery with no complications. 

Well, lets go back to that table that replicated ByrdÂ’s study.  This time, itÂ’s the Harris, et al study.  I counted thirty-five, I may have been off by one.  Here we have the control group that (the order is reversed, from ByrdÂ’s table). Control group comes first.  The test group comes second.  And here are the P values.  The probability that the difference could have happened by pure chance. And here is sixty-two per cent, thatÂ’s very high. Means it could easily have occurred by pure chance. And so forth.  And there are no significantly different . . . well, hereÂ’s one, point-oh-three.  But one out of thirty-five itself could happen by pure chance.

What happened to those six that Byrd found?  LetÂ’s look at that again.  Did this confirm or did it contradict ByrdÂ’s study?  Seems to contradict. Here are the six events that were significantly different in ByrdÂ’s study. Point-oh-three, thatÂ’s not so significant, thatÂ’s marginal.  Point-oh-five is marginal. ThatÂ’s the line. The arbitrary line, of course thereÂ’s no sharp line. But thatÂ’s the arbitrary line that we set between, to say, perhaps itÂ’s significant.  Point-oh-threeÂ’s a little better.  But HarrisÂ’ study finds point-six-oh, meaning it could have happened by pure chance.  Nothing statistically significant about that.  Same with point-oh-five, point-eight-nine. You may not be so impressed by these, but when you get to point-oh-oh-five, thatÂ’s very unlikely to happen by chance.  But, yet Harris will find it could easily happen by chance. Their data was very different.  Let me say, not because heÂ’s sharing the podium with me and the colleagues here.  I think his study was better because he used far more patients in his study.  He had a thousand patients compared to the four hundred of Byrd.  So I think their data is better but it contradicts in every case the results that Byrd got.  So it puts in doubt, in my mind, the results that Byrd got.  And I keep thinking of the Janet Greene effect.  If any of you know Janet Greene, please tell her I would like to speak to her (laughter in the audience.)
Well, these data were analyzed further, and youÂ’ve seen this, in Professor HarrisÂ’ presentation.  I want to go over it and I will give it a different spin.  Here is the weighted score that they used.  They were weighted for all those results and thereÂ’s some controversy about whether thatÂ’s a valid weighting or not.  I donÂ’t care about that controversy.  The probability of that happening by chance is point-oh-four. I call that marginal.  ItÂ’s marginally significant.  The unweighted score; these are the same sets of data just analyzing different ways, so itÂ’s really just one result with a point-oh-four. Claims of staying in the hospital, major stays in a cardiac care unit: no significant difference besides the point-three-six.  He had that right.  No significant difference.  So, one of the two turned out to be no statistical significance.  One turned out to have marginal statistical significance.  When you do two studies of that sort, itÂ’s not so significant that one of them was marginal, when the other one was not at all.

Can you remember the table that Dr. Byrd was asked to make up, like the referees of his original manuscript, where they want him to analyze the data further and come up with a scoring of the course of events that occurred in the hospital.  Was the course good, was it intermediate, was it bad.  And as you remember, there was a difference between the two groups.  And here are the criteria. Professor Harris and his group adopted the exact same criteria, I believe, but they came out with a different result on their data.  Same criteria, but their own data. And they found P equaled point-two-nine between the two groups.  Byrd found P less than point-oh-one.  Pretty significant.  Harris said all find P value point-nine-nine not significant at all.  So these two studies do not agree in most cases. 

