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MID ALL THE DEBATE SURROUNDING RESEARCH
with human subjects, there remains a point of widespread
agreement: researchersmust respect subject autonomy. In addition, everyoneagreesthat respectingsubject autonomy requiresresearchers to inform subjects honestly about the true nature of their research.
The uninitiated can be forgiven, then, for drawing what seems like the
obvious conclusion: everyone agrees that researchersshould honestly
inform subjects about the true nature of their research. Unfortunately,
honestly informing subjects can present an obstacle to researchand precludes certain kinds of researchaltogether. For this reason, and in spite
of the widespreadunanimity regardingthe importance of subject autonomy, the question remains, Is subject deception in researchever ethically
acceptable? In the present article I will attempt to answer this question
by offering specific conditions on when subject deception in researchis
acceptable.
The tension between subject autonomy and subject deception arises
most clearlywhen subjects are deceived, not for their own good, but for
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the good of science or medicine; I will focus my attention on this specific
issue (call it "no expected benefit" deception). The question of when it
might be acceptable to deceive subjects for their own benefit is important, but importantly different, and I will not consider it here. Instead,
I attempt to answer the narrowerquestion of under what conditions, if
any, is no expected benefit deception acceptable. To simplify things, I
shall make two assumptions:
1. Subject deception is prima facie unacceptable because it violates
the subject's autonomy (i.e., the capacityto determine one's own
course of action).
2. Deception can be justified (i.e., deception is not, in principle, always wrong).
With these assumptions in place, I begin by considering the Ethical
Principlesof Psychologistsand Code of Conduct (American Psychological Association 1992) (henceforth called "the principles"), which offer a
notable exception to the relative lack of scrutinythat has been accorded
the topic of specific conditions under which subject deception might be
acceptable.

The PsychologicalPrinciples
The principlesoffer three conditions for acceptabledeception (American
PsychologicalAssociation 1992, ?6.15; for similar guidelines, see Office
for the Protection from ResearchRisks 1993). The first reads as follows:
1. Psychologists do not conduct a study involving deception unless
they have determined that the use of deceptive techniques is justified by the study's prospective scientific, educational, or applied
value and that equally effective alternativeproceduresthat do not
use deception are not feasible.
The second clause of this first condition requires that, in order for a
given instance of subject deception to be acceptable, there must not be
any equally effective and feasible nondeceptive alternatives to that research. The requirement of equal effectiveness raises a minor problem.
If, as we are assuming, deception is prima facie unacceptable, then it
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follows that we might prefer a nondeceptive study, even if it is somewhat less effective, because the harm incurred by the decrease in effectiveness might be outweighed by the good that is achieved in avoiding
the deception. For this reason, let's drop the word "equally" from the
first condition. This change raisesthe obvious question of how much of
a decrease in effectiveness we should be willing to accept in order to
avoid subject deception. To aid our decision, first consider the importance of subject autonomy and its relation to deception. Roughly speaking, the question to be answered here is, Why is subject autonomy
important and, given that importance, how can violations of subject autonomy be justified?
For our present purpose, we can assume that individuals understand
their own preferencesbetter than anyone else does. To this extent, autonomy is important because it allows subjects to do what they prefer to
do. Or, taking the same point from another perspective, the more others
control the subject's actions, by deception say, the greater the chance
that the subject will end up failing to do what she prefersto do all things
considered(i.e., what she would choose if she had not been deceived). The
principlesmake the following stipulation in orderto avoid this possibility:
2. Psychologists never deceive researchparticipants about significant
aspects that would affect their willingness to participate, such as
physical risks, discomfort, or unpleasant emotional experiences.
Generally speaking, no expected benefit deception takes place within
the context of no expected benefit research(i.e., deception that is not
intended to benefit a particularsubject typically occurs within the context of research that is not intended to benefit that subject). The assumption behind condition 2, then, is that subjects decide whether or
not to enroll in no expected benefit researchbased on the level of risk involved. Of course, subjects do not consider only the level bf risk. They
also consider, to varyingdegrees, the source of the study's funding, the
goals of the study, the kind of people running the study, and so on.
(Subjects often base their enrollment decisions on monetary compensation as well. However, such compensation is intended to "zero out" the
inconveniencesthat participatingin the study entails so that subjects can
make their enrollment decisions based, as condition 2 assumes, on the
risksinvolved.) These additional considerationshighlight a crucialdifference between deceptive and nondeceptive studies. Typically, one does
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not regardthe purpose of a study, say, as posing any risk to subjects. Potential subjects are informed of the purpose of the study and can decline
to participateif they find that goal objectionable. Unfortunately, deceiving subjects about the purpose of the study eliminates this opportunity,
thus raising the possibility that subjects will contribute to the achievement of a goal that conflicts with their beliefs, perhaps even deeply held
moral or religious beliefs. Now although this would be of great concern
to subjects, it is not something that the principles take into account:
condition 2 addressesonly physical risks and harms.
Briefly, we can think of harms as states of affairsthat "contradict"the
preference(s) of a subject. For instance, most subjects prefer to avoid
pain and retain physicalintegrity. Therefore, states of affairsthat involve
pain, or the destruction of physical integrity, cause harm to the subject
in question. The "contradiction"of moral preferences, in contrast, is
standardly understood, not as a harm, but as a "wrong." For our purposes, we need not get enmeshed in the subtleties of this distinction.
