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Andrew Schorr:  
So, Dr. Wakelee, I have—we discuss this myth every time, but I think we have to do it. And that is, people in cancer trials 
worry that they’re, if you will, not gonna get the good stuff, or the promising stuff, that they—in other conditions, that 
they’re gonna get a sugar pill; “This could be lifesaving for me, and oh my God, I find out later, there was nothing in it.” So 
help us understand how you operate at Stanford related to people getting quality care. 
 
Dr. Wakelee:  
Well, I think that’s a really important myth with a trial. There are no trials that have patients now randomized to get 
something that has no chance of working. The comparative trials are always looking at something that is known to be 
effective—the quote-unquote “standard,” which is the same thing that someone would get if they weren’t on a trial, versus 
getting the newer drug.  
 
And it’s really critical, as much as we all have hope and faith in the trials, and every treatment that we know of today is 
there because of patients who were willing to participate in earlier trials. There are a lot of medications that we worked to 
develop that don’t help people, that are not better, and something that’s new always sounds more promising than 
something that’s old. Because when something’s been around a while, you know it, and you know the good and bad of it, 
and when something’s new, you only really have the promise, and that doesn’t claim as much of the bad potential.  
 
And so, it’s that balance, and the reason that we have to do the trials is that some of the drugs, despite how well they work 
in all of the earlier models and laboratory investigations, they don’t always work in people. And we don’t know that if we 
don’t try them, and so I think that’s one of the things that is always difficult, because of course, I couldn’t be an oncologist if 
I wasn’t an eternal optimist and hoping for all of my patients that they’re gonna do well. But having done this a while, I’ve 
also seen a lot of situations where the treatments that we think are gonna be the best don’t work, and that’s why the trials 
are so important.  
 
If we take everything that sounds great out of the lab and give it to people, we actually might be harming a lot of folks. And 
so the studies that compare one treatment versus another remain an essential part of what we do, and I look back on—
when to a patient who’s having a hard time with that concept, I think of a few specific examples, and… 
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…I work in lung cancer, and one of the greatest things that have happened in lung cancer treatment over the last 15 years 
was understanding that some lung cancers are different than others. There are these particular subtypes, where we have 
mutations that happen in a gene in a cell and that cell then is what develops into the cancer. So the ones many people have 
heard about are, like EGFR and there’s ALK. 
 
And I’m not gonna go into all the specifics, but when we first learned about that, we learned about medications that hit 
EGFR. And there are particular pill drugs that work there, and there was also chemo that we also knew worked. And so 
when we were first learning about EGFR and the pill drugs that work there, everyone assumed, well, if you just added that 
to the chemo, it was gonna be great. And people were gonna do so much better if you could combine them. It just made 
sense.  
 
And so, there were studies where patients got just chemo, or they got chemo plus the EGFR drug. And the people on those 
studies who were randomized to get just the chemo, you know, they felt like they were being cheated, like they weren’t 
getting the best thing. But when the studies were all done and we looked at the data, we realized that actually it didn’t 
make any difference. It just added toxicity.  
 
And so, that’s one key example that I can think of, and there was a placebo, but it wasn’t that patients were not getting any 
treatment. They were either getting what they would get if they weren’t on the trial, by getting the chemo, or they were 
getting chemo plus these other pills. And I use that as one example, but there are a lot of those I’ve seen, where people are 
either getting what’s standard, or they’re getting what’s standard, plus. And the standard, plus, is not always better.  
 
Another example in that same world, that same—of EGFR, where now we know that if someone does have one of those 
mutations in their tumor, they start taking the pill drug, that’s the first thing they do. Not chemo, yet. And there was this 
idea, well, if you start on that, and then when the cancer becomes resistant, and you have to stop taking the pill. We 
traditionally would switch to chemo, but there are a lot of people who believed, well, if this EGFR drug’s working and it 
stops working a little, and then you add chemo to it then, that’s gonna be better. And that was what was done, but trials 
were developed to ask that question. So people either stayed on their EGFR drug and started chemo, or they stopped it and 
started chemo, and again, people thought they knew the answer.  
 
They were quite sure that it was much better to keep going, but the studies were done, and it was actually worse to do it 
that way. But we would never have known that if we hadn’t done the trial and if people weren’t willing to be randomized 
and told, “I know you think it’s better to take the pill, but in this case it isn’t.” And that’s why it’s so important that we still do 
these trials and that people understand if we really honestly absolutely know the truth, then we don’t do the study. 
 
But a lot of times we only think we know the truth, and until we do the trial, we don’t. And so, it’s so critical, and that’s why 
it’s so wonderful that you’re doing this program and helping people to understand, because there’s so much fear, “Well, I’m 
not gonna get the good stuff.” But the truth is we don’t know what’s good until the studies are done. 
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