Now I want to show you something unusual about Professor HarrisÂ’ study. He mentioned this, and he sort of set it aside.  IÂ’m not going to be so kind. IÂ’m going to make an issue of it. Remember he talked about the dropout rate. Some people left the hospital before twenty-four hours.  When they entered the hospital they were assigned either to  the test group or the control group.  But the prayers didnÂ’t start for twenty-four hours.  A few people left the hospital standing.  They were alive.  Left the hospital in less than twenty-four hours.  They must have been healthier.  They may not have had any trouble at all.  They may have come to the hospital simply because they were concerned about their heart, but thereÂ’s nothing wrong, controlled immediately, in any case, this was the dropout rate.  The control group had five hundred twenty four people in it.  Five dropped out within twenty-four hours, before any prayers began for them.  The test group had eighteen out of four-hundred-eighty-four. And if you like to do chi-square analyses, you can do them as I did. And I came to P less than point (I think Dr. Harris had the same) point-oh-oh-one.  Very unexpected, very very significant.  These two differences could not have happened purely by chance.  They must have been different populations, different things going on.  It suggests, that maybe the test group consisted of healthier people.  It could have been a fluke. Even something that had a chance less than point-oh-oh-one could happen once in a thousand times.  But itÂ’s very unlikely. One possibility is that these were healthier people in the test group than in the control group. ThatÂ’s a problem to make a person worry about how the people were selected. I donÂ’t know what the answer to that is.  But it means something else also.  Remember the length of time of stay in the hospital was the same for the test group and the control group.  But here the test group starts out with an edge. TheyÂ’re ahead of the control group. They left the hospital within twenty-four hours, eighteen of them, whereas only five in the control group, even though no prayers had yet been said for them.  But when prayers were said for them, they left the hospital at the same time on the average as the control group.  They started with an edge, and they ended even. They lost their edge after prayers began.  What does that mean? Well, does that mean that the prayers hurt?  ItÂ’s a possibility.  ItÂ’s consistent with that result. I, personally, donÂ’t believe it.  But what I personally believe is irrelevant.  The point is, they lost their edge after the prayers began. 

Well, to summarize, I hope you got the feeling that the results were mixed. Both Byrd and Harris agree that the prayers did not speed up the recovery.  They stayed the same length of time in the hospital. They both agree that the list of events that occurred in the hospital favored, or disfavored, those who were not prayed for, those who were prayed for seemed to have fewer events occurring in the hospital. But when you look at the overall course of events they disagree again. Byrd found that the overall course of events in the hospital favored the prayer group.  Harris and his colleagues found that it had no effect, no statistically significant effect.

So I think that after all this work the evidence is very slight, where there is evidence, a marginal point P value of point-oh-four in favor of the prayer group.  But most of the evidence is against any significant effect.

Carl Sagan said Â“extraordinary claims require extraordinary proof.Â”  Just because he said it doesnÂ’t make it so.  But I suggest to you that itÂ’s a reasonable approach to take.  I think these are extraordinary claims, as I indicated before.  Again, IÂ’ll repeat, I meant it seriously.  If these results are true, they suggest the existence, they prove the existence, of a supernatural power. I donÂ’t deny there is or isnÂ’t, I donÂ’t see any is or isnÂ’t, but this would be scientific proof.  And thatÂ’s an extraordinary claim.  I donÂ’t think thereÂ’s any extraordinary proof.  I donÂ’t think thereÂ’s really any significant proof.  And thatÂ’s what I attempted to show.  Thank you.

(applause)
(voice begins abruptly)
Harris: If this is true, thatÂ’s a problem, I absolutely agree with it, that youÂ’ve got to be blind when you put together the final data.  I guess, in real life, if Dr. Byrd is anything like I am, I couldnÂ’t remember who was in what group, I would just be going through a stack of papers and score them. I might not know who was in this group. That might be this case. But, as a point of proper scientific conduct, thatÂ’s not a good thing to do. And whether the coordinator was blinded or not, thatÂ’s again another issue that he discovered in the discussions with Dr. Byrd.  And thatÂ’s a problem, if she was simply just keeping track of the people and she was not actually tabulating medical outcomes, then I donÂ’t have a problem with it.  If she was tabulating medical outcomes, knowing who was in which group, thatÂ’s a problem.  So, these are valid concerns I think heÂ’s raised throughout this trial.  Although, I guess, in defense of Dr. ByrdÂ’s results, the fact that he found in that tab the graph that I had the two bars, the mini bars in two different colors, the fact that six events he found were statistically significant, all in the same direction, to me is pretty strong evidence that something was going on.  If there was nothing going on, you would expect to find some differences between these two groups, but youÂ’d expect to find some cases the control group did better, and other cases the treatment group did better, and these would be randomly distributed.  But to find them all going in one direction, is pretty compelling evidence that something is going on here. So, I think thereÂ’s still something to this trial.  Whether itÂ’s landmark or not, I guess time will tell.  Regarding my study, IÂ’m not going to discuss the whole comparisons issue, because I thought he was going to bring it up, but he didnÂ’t, thatÂ’s good, itÂ’ll speed up our issue. No psychological leakage in the study, no question about it.  There was none. I donÂ’t have to repeat none, concern about that, did not confirm the effect of reversing the course of medical course for.   Now, as Dr. Tessman pointed out, Dr. Byrd, had about twenty-two events that he constructed his course for.  We had about thirty-five events, different types of things, so we counted half of them.  We had to do our best to match Byrd, it was not an identical match.  We didnÂ’t think that was a great way to do it in the first place, which is why we came up with the new scoring system.  HeÂ’s right in saying we didnÂ’t have the same effect as Byrd.  We got effects in the same direction, was not statistically significant. I would say it doesnÂ’t, itÂ’s not a contradiction of ByrdÂ’s findings, just a failure of support of ByrdÂ’s findings in that particular area.  And I would agree with him that that is the case.  And, nevertheless, I still think that if you look at the big picture of what we were trying to do, and what Byrd was trying to do, weÂ’re all exploring a, and I would agree again, that this is an extremely important issue.  An extremely compelling finding, if you can actually find evidence of supernatural activity.  That is not small potatoes.  But weÂ’re babies in this. WeÂ’re just beginning this kind of study.  Galton did his work in the Nineteenth century. But not much has been done since.  ItÂ’s a very small literature in this area.  ThereÂ’s a lot to be learned.