For, leaving aside the specifics of wrongs and harms, many people care
about their moral and religious beliefs as much as they care about their
physical well-being. Put roughly (if we assume a subjective account of
preferencesfor the moment), subjects can be as upset by the contradiction of their moral preferences(not to mention their psychologicalpreferences) as by the contradiction of their physical preferences. Prima
facie, then, we have no reason to restrictour account of acceptable deception to physical harms, and thus I will understand "risks"broadly to
include any possibility that a subject's preferences will be contradicted
and that a subject will be upset as a result of his or her participationin
research.
The second condition also includes the qualification to "significant"
risks. However, without further argument, this qualifier is either redundant (if "significant" refers only to those aspects of the study that are
relevant to subjects' willingness to participate)or unjustified (if "significant" refers to some subset of those aspects), and I will omit it as well
(more on this below). Thus amended, the second condition ensuresthat,
as long as the use of deception does not conceal any risks (understood
broadly), it will not alter subjects' enrollment decisions (call this the
"neutralrisk condition"). In other words, as long as the neutral riskcondition is met, we can assume that subjects who consent to a deceptive
study would have done so even if that study had not been deceptive. As
a result, the neutral riskcondition allows us to conduct deceptive studies
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while respectingsubjectautonomy in the sense of maximizing the chances
for subjects to choose their preferred course of action (but see below).
Therefore, if maximizing the chances for subjects to choose their preferred option exhausted the importance of autonomy, this neutral risk
condition would end the need for any further discussion of acceptable
deception. However, by requiring that deception be justified-even
when the neutral risk condition has been met-the principles implicitly
acknowledge the need for additional conditions because deception
harms subjects even when it does not affect the choices they make. The
reasonfor this, briefly, is that deception is prima facie immoral, not only
because it decreasesthe chances that subjects will do what they prefer,
but also because it involves one person controlling what another person
does (without that person's consent). For this reason, any policy on acceptable deception must minimize the extent of deception even when
the neutral risk condition has been met. The principles use three conditions to accomplish this end.
The second half of condition 1 helps minimize the extent of deception by limiting the number of times that subjects can be deceived: subjects may be deceived only when such deception is necessary for the
study in question. Condition 2 further minimizes the extent of deception by limiting its scope: researchersmay not deceive subjects about any
riskspresented by the study. Finally, the principles restrictthe duration
of deception by including a final condition on acceptable deceptioncall it the "mandatorydebriefing" condition:
3. Any deception that is an integral feature of the design and conduct
of an experiment must be explained to participants as early as is
feasible, preferablyat the conclusion of their participation, but no
later than at the conclusion of the research.
With these conditions in place, the principles ensure that any use of deception in research is minimized to the greatest extent possible. This
leaves us with the question of how we might justify the deception that
remains.
The principles justify any remaining deception in the first clause of
condition 1: "the use of deceptive techniques is justified by the study's
prospectivescientific, educational, or applied value...." Because we are
considering "no expected benefit" deception, this value will not benefit
the subjects who are being deceived. Rather, we are considering cases
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where subjects are being deceived for the (possible) benefit of others. In
other words, the principlesoffer a straightforwardconsequentialistjustification for violating subjects'autonomy by deception: the harm to subjects is justified by the potential (scientific and/or medical) benefit to
others. This brings us to the first substantive problem with the principles. Consequentialist justifications are viewed with great skepticism.
Perhaps nowhere is this skepticism more widely held than within the
context of human subjectsresearch,where appeals to the potential good
of others has an unfortunate track record. Given this history alone, we
would do well to consider approaches to acceptable deception that do
not depend upon consequentialistjustifications. In addition, as we shall
see in the next section, justifying deception using a consequentialistapproach requires a cost/benefit analysisof the harm that deception does.
In the following section, we shall see that, at a practicallevel, such analyses are almost impossible to carryout. Taken together, the next two sections strongly suggest that we need to consider alternativeapproachesto
acceptable deception.

The CherekStudies
Investigatorswho hope to study human aggressionface severalpotential
ethical problems including, most notably, the question, How does one
study aggression without having subjects harm one another? The most
obvious solution is to deceive subjects into believing that they are harming one another. To take a fairly benign example of this approach,Don
Cherek asks his subjects to try to accumulate points by typing into a
computer (Cherek 1990). Cherek tells his subjects that their computers
are connected to one belonging to another person, who may occasionally
steal some of their accumulated points. In response, Cherek's subjects
are given three options:
1. retaliate by stealing some of their "opponents"' points
2. briefly protect their own account against further thefts
3. independently continue to gain points
In spite of what Cherektells his subjects, there is no other person and no
other computer. Instead, the subject's computer is programmed occa-
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sionally and arbitrarily to subtract points from his or her account.
(Cherek then measures aggression as a function of how often subjects
choose option 1 in response to these thefts.)
Determining the acceptabilityof this deception requires, the principles tell us, that we first determine whether there is an alternativeway of
doing the same research that is nondeceptive, feasible, and effective.
Presumably there are nondeceptive alternatives. Cherek could, for instance, have a member of the researchteam replace the computer program by sitting at a second computer that is connected to the one
belonging to the subject and typing in the responses, thus producing a
nondeceptive study. Is this study feasible and effective? Take effectiveness first. Condition 1 tells us that, although the nondeceptive alternative need not be equally effective, the tradeoff in effectiveness cannot
be too great. Is it? Presumably, the person entering the data will make
more mistakes than the computer. For this reason, the alternativestudy
will requiremore subjects, and even then may yield less powerful results.