And I think thereÂ’s actually a study thatÂ’s coming out of Duke, thatÂ’s been accepted by  The American Journal of Cardiology, that is a pilot study looking at different modes of complementary medicine. They found in that study that the best effect, this is of people whoÂ’ve had balloon angioplasties, a group of a hundred and fifty, and theyÂ’re going to report in that trial that there was the, although not statistically significant because they had five different treatment groups, the best effect was seen in the group that got intercessory prayer. And this is a study that they doing to basically going to develop pilot data so they can enlarge multi-center clinical trial with intercessory prayer. And Herb Benson is a, from Harvard, Mind/Body Institute will be presenting data, in the next several months of a study heÂ’s been doing, in cardiac bypass surgery, with prayer.

 And so, weÂ’ll see, theyÂ’ll be more data coming.  I think that itÂ’s important to keep looking at this stuff, as an effect. You donÂ’t have to know a mechanism to study whether phenomena is real or not. ThereÂ’s no point in looking for a mechanism until you know a phenomenon is real.  Then you can start exploring mechanism.  We might not be able to get to the mechanism on this one, in a scientific way. ThatÂ’s fine.  LetÂ’s just go as far as we can.

 I wanted to put this up.  ItÂ’s a quote from the editor of The Archives of Internal Medicine regarding our paper.  He was interviewed in a newspaper when our paper was published. And he said itÂ’s a very well designed study, well written, Â“in this particular study, patients benefited, if this had been a medication, the conclusion would be that this medication helped.Â” I think that was a very honest statement from him. And this is true. ThereÂ’s plenty of drug trials in the medical literature where the difference between the treatment group and the drug group is less than ten per cent.  But itÂ’s statistically significant, and it helped in a positive study.  So I think he acknowledged that it is a positive study.

 IÂ’m going to skip that.

 IÂ’m going to skip that.

 I want to show a couple three quotes to end. Now weÂ’re in on my closing comments here. WeÂ’re looking for closure. 

A quote from Elizabeth Targ, who was really the primary driver on that study with AIDS patients I told you about.  The forty patients with AIDS, she was the primary researcher in this.  She said: Â“No experiment can prove or disprove the existence of god.  But if in fact mental intention can be shown to facilitate healing at a distance, this would clearly imply that human beings are more connected to each other and more responsible for each other than previously believed.  These connections can be actuated through the agency of god, consciousness, love, electrons, or combination of god knows what. The answers to such questions await further research.Â”  ThatÂ’s a great attitude. We donÂ’t know how this could happen but further research should be done.