In addition, the alternative study will be somewhat less feasible: a second computer will be needed, and lines will have to be run from it to
the subject's computer. Given this decrease in feasibility and effectiveness, and the fact that the deception involved in Cherek'soriginal study
is both relatively minor and seemingly presents no risks to subjects, one
could easily conclude that the tradeoffs required by the alternativestudy
are too great. And, if this is right, Cherek'sdeceptive study, accordingto
the principles, is acceptable. In response, one could, perhaps just as easily, argue that Cherek'sstudy offers the perfect example of a deceptive
study with a feasible, and effective, nondeceptive alternative. Granted,
the alternative introduces an extra variable, but the alternative study is,
nonetheless, relatively straightforward,and the mistakes made by the
computer operator could be isolated and controlled for.
Notice that both sides to this debate agree on the (potential) decreases in feasibility and effectiveness resulting from the nondeceptive
study. Their disagreement centers on whether we should accept this cost
in order to avoid the use of deception. Now according to the principles - and this is my point here-which side is right depends upon how
much the deception "costs." In other words, in order to determine
whether or not avoiding this use of deception justifies the corresponding
decrease in feasibility and effectiveness, we must know how much the
deception "costs." To see the difficulty of making this determination,
consider a second deceptive study.
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AlcoholStudies
Gathering accuratedata on alcohol abuse is complicated by the fact that
alcoholics often provide misleading information when asked direct questions about their alcohol use. To circumvent this problem, Fleming
studied the acceptabilityof concealing the intent of alcohol abuse questionnaires by including questions about smoking, weight, exercise, and
drug use. He explains: "The additional questions are included to HIDE
the true purposes of the questionnaire" (Fleming 1989, 313). Fleming
administeredthe "generalhealth" questionnairewithout first informing
his subjects that the investigator'sresearchinterests were limited to the
alcohol use questions (prior to this, he had conducted a preliminary
"surrogate"study in which he informed subjectsof the use of deception)
(see Fost 1975). At the end of the study, Fleming debriefed his subjects
and, in order to estimate the cost of the deception, asked them two
questions:
1. Were they upset by the deception?
2. If so, would they still be willing to participate in such research
again?
The results: one-third of the subjects were upset by the deception, but,
of these, two-thirds supported the study and said they would be willing
to participateagain. Fleming cites the relativelyhigh number of subjects
who were willing to participateagain, combined with the importanceof
accurateinformation on alcohol abuse, to show that these kinds of deceptive studies are ethically acceptable.
Fleming bases his argument for the acceptability of deception in this
case on what looks like the best method for estimating its harm: deceive
subjects and then ask them how much it bothered them. In general,
subjects can answerthis question in either of two ways. First, they could
provide a quantitative assessmentof the harm by deciding, roughly, How
much did the deception bother me? Alternatively, subjects could be
asked to assessdirectly the harm of the deception when balanced against
the value of the study. For instance, they could be asked, Was the harm
that you experienced by being deceived justified by the value of the
study? The problem with this latter, comparative, approachis that very
few subjects will know the value of the study. Hence, very few subjects
will be in a position to compare the harm of the deception to the value
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of the study. This brings us to the first option: have subjects make a
quantitative assessment of the harm of the deception. Unfortunately,
there are severalreasonsto think that subjectswill not be able to do this.
Most important, people dislike viewing themselves as victims; and
that, in essence, is what subjects are being asked to do. The degree to
which you were harmed when your physician deceived you reduces directly to how badly were you victimized. Thus, it would not be at all surprising to find that, in the hope of avoiding victimization (or the
recognition thereof), subjectsfail to answerthis question accurately.For
this reason, the quantitative approachwill systematicallyunderestimate
the harm that deception does. And, because this approach appears to
provide the best estimate of the harm of deception, there may be no
control study that could be carriedout to gauge the extent of this underestimate. Therefore, this approach will require that we harm subjects
without a clear sense of how much harm we are doing. Furthermore,in
addition to being unable to estimate the harm of the deception, we still
face the problem of comparing whatever estimates of harm we get with
the estimated value of the study. In particular we have to ask, Who
makes this comparison?The researchers?The possible beneficiaries?The
subset of deceived subjects who were particularlybothered by the deception?
By definition, no expected benefit deception harms one group but
(potentially) benefits a second group. Therefore, even if we could come
up with an accurateestimate of both the harm of the deception and the
value of the study, we would be left with no way of carryingout the required comparison. Finally, because these harm estimates are being
made post hoc, each study will have to be performed at least once in order to estimate its harmfulness. Put differently, the principles' approach
to acceptable deception requires that we first perform each study in order to determine whether or not performing that study is ethically acceptable. In sum, what looks to be the best method for carryingout the
cost/benefit analysis required by the consequentialist approach is both
harmful to subjects and practicallyimpossible to carryout. These problems alone, not to mention the suspect natureof consequentialistjustifications in general, providegood reasonto consideralternativeapproachesto
acceptable deception. In the next section, I begin to develop such an alternative by considering, in some detail, the exact nature of the harms of
deception as well as severalways to avoid those harms.
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Understandingand Avoidingthe Harms
of Deception
As we have seen, Fleming arguesfor the acceptabilityof his study by citing the percentage of subjectswho were willing to participateagain even
after being informed that they were deceived. However, these same results tell us that one-ninth of Fleming's subjects were upset by the deception to the point of refusing future participation.This way of viewing
his results is instructive. Fleming's subjects are told the truth about the
nature of the study, including its risks (but see below), the lack of expected benefit, the procedures involved, and the possible alternatives.