HereÂ’s a quote from William Crookes, who discovered thallium (didnÂ’t know about this guy, this is from the Nineteenth Century, heÂ’s talking about Michael Faraday): Â“to quote Faraday, Faraday said Â‘before we proceed to consider any question involving physical principles, we should set out with clear ideas of the naturally possible and impossible;Â’ (and this was Crookes take on that quote, Crookes said:) this appears like reasoning in a circle; we are to investigate nothing until we know it to be possible; while we cannot say what is impossible (outside pure mathematics) until we know everything. In the present case I prefer to enter upon the inquiry with no preconceived notions whatever as to what can or cannot be.Â” ThatÂ’s a scientist talking. You donÂ’t set predetermined limits as to what you can find. You open the door, you look at the data, you follow the data where it goes. And if it goes places that you donÂ’t like philosophically, thatÂ’s tough. ThatÂ’s where the data goes.  And thatÂ’s how we have to be.

And this is my last quote, from (Alfred North) Whitehead (1946, I think youÂ’ll enjoy this one): Â“the universe is vast; nothing is more curious than the self-satisfied dogmatism with which mankind, in each period of his history, cherishes the delusion, of the finality of itÂ’s existing modes of knowledge. Skeptics and believers are all alike. At this moment, scientists and skeptics are the leading dogmatists.Â” (I think nothing has changed much.) Â“Advances in details are admitted, but fundamental novelty is barred.Â” Major changes are not allowed. Okay. This dogmatic common sense is the death of philosophical adventure. The universe is vast.  I think we need keep this in mind. Thank you.

(Applause)
(Sounds of motion)
Tessman: Professor HarrisÂ’ closing remarks reminded me of a few things. He talked about that table with both Byrd at twenty-six conditions, and his with about thirty-five. These are events that happen in the hospital that were not good things, like death, further heart problems, and so forth. He pointed out that although there are only six significant, individually significantly different events, that work to the advantage of the prayed, the test group, over the control group, (thereÂ’s a reverberation) that overall, the test group did a little bit better in each category, or almost in each category. And thatÂ’s correct. And that interested me. ItÂ’s always when we have strange, paranormal phenomenon like this, things like ESP, extra-sensory perception, people are always discovering tiny effects requiring very elaborate statistical analysis. When you get to something very simple, like length of stay in the hospital, requiring no significant statistical analysis, elementary statistics, that you learn in high school, there it turns out there is no difference between the two groups. ItÂ’s only when you have elaborate analysis, that you find statistical significance, but itÂ’s very small events, very small effects.  I wonder why they canÂ’t amplify these effects when it stares you in the face, you have to do very elaborate analyses. The same thing happened with extra-sensory perception.  They had very small effects, people showed them what the fallacy was, they would go on again, and they would correct their mistake and go on, and find again, slight statistical advantage one way or the other, showing some beneficial effect, some people had ESP, other people did not. So itÂ’s always small effects.

Robert Park wrote a book called Voodoo Science.  And he says this is one of the characteristics of voodoo science, that there are always small effects, they can never amplify them, so the result stares you in the face, you can see it without elaborate statistical analysis.  So IÂ’m very curious about those small advantages, in every case down the line (IÂ’m not going to show the overhead again), but down the line, the prayed group, the test group, tiny advantage over the control group.  I worry about some systematic error in the way they did it. IÂ’m worried about the possibility that they werenÂ’t fully blinded.  I told you the evidence that it wasnÂ’t blinded.  It looked as if it was terribly unblinded.  That a person who was devoted, Janet Greene, keeps coming up, who was devoted to proving that prayer helps.  She wanted people to pray harder, she called them and told them Â“so and so is having a crisis, pray harder.Â” She had heart and soul to get prayer to work.  Such a person is not objective, when they are looking at the data.

Professor Harris mentioned that another study is coming out. I heard Benson, of Harvard Medical School. He probably doesnÂ’t, he showed Irving Tessman and Jack Tessman, both of the Skeptical Inquirer article that criticized his work and Dr. ByrdÂ’s work.  He probably is not aware that we wrote a book review together, published in the journal Science, about the work of Herbert Benson, and he is doing a study, supported by the Templeton Foundation (thatÂ’s a man whose made billions of dollars) and heÂ’s doing, heÂ’s supporting a lot of work on the interface between science and religion, a lot of it very good.  And heÂ’s supporting Dr. BensonÂ’s work.  We wrote a book review of his, in which we criticized him for making claims that were patently untrue. We talked about things that they showed by their studies, his featured procedures to have a mantra, people repeated over and over again a few times a day, and it solved all sorts of medical problems. For example, one problem he claimed in his book, and that they studied, at Harvard Medical School, that thereÂ’s no hospital there, was the effect on fertility.  They had a fertility clinic.  And they studied whether saying this mantra improved fertility. These were women who were infertile.  And were going to fertility clinics in addition to his group, his Mind/Body Institute.  And he claimed in his book that more women became pregnant as a result of the mantra. But then you go and read the paper, which he was a co-author, and the paper said we cannot draw that conclusion, because we didnÂ’t test the controls.  They didnÂ’t realize that they had controls in the paper, and my brother and I found the control, and the control showed the same rate of conception, as the group that was saying the mantra. So it would be interesting to see what comes out of this, and how their results conform with ByrdÂ’s, and HarrisÂ’.

I just conclude very briefly by saying the following.  If you ask me does intercessory prayer shorten anyoneÂ’s stay in purgatory, I donÂ’t know of any evidence. People often say Â“I donÂ’t know of any evidenceÂ” and you think they mean thereÂ’s evidence, and evidence that doesnÂ’t support it.  But this is an example where there is no evidence, and I donÂ’t know how to study it.  But if you ask me, Â“does intercessory prayer shorten the stay in the hospital,Â” I say there is evidence, and the evidence shows that it does not shorten the stay in the hospital. Thank you.

(applause)
Moderator: Okay, now, after collecting the questions from the audience, we will have time for some short question and answer periods from our audience.  The first question is for Dr. Harris, and they ask: Â“Of the twenty-three studies that you reviewed, at the very least eleven of those studies could not have been blind since they involved Â‘therapeutic touch.Â’ Can we be sure how many others were blinded, meaning that the results could have been due to the placebo effect, which had already been documented?Â”

Harris: Again, IÂ’m not awfully familiar with therapeutic touch. But those studies were blinded studies, and the patient didnÂ’t know if the practitioner was actually doing whatever therapeutic touch is. Again, I think it is holding hands over certain parts of the body and if the patient was lying on their belly and someone was working on their back they wouldnÂ’t necessarily know whatÂ’s going on there. But, I canÂ’t say for sure how they did it.  But, I know that in that particular review article, they were very picky about not putting in things there were no blindings.  I presume it was.

Moderator: The next question is for Dr. Tessman.  They ask: Â“If the vast majority of the world believes that prayer heals, assuming that belief in a god means belief in healing prayer, is the vast majority of the world delusion?Â”

(laughter)
Tessman: Yes.

(laughter)
(applause)
(laughter)
Moderator: Okay. The next one is for Dr. Harris. They ask, Â“How did god know who they were praying for? If the intercessors were just given a name, how did they not know he was just, when they prayed for someone, just Bob, how did they . . .  Â”

Harris: BobÂ’s in the hospital real name?

Moderator: BobÂ’s in the hospital real name.

Harris: IÂ’ll follow his lead: I donÂ’t know.  
(laughter)
Moderator: Okay. This is sort of a follow-up question for you Dr. Harris, same person. Â“The assumption was that the patients wanted to get better. What was the reason behind (the assumption) that god wanted them to get better?Â”

Harris: I donÂ’t know the answer to that.

Moderator: You donÂ’t?

Harris: I donÂ’t know. I donÂ’t know what happened.

Moderator: Okay . . . (audiotape runs out)
 

(end of side two of first audiotape)
(beginning of side one of second audiotape)
Tessman: . . . Dovecote (?) believed with Francis Galton, in saying weÂ’re not going to talk about mechanism.  I know a lot of people are interested in mechanism, but neither of us, but that is a question of supernatural behavior, and I donÂ’t think scientists can really handle supernatural phenomenon. But we can handle the question Â“can we have scientific proof of whether the phenomenon exist or not.Â” And thatÂ’s what Dr. Harris did. And thatÂ’s what I was addressing my critical remarks about.