His deception involves the ostensibly minor point that the researchers
were interested in a specific aspect of the subjects' health, rather than
the subjects' health in general. And yet a significant percentage of the
subjects were bothered enough to be unwilling to participatein such researchagain. Presumably,many of these subjects were upset, not by the
fact that the researcherswere actually interested in alcohol use, but by
the use of deception itself. This conclusion supports a piece of common
sense: at least some people are upset, and thereforeharmed, by the mere
fact of being deceived, independent of the nature of that deception. It
follows that no matter how carefullywe minimize the extent of subject
deception, along the lines of the principles, say, justifying deception on
consequentialist grounds neverthelessentails our harming subjects without their consent. I suspect that many will accept this conclusion, but
will then support the continued use of deception by arguing that, because the deception is minimized by the principles' three conditions, the
remaining harm to subjectswill be minimal as well. This is an important
mistake.
Subjectslike those in Fleming's study who are upset by the use of deception per se are, presumably,subjectswho place a high value on being
in control of their lives. Therefore, taking control of these individuals'
lives by deceiving them without their consent involves our contradicting
one of their most important personalvalues. The existence of this, possibly serious, harm reveals that the principles are internally inconsistent.
To see why, recall that the mandatorydebriefing condition requiresresearchersto inform subjects of the use of deception by the end of the
study. Unfortunately, this information will upset many subjects, thus
contradicting the original second condition stipulation that acceptable
deception not conceal any unpleasant emotional experiences. Similarly,
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the use of deception contradictsthe amended second condition stipulation that the use of deception not conceal any risks of harm (including
the psychologicalharm of learning that you have been used by researchers). In sum, the fact that at least some subjects are upset by deception
per se establishes that, even if the deception involved in a particular
study does not conceal any risksthat are present independent of that deception, the deception itself introduces a new risk into the study. Further, allowing studies that fail to inform subjects of this risk contradicts
the primarytenet of researchethics, accordingto which subjectsmay not
be put at risk without their consent (unless, perhaps, the researchhas
the expectation of direct benefit to the subject).
The obvious way of avoiding this harm would be to treat the risk presented by the use of deception in exactly the same way that we treat all
the other risks involved in researchparticipation: inform subjects of its
presence. This is preciselythe position that I argue for below. However,
before we come to that, I want to consider an alternativeresponse to the
present line of argument. One could view the present conclusion that
subjects are harmed by deception, even when the principles'three conditions are met, as evidence that we need to minimize further the extent
of allowable deception. An obvious way of doing this would be to stipulate that researchersmay not deceive subjects about the most sensitive aspects of each study. In Fleming's study, for instance, subjects were
deceived about the study's purpose. However, subjects may have strong
views about what goals they are willing to contribute to (e.g., some subjects may not want to contribute to any work that looks at genetic differences between races or examines additional uses for fetal tissue). With
this in mind, one might argue that Fleming's results teach us, not that
we should inform subjects of the use of deception, but that we should
never deceive subjects about the more sensitive aspects of a study.
Recall that the original wording of the second condition stated that
researchersmay not deceive subjects about "significant" aspects of a
study. One way to understand the present line of argument is in terms
of offering support for this qualification, with the suggestion that the
purpose of a study should be understood as one of its significant aspects.
Unfortunately, this way of understanding the present argument also reveals why it fails. First, not all subjects will agree on what aspects of a
particularstudy are significant or of special moral concern. For instance,
in reviewing Cherek'sstudy, an institutional review board (IRB) presumably would judge the fact that subjects are competing against a com-
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puter, rather than against another subject, to be insignificant from the
perspective of informed consent. According to the present suggestion,
then, deceiving subjects about that aspect of the study would be ethically acceptable. The problem with this is that some subjects may find
playing computer games, for religious reasonsperhaps, to be morallyrepugnant. Therefore, by allowing this particularkind of deception, we
will be allowing these subjects to be seriously harmed without their
consent.
In response, one could point out that these subjects are harmed because they have idiosyncraticbeliefs and that we should treat such cases
no differently than the possibility that subjects will have idiosyncratic
physical reactionsto some apparentlyinnocuous aspect of a study. Some
subjects, for instance, may have a violent reaction to the color of the
walls in the treatment room. Typically, we accept such possibilitieswithout requiring that researchersinform subjects of absolutely every aspect
of a study that could conceivablypresent a riskto them, such as the color
of the walls in the treatment room, the fabric of the investigator's
sweater, the nurse's religious beliefs, and so on. To the contrary,the accepted view of informed consent is that subjects must be informed of
only those aspects of the study that reasonablycan be thought to pose a
risk. Understood in this light, one might think that I am holding deceptive studies to a higher standardthan nondeceptive studies-I am arguing that deceptive studies are unacceptable, in part, because of the
possibility of idiosyncraticresponses by subjects.
In general, researchersshould assesswhich aspects of their studies can
reasonablybe thought to pose a risk to subjects, based on the most specific information available concerning the subjects who will enroll in
their studies. Roughly speaking, this process occurs at three levels. At
the first, and most specific, level, risks should be assessed based on any
available information concerning the particularindividuals who will enroll in the study (e.g., information gained from past contact with subjects who plan to enroll, their charts, and so forth). Investigatorswho do
not have such individualized knowledge should make their risk assessments at the second level, by considering what aspects of the study can
reasonablybe thought to pose a risk to the class of subjects that will be
participatingin the study. Forinstance, researchersstudying Alzheimer's
disease may not have personalknowledge of the individuals who will enroll in their studies. They should know, however, that individuals with
Alzheimer's disease face unique harms as a result of their condition, and
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they should inform the subjects of these risks. When nothing is known
about either the particularindividuals or the class of subjects who will
enroll (e.g., studies involving "normal"volunteers), researchersshould
evaluate risksto subjects at the third level, in terms of what the reasonable person would regard as a harm.