Moderator: Okay. This is another for you, Dr. Tessman. Â“Given the movement toward the idea that intercessory prayer is effective, both Byrd and Harris and some of the other studies, is it a valid course for science?Â”

Tessman: Well, once again I think, I admire Francis Galton, and he said that itÂ’s a legitimate thing to study, because you can do it scientifically. And IÂ’m not opposed to any type of scientific study. I donÂ’t think itÂ’s very productive, and I think the evidence is that it doesnÂ’t do very much.  I try to show that intercessory prayer is ineffective. And the little evidence we have in itÂ’s favor is very, very marginal. And, I own view is that itÂ’s a waste of time. But, if other people, there are a lot of things I think a waste of time, and other people enjoy doing it. If they enjoy doing it, why not?

Moderator: Okay. Dr. Harris, this person wants to know: Â“How long were the individual prayers, and if so . . . Â“

Harris: Prayer?

Moderator: Yes, the . . .

Harris: How long were the prayers that were given? I donÂ’t know. We just asked for a prayer for a speedy recovery.  You can say that in three seconds. Speedy recovery and no complications.  And whatever else they wanted to pray for, so I donÂ’t know how long they prayed, or they didnÂ’t pray any Â“cannedÂ” prayer. And they did it for twenty-eight days.  Once a day was what we asked.

Moderator:  This ones for Dr. Tessman: Â“Assuming a the lack of credibility to the Harris study, is that not a fallacy of excluding data that leads to a contrary idea from the norm?Â”

Tessman: IÂ’m not sure I understand the question.

Moderator: Â“Assuming a lack of credibility to the Harris study, is that not a fallacy of excluding data that leads to a contrary?Â”

(unintelligible murmuring) Allison?

Tessman: You want to re-phrase that?

Voice From The Audience: Basically, do you think that by not, the scientific norm is that, supernatural phenomena can (?) be explained by scientific . . .

Tessman: By definition, supernatural means itÂ’s so different from . . .

Voice From The Audience: Right . . .

Tessman: By definition, something that is supernatural is so far removed from our conventional science, that we have no way of making a connection.  IÂ’m not saying that it doesnÂ’t exist.  IÂ’m saying thereÂ’s no way of making a connection to science. So as scientist, I canÂ’t talk about it, IÂ’ve nothing much to say

Voice From The Audience: (unintelligible) . . . the scientific realm, by not including such studies as Dr. Harris study, and others, ByrdÂ’s study, is that not, thatÂ’s excluding . . . . (unintelligible)
Tessman: No, that can be done scientifically. ThatÂ’s what they were attempting to do. They were not trying to study the mechanism of supernatural phenomenon. They were trying to prove that supernatural phenomenon occur.  But beyond that, I donÂ’t know of any scientific discussion that can go anything beyond that, as far as mechanism.

Harris: IÂ’d like to just add that I think that his criticisms of our study, a lot of them are valid.  And I can tell that the guy spent his life criticizing science. I mean, this isnÂ’t nucleic acids or anything, but you know, you learn to be a critic, thatÂ’s good, and I think he did a good job. But, I donÂ’t think heÂ’s dismissing, I wonÂ’t speak for him. I think heÂ’s allowing the study to stay in the literature.  HeÂ’s not going to ban it from. ItÂ’s just adding to a body of knowledge. We just want to learn more about this. And if the effects are always minuscule. I mean, I have a slightly different opinion of about what minuscule is. But, if they continue to be that way, then his point is well taken. 

Voice From The Audience: Well, I mean, I think, more of what I was trying to address was that, how much, how many studies would show, you know, rather insignificant, you know, proof of . . .

Harris: We have fifty, twenty, fifty, hundred studies that all do this, do we still keep regarding it, is that the question?

Voice From The Audience: Exactly. (laughter)
(inaudible mumbling)
Tessman: She asked you, no, oh well, to me thatÂ’s asking me

Voice From The Audience: Yes, I was actually asking you. I mean, about how many studies need to be done more so something valid can tell?

Tessman: Well, itÂ’s not the number of studies, itÂ’s the level of proof that any particular study contributes.  And I donÂ’t think the big studies, the two big studies, Byrd, and Harris, provide any convincing evidence that intercessory prayer confers much advantage.

Harris: If BensonÂ’s study comes out with fifty per cent benefit, for example. What would you think of that?

Tessman: I have to read it first. (laughter)
Harris: Not going to go on record beforehand?