In essence, the argument that we are considering makes the point that
there is no fourth level at which subjects are informed of all aspects of a
study (e.g., the color of the walls of the treatment room) that could possibly pose a risk. Leaving aside the practicaldifficulties, informing subjects of every detail that could pose a risk to them would serve to
confuse, rather than to inform. There are simply too many possible
sources of harm. Given that there is no fourth level of risk assessment,
one might concede that deceiving subjects about "insignificant"aspects
of a study presents a risk to subjects who have idiosyncraticbeliefs concerning those aspects. However, this possibility is a consequence of the
nature of informed consent in general. Therefore, it no more offers a
reasonto require that subjects be informed of the use of deception than
the fact that some individuals may have a violent reaction to yellow walls
provides a reason to inform subjects of one's decorating schemes. Now,
although this line of argument has a certain plausibility-and, indeed, I
suspect that many accept it as justifying the risksof deception - it misses
a crucial point.
We can grant this much: we do not require that subjects be informed
of all the possible aspects of a study that could pose a risk. Instead, in
the way just outlined, we requirethat subjects be informed of all aspects
of the study that could reasonablybe thought to present a risk to them.
But, notice that, even though there is no fourth level of risk assessment,
the informed consent processdoes not stop after all the risksthat are assessed from the first three levels have been enumerated. In addition,
subjects are given the opportunity to reveal any idiosyncraticconcerns
(e.g., allergies) that might cause some aspect of the study to be risky to
them in particular. Now, when it comes to nondeceptive studies, it
makes sense to expect subjects to be aware of any idiosyncraticconcerns
(e.g., specific allergies, a morbid fear of yellow walls) and to reveal those
concernsto the investigatorduring the screening process. Unfortunately,
the same process cannot be applied to deceptive studies. It would, for
instance, be unfair to expect subjectswho regardcomputer games as immoral on religious grounds to reveal this concern during the screening of
Cherek'sstudy for the simple reason that Cherek'ssubjects are explicitly
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told that they are competing against another subject (not against the
computer). The problem here is that deceptive studies effectively eliminate the possibility that subjects will reveal idiosyncraticconcernsduring
the screening process regarding the concealed aspect of the study; the
deception provides them with an explicit reason to conclude that those
concerns are not relevant to the study at hand.
Furthermore, arguing against the requirement of informing subjects
of the use of deception by focusing on the nature of that deception is
somewhat beside the point. As considered earlier, some subjects are
harmed by deception per se, independently of the nature of that deception. For this reason, not informing subjects of the use of deception
places at risk not only those subjects who have idiosyncraticconcernsrelating to the concealed aspects of the study, but also those subjects who
are harmed by deception per se. I conclude that deception, without consent, presents serious risksto subjects even when that deception is maximally minimized. Finally, although we have been focusing on the ways
in which deception presents a risk to subjects who are deceived, we
should not lose sight of the fact that the harms of deception do not stop
there. Once subjects enrolled in nondeceptive studies learn that researcherssystematicallydeceive some subjects, it will be difficult to convince them that they are not being deceived. Investigatorsmay argue all
they want that these subjects are not being deceived. Unfortunately,
subjects who are aware that deception is sometimes used in research
without the consent of subjectswill have no reason to believe such statements. This is a very disturbing consequence of deception: ultimately it
might affect studies (e.g., oncology and AIDS studies) where subject
trust is literally a matter of life and death.
In addition, although I won't considerit in detail here, a similarpoint
can be made concerning the corrosiveeffects of deception on the trust
that is invested in science and medicine in general. Medicine and science
are highly specialized fields, which depend, in large part, upon the trust
of the public and other researchers:no one has the time, or the expertise, to check the resultsof all other researchers.However, once the public and other researchers learn that some researchers are sometimes
deceptive, they will have no way of delimiting the scope of this deception, and thus we will have no way of containing the costs of that deception. In sum, the harms of subject deception in research are more
widespreadthan is often acknowledged and may threaten the very foundations of research. Fortunately, there is good news. The present argu-
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ment does not imply that deception must be prohibited altogether.
Rather, it suggests that subjects must be informed of the use of deception. Briefly, adopting this approachuniversallywould block the undermining of trust: subjects (and others) would know when they face a
deceptive study, and the public (and other researchers)would know
when scientists and physicians are using deception. Furthermore, this
approachwould allow potential subjects who are especially bothered by
deception to avoid deceptive studies altogether and allow all others to
consent to being deceived.

Consent
Second-Order
The most straightforwardway of apprisingsubjects of the fact that a particular study is deceptive is to require precisely that information as part
of the informed consent process. Of course, requiring a statement that
informs subjects about the exact nature of the deception would effectively eliminate certain kinds of research.Therefore, let us first consider
the feasibility of apprising subjects of the use of deception, without informing them of the nature of that deception (call this second-orderconsent, or SOC). Adding this requirement to the (amended) principles
yields the following account of acceptable deception:
1. The use of deception must be justified by the study's prospective
scientific, educational, or applied value, and any effective nondeceptive alternativesmust not be feasible.
2. Subjects must never be deceived about aspects of a study, like
risks, discomfort, or unpleasant emotional experiences, that would
affect their willingness to participate.
3. The deception must be explained to subjects as early as is feasible,
preferably at the conclusion of their participation, but no later
than the conclusion of the research.
4. Subjects must be informed of the use of deception prior to their
enrollment in the study.
The statement of SOC must inform subjects of the use of deception and
should explicitly offer the opportunity for debriefing. Here is a statement that meets these two conditions:
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SOC: You should be awarethat, in order to complete this study, several of its details cannot be accuratelydescribed to you. For this reason, these details have been intentionally misdescribed. However, the
investigator will be happy to accuratelyexplain these aspects of the
study to you at the end of your participation (end of the study). In
addition, you are free to choose not to participate if you do not like
this use of deception, or for any other reason, and your refusal will
not be held against you in any way.
The use of the word "details"to describe the misdescribedaspectsof the
study is intended to reflect the restrictionsthat the (amended) second
condition places on any acceptabledeception. Recall:this condition states
that subjects should never be deceived about aspects of a study "that
would affect their willingness to participate, such as risks, discomfort, or
unpleasant emotional experiences."For the purposes of informed consent at least, those aspects of the study that would not affect a subject's
decision to enroll can be described as "details." As an alternative, we
could explicitly signal the satisfactionof the second condition by saying,
for example, "A safety committee has reviewedthis study and has determined that this use of deception does not pose any risks to you." I have
not included such a statement because it seems simply to raise the specter of nonexistent risksand thus may result in needless refusalsto participate. This approach is consistent with the generally accepted view on
informed consent that requires subjects to be informed of the risks involved in a particularstudy; subjects need not be informed of the lack of
additional risks. SOC coversdeception that resultsfrom researchersmaking false statements to subjects, that is, as the result of researchersmisdescribing certain aspects of a study. Misdescriptionis not the only way
that a study can be deceptive, however; it can also mislead when researcherswithhold information from subjects.
We can think of deception as communication (understood broadlyto
include written, spoken, and behavioralcommunication) or, more to the
present point, the lack of communication which reasonablycan be expected to result in some subjects developing a false belief (or beliefs)
about a study they are in, or are going to enroll in. To see how SOC
should handle deception that results when information is withheld from
subjects, consider first the standard example of doing so, namely, placebo trials. A typical (blinded) placebo trial randomly assigns some subjects to receive a drug, and others to receive placebo, while withholding
from subjects the information about which they are receiving. Further-
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more, active steps are taken (e.g., placing drug and placebo in identical
capsules, double blinding) to ensure that subjects do not discover the
truth. Clearly, then, placebo trialswithhold important information from
subjects, and subjects often end up with a false belief about what they
are taking. Nevertheless, such withholding of information is widely accepted because placebo trials explicitly inform subjects that this is being
done. For this reason, placebo trials are not deceptive; the reasonableexpectation is that subjects will not develop false beliefs as the result of
researcherswithholding this information. Instead, subjects will remain
uncertain about what they are receiving. (The false beliefs that subjects
often develop about what they are taking are not the result of deception;
they are the result of subjects' guesswork.)
Notice that placebo trials would be deceptive if they did not include
an explicit statement that information is being withheld. For, given subjects' background assumptions that physicians prescribe active drugs, it
would be reasonable to expect subjects to develop the belief that they
are receiving a drug. Put in general terms, withholding information is
deceptive when, without information to the contrary,subjects' (not necessarily reasonable) background assumptions could reasonably be expected to lead them to false beliefs. Of course, subjects' background
assumptions may not be known to the investigator or the IRB. In that
event, IRBs and researcherswill have to make their best assessment of
what would prove deceptive on a case-by-casebasis. PreviouslyI pointed
out that deception effectively eliminates the possibility that subjects will
reveal idiosyncraticconcerns that are relevant to the aspect of the study
being concealed. For this reason, unclear cases should be treated as (possibly) deceptive and thus should include a statement of SOC. In summary, the lesson of placebo trials is twofold:
1. Given subjects' backgroundassumptions, withholding information
can be as deceptive as positively misdescribing aspects of a study.
2. Studies that are deceptive as the result of withholding information
are acceptable as long as they include an explicit statement along
the lines of SOC.
Now to clarify how the withholding version of SOC is applied in practice, consider a specific example.
Imagine that an investigatorwants to see whether or not giving drug X
to males increasestheir level of aggression. As is often the case in such
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studies, telling potential subjects of the goal of this study would almost
surely invalidate its results. What options does the investigator have?
First, the researchercould deceive subjects. For instance, the investigator
could tell subjects that the purpose of the study is to test whether or not
drug X has any effects on memory. In that case, the study would be
clearly deceptive and hence would have to include a statement of SOC
(as well as consider any risksthat might arise, directly or indirectly, from
this deception). This way of handling deception should be clear. Now
consider the alternative possibility of simply withholding this information from subjects. The most obvious way of doing so would be to describe the study using an overly general statement to the effect that the
researchersare looking at the links between drug X and behaviorin general. This is a common strategy for studies of this kind. Is it deceptive?
As we have seen, the test is this: Is it reasonableto expect that some subjects will develop a false belief concerningthe nature of the study as a result of this withholding of information? In most cases, the answer here
will be yes. Most subjectswho are told that researchersare looking at the
link between drug X and behaviorin general will conclude, falsely, that
the researchersare not focusing on a specific form of behavior. One solution, then, would be to replace the overly general statement with a specific statement that omits the particularbehavior being studied, saying,
for example, "The researchersare investigating the link between drug X
and a particularform of behavior." In certain cases, at least, this statement would not be deceptive and, hence, would not require an explicit
statement that information is being withheld. Alternatively, researchers
could retain both the overly general statement and the explicit statement
that information is being withheld.