Tessman: No. But I, from the record of his claims, his publications are fine, but when he interprets them and when he writes a book, he says things that are not in the publications. He makes claims that go far beyond whatÂ’s in the publications.

Moderator: Okay. This next question is for either one. This person is wondering if thereÂ’s been any studies that have, where the patients are acutely aware that they are being prayed for, and the intercessors know who they are praying for?

Tessman: This happens all the time, family members tell you that theyÂ’re praying for you. And you know that that happens. And these studies that were done, that was the background, that they had to contend with.  They didnÂ’t know who was praying for whom, friends and family. But, people who are in the hospital are often told that people are praying for them.  And you know that in churches and synagogues people are praying for the members of the congregation.

Harris: As far as other, actual studies of that scenario, IÂ’m not aware of any. There may be somewhere. But that takes it out of the, certainly out of, the supernatural. It becomes psychological support. And you see benefit in that setting. Could be variously explained.

Tessman: Exactly. ThatÂ’s very important. That a person getting that psychological boost, improve their morale, for all we know improved morale aids in healing. We donÂ’t know who is suspected. People who lose heart die sooner than those who are heartened.

Moderator: And, this is our last written question. And I think itÂ’s a very good one, and this is for both of you: Â“In light of the results that have been discussed tonight, would either of you want someone to pray for you if you were in CCU?Â”

Harris: Yes.

Tessman: IÂ’m not going to answer that.  (laughter) I donÂ’t want to sound like Al Gore, always interrupting, but I would like to say something about therapeutic touch that was asked before. I know a little bit about therapeutic touch. And I consider it an extraordinary example of voodoo science. Therapeutic touch involves a nurse moving her hands over the body of the patient, feeling an energy field. You have no impression, you havenÂ’t the slightest idea what they mean by an energy field.  They can never say what they mean by an energy field. Randi the magician, James Randi the magician, has offered an enormous prize, either ten thousand dollars or a million dollars, (inaudible mumble) itÂ’s a million dollars, any nurse that could prove that therapeutic touch is a valid therapeutic method. And no nurse has accepted this rather fantastic offer.

But one nurse accepted a test by an eleven year old student, Emily Rosa.  She was doing a school project. And the nurse was asked if she would test her ability.  And the nurse quite sincerely believed she had the ability, said of course she would do it. And possibly she accepted the invitation because she thought this child, this eleven year old, not a child, was naive, and nothing serious would come of it.  But when Emily Rosa tested her, and she tested her . . . (pause) . . . She tested whether the nurse could feel this energy field.  The nurse claimed she could feel the energy field when she puts her hand over the body.  But Emily Rosa did it blind.  She had it hidden. The nurse would put out her hands, and Emily Rosa would put her hand over one of them and ask her which hand did she feel the energy field.  Fifty per cent of the time she got it right.  Well, thatÂ’s of course pure chance. The nurse complained that she didnÂ’t have the right conditions for doing it. But she did say she had the right conditions.  She asked, Â“which hand do you feel, which of my hands do you feel the strongest energy field, and I said either the right hand or the left hand, and she claimed she felt the energy, claimed she felt the energy field. Yet when tested blind,Â” (and I emphasize blind so important in blind tests), Â“she couldnÂ’t tell.Â” When her hand was held over one hand or held over the other hand. 

Thousands of nurses practice therapeutic touch.  Hundreds of schools of nursing teach therapeutic touch. ThereÂ’s not one bit of evidence that thereÂ’s anything to this phenomena of therapeutic touch.  ThatÂ’s an example of voodoo science.

Harris: Part of the question was asked earlier: can you do a study blocked, can you do a blind study of the way itÂ’s done? I donÂ’t know how itÂ’s . . .

Tessman: The nurse doesnÂ’t know which hand, the nurse is putting her hands behind a curtain.  She canÂ’t see around a curtain.  Emily Rosa puts her hand over one or the other.

Harris: This, meta-analysis, of a bunch of therapeutic touch studies, IÂ’m presuming that they were blind, double blind studies. Could you do a double blind study of therapeutic touch?

Tessman: I donÂ’t know.

Moderator: Unless either of our speakers has anything else, the audience want to ask anything?

Voice From The Audience: WhatÂ’s the qualitative difference between something like a placebo effect. I heard you say that if the patients knew that someone was praying for them that would take it out of the realm of the supernatural and into the realm of scientific inquiry. But we would still have no idea of how a mechanism like that would work. Even if we took the assumption that knowing someone was praying for you did raise your morale, weÂ’d still have no idea how something like that would take itÂ’s effect. Or, at least, I donÂ’t know of any, of any claims of such.  So, I donÂ’t understand why that is less supernatural. Or how youÂ’re defining that dividing line. It seems to me like a placebo effect might be.  IÂ’m not saying it doesnÂ’t have a biological basis for mechanism. IÂ’m just saying that right now it doesnÂ’t seem like we have any idea of how that works.

Tessman: IÂ’ll try it first. There are many phenomena about which we have no idea how they work. But we study them. And we believe theyÂ’re amenable to scientific study, so it takes awhile. I could name quite a few things. But I wonÂ’t go into them. But you probably know of many things.  It took years and years before anyone found an explanation.  The placebo effect, for people who are not familiar with it, is the Â“sugar pillÂ” so-called sugar pill effect.  And it seems to be a real effect, that people get better, objectively better, when theyÂ’re given a fake pill, that really, we expect, has no therapeutic value, no intrinsic therapeutic value. One idea is that you expect to feel better and that does something to your hormones, and that helps you develop. Someone I know named Nicholas Humphrey, and Dr. Harris may know the name, he was one of the people who pointed out, that edge that I talked about. People who were not prayed for but were put into the test group, less the hospital, before the prayers began.  I call that the people having edge. He was one of the people who observed that. HeÂ’s written a paper, on the physiological basis of the placebo effect. So people have ideas that the body can respond, the body has defenses. We have immune systems, for example, that are defenses. And overuse of the immune system can be harmful.  So HumphreyÂ’s idea is that only at certain times does the body rise to the occasion. And the placebo effect is the way, how the placebo may make the body rise to the occasion, when itÂ’s given.  ThatÂ’s not a very elaborate answer to your question. But it shows that there are scientific ways of approaching it. We donÂ’t know the answer. ItÂ’s very mysterious.

Voice From The Audience: Well, I could posit some sort of scientific mechanism for some kind of energy and somebody else, I suppose.  Somebody mentioned, you mentioned, electrons, in that place and setting. I mean, I could give some such far fetched idea. I havenÂ’t read his paper.  But, however heÂ’s going to translate morale into some sort of physical force. IÂ’d be interested in seeing how heÂ’d do that. I still think that it still seems to me as supernatural.  Again, I havenÂ’t read his study, maybe thereÂ’s something that, but you talk about translating this into some sort of hormonal factor. IÂ’d be very interested in seeing that. It seems to me like that, like if this was supernatural, IÂ’m not sure IÂ’d still see a difference.   

Harris: Well, I think Dr. Tessman would agree that, over the centuries, what is defined as supernatural has changed. As we have found, natural explanations for things that used to be considered supernatural, which I can think of an example, but IÂ’m sure there are lots of them.  And I think your pointÂ’s well taken. I mean, we donÂ’t know what morale means.  Â“Feeling good about yourself,Â” what does that mean?  Physiologically, why? By definition, it is supernatural, because we donÂ’t understand a natural explanation, for what that is. But someday, we may.  The search will go on.

Moderator: Okay. IÂ’d like a round of applause for our two debaters tonight. (applause) ThatÂ’s it for this evening. IÂ’d like to thank everybody for coming. If you like, I know Dr. Harris will share a copy of his study. HeÂ’s got quite a few of them.  If you want a copy of Dr. TessmanÂ’s, you have to order a back issue of Skeptical Inquirer [March/April 2000] unless you already have one. Did you bring it with you?

Tessman: No, I didnÂ’t, but you may E-mail me. My E-mail address is very simple:itessman@purdue.edu. IÂ’ll be glad to send you a reprint.

Moderator: And, so thatÂ’s it. IÂ’d like to thank everyone for coming. As you know, it was videotaped tonight, so if youÂ’d like a copy of the videotape, just give me your E-mail address, or mailing address. The videotape is actually sold by the Center For Inquiry, Amherst, New York. Thank you all for coming tonight. Drive safe.

(end of tape, end of debate and discussion) 