One could argue, in response, that overly general statements should
not require SOC because this withholding of information is not as harmful as explicit misdescription. In the case of overly general statements,
the true purpose of the study "falls under" the general statement (e.g.,
aggressivenessis one form of behavior). Therefore, subjects know that
what, in fact, is being studied is a possible candidate for study, and they
have the opportunity to reveal idiosyncraticconcerns about that aspect
(e.g., concerns about displaying aggressivetendencies). The overly general statement does avoid this harm and thus will be less harmful than
other kinds of deception. Unfortunately, this is only one of the harms
that deception causes. Previouslywe saw that deception also harms both
subjects who are bothered by deception per se and subjects who are in-
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volved in nondeceptive studies, and that it damages as well the general
trust in science and medicine. Given these other harms, overly general
deceptive statements require a statement of SOC. However, because the
deception is a result of withholding information (rather than making
false statements), SOC will have to be modified in this case:
wSOC: You should be awarethat, in order to complete this study, the
investigatorcannot inform you of all of its details. For this reason, certain details have been left out of the description of the study. However, the investigatorwill be happy to explain these details to you at
the end of your participation(end of the study). In addition, you are
free to choose not to participateif you do not like this use of deception, or for any other reason, and your refusal will not be held against
you in any way.
With SOC and wSOC in place, I next offer four reasonswhy SOC should
be included in any account of acceptable deception. Because we have already considered most of these issues, my points here will be relatively
brief.
a. We have seen that deception per se presents a risk to subjects; at
least some subjects are harmed when they are deceived, and other
subjects may have relevant idiosyncraticconcerns that are never revealed because of the deception. SOC warns subjects of these risks.
Therefore, potential subjectswho are bothered by deception per se
will be able to avoid deceptive studies, subjects with idiosyncratic
concerns will have the opportunity to reveal them, and other subjects will have the opportunity to consent to being deceived. SOC
also removes any harm to the researchteam that is incurred when
members of the team are required to deceive subjects without their
consent.
b. SOC makes our account of acceptable deception internally consistent by ensuring that the use of deception does not violate the second condition (i.e., does not conceal any aspects of the study that
might be relevant to subjects' enrollment decisions).
c. SOC allows us to block the undermining of subjects', and the public's, trust in science and medicine, by flagging deceptive studies.
d. I argued earlierthat any consequentialist account of acceptable deception-any account that justifies subject deception on the basis
of potential benefit to others-faces two major objections: First,
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many people, including many subjects, regard consequentialist
justifications as per se unacceptable. Second, developing an accurate estimate of the harm caused by deception, and comparing
that harm to the benefits of the study, will be especially difficult.
SOC allows us to avoid both of these problems. It allows us to justify exposing subjects to deception, not in terms of the potential
benefit to others, but in terms of the subjects' consenting to that
deception and, in the process, eliminates the need for a consequentialist justification.
With these points in place, I complete the argument for SOC by considering what I take to be the most important arguments against my account of acceptable deception.

PossibleObjections
One might object to SOC for two general reasons:it does not do enough
to remove the harm of deception; it does too much to remove the harm
of deception. Consider the former objection first. One might argue that
subjects cannot provide informed consent for a deceptive study even
when they are informed of, and consent to, the use of the deception. In
order to provide fully informed consent, subjects would have to know
the nature of the deception as well. They would have to know what they
are being deceived about. However, because SOC does not require this,
it therefore does not provide ethically valid consent. We can grant that
subjects cannot provide fully informed consent as long as they are unaware of the nature of the deception, and as long as we understand
"fully" in a literal sense. However, as is widely acknowledged, subjects
never know everything there is to know about any study. There is simply
too much to know. Therefore, in order to make this argument, one will
have to show that the information that subjects fail to obtain as the result of deception castsdoubt on their informed consent in a way that the
other information they never receive does not.
Recall that the second condition states that subjects must never be deceived about "aspects of a study that would affect their willingness to
participate...." Roughly speaking, all information must pass this test
before it can be omitted from an informed consent. Subjects must be
given all of the information that is relevant to their enrollment (or con-
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tinued participation) decisions-whether the study uses deception or
not. And because information that is withheld as a result of deception
must first pass this same test of relevance, I conclude that the two practices are ethically equivalent. One might respond that I have missed the
point: deception is different. In cases of deception, subjects fail to have
certain information, not because there is too much information to convey, but because they are being deceived. For instance, if Cherek'sstudy
had been nondeceptive, his subjects might have been unaware of how
they were losing points simply because no one told them. This information might have passed the irrelevancetest. In the actual study, however,
Cherek'ssubjectsend up with a false belief: that another subject is stealing their points.
Clearly, there is this difference between the two cases, but it is not
equally clearthat this difference is an ethical one. Firstof all, we have already seen that SOC informs subjects of the use of deception and provides them with the opportunity of consenting to its use. Therefore, the
deception per se will not make an ethical difference between the two
cases. The subject, not the researcher,is in control of deciding whether
to participate in a deceptive study. In addition, the fact that subjects
end up with false beliefs (e.g., "another subject is stealing my points")
rather than no beliefs at all (e.g., no belief about how their points are
being lost) does not seem to make an ethical difference either. The mere
fact that I have some false beliefs concerningX, while a second person is
agnostic concerning X, does not, in itself, make me any less capable of
giving ethically valid consent. It all depends on the X: is the issue in
question relevantto providing informed consent? And, as we have seen,
relevanceto informed consent is decided using the same method in both
cases: is the information relevant to the subject's decision to enroll? If
the answeris no, then, in both cases, withholding that information does
not cast doubt on the subject's informed consent.
There is one final possible difference: subjects of deceptive studies
may develop positively harmful beliefs as the result of being deceived.
For instance, subjectswho are deceived into believing that they are taking a toxic drug may very well be harmed as a result of having that
belief, even though they are taking a placebo and, thus, presumably,
will not be harmed by the capsulesthemselves. This is a risk of deceptive
studies. However, what subjectsare told in the processof being deceived
is an explicit part of deceptive studies and can be evaluated by IRBs in
the same way that the risksof nondeceptive studies are evaluated. Also,
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in these cases, the possible harm traces to the fact that subjects believe
they are doing something worse than they are in fact doing. Therefore,
if anything, the net result of this risk will be to skew subjects' risk/benefit analysisaway from, rather than in favor of, researchparticipation.
Along somewhat different lines, one may worrythat if we use SOC to
justify relativelybenign deception today, we may end up using it to justify seriouslyharmful deception tomorrow. Fortunately, SOC offers several ways of blocking this descent towardTuskegee. First, the neutral risk
condition explicitly prohibits harmful deception: subjects cannot be deceived about any aspects of the study, such as risks or discomforts, that
might affect their decision to enroll. Second, researcherspresumablywill
be reluctant to carryout seriouslyharmful deception as long as they are
required to tell subjects about it afterward.Therefore, including the requirement of mandatory debriefing should help minimize the risk of
this slipperyslope. Finally, I suspect the worrythat adopting a policy on
acceptable deception will lead to subject abuse is based largely on the
belief that deceptive studies will become too easy to conduct. Without
the safeguardsof informed consent, the cost/benefit calculation inherent to researchmay become skewed away from present subjects toward
future medical progress. Less abstractly, if we allow researchersto lie,
they may end up doing things to subjects that, in an honest moment,
they would not consider doing. In fact, SOC should actually discourage
the use of deceptive studies because it introduces an additional variable
into deceptive studies-the variable of how subjects' knowing that they
are being deceived will affect their behavior. Therefore, when faced with
this requirement, researcherswill presumablyfirst look for nondeceptive
methods that avoid introducing this additional variable.
To come to the second objection, the fact that SOC introducesan additional variable may lead some to conclude that it requires too much
of a sacrifice to avoid the harm of deception: the introduction of an
additional variablemay in itself confound the results of deceptive studies. For instance, subject behavior may be affected if subjects are apprised of the use of deception and then spend the entire study trying to
discover its source. Although this is a possibility, there are severalways
in which this effect can be reduced. First, the present account requires
that researchersmake a clear offer of debriefing. Knowing ahead of time
that they can eventually learn the nature of the deception should reduce
subjects' desire to discover it for themselves. In addition, by admitting
the use of the deception, researcherswill be able to enlist subject cooper-
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ation in maintaining the deception. For instance, subjects can be asked
ahead of time to focus on the proceduresspecificallyasked of them, and
researcherscan explicitly limit any probing questions.
Finally, SOC does not introduce an extra variable as much as it replaces one variable with a slightly different one. It is fairly common
knowledge (particularlyamong college undergraduateswho participate
in many of the deceptive studies) that some studies are deceptive and
that certain sorts of studies tend to be deceptive more often than others.
For this reason, the confound that is introduced into a study when subjects spend their time trying to locate the source of deception is already
present to some extent. Thus, although SOC makes the use of deception
explicit and, hence, increasesthe number of subjectswho are awareof its
use, this openness also provides the opportunity to address the issue directlywith subjects. The overalleffect may well be a reduction in the degree to which the use of deception affects the results of research.
One might next argue that SOC will reduce subject accrual. Now
although this is a common sentiment, there is, as far as I know, no evidence to support it. On the other hand, we have seen clear evidence that
deception is harmful. Therefore, given that the present approach may
eliminate these harms, without introducing any harms of its own, one
cannot reject SOC by citing the fact that it might reduce subject accrual.
Instead, as in all other areasof science and medicine, we will need to do
the necessarystudies before drawing any final conclusions. Conducting
the appropriatestudies would also allow researchersto fine-tune SOC.
For instance, it might turn out that subject accrualis reduced, and subjects still feel harmed at debriefing, as long as the statement of SOC is
very general: for instance, stating simply that deception is being used.
Some subjectsmay be scaredoff by such a statement, and those who participate may still be upset when they learn exactly how they were being
deceived. If this turns out to be the case, researcherscould specify which
aspect of the study (e.g., the purpose, a particularprocedure) is being
misdescribed (or withheld). In this way, subjects whose moral concerns
related to particularpurposes could participate (and not be surprised)
when the deception involved a specificprocedure, and subjectswho have
concerns about doing certain things (e.g., playing computer games)
could participate on being informed that the deception involved the
purpose of the study. Finally, even if it turns out that SOC seriously affects subject accrual, it does not necessarilyfollow that SOC should be
rejected. The fact that SOC substantiallydecreasedsubject accrualwould
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suggest that subjects are especially bothered by the use of deception.
Hence, we would have even more reason to argue that the use of deception should be revealed during the consent process (even if doing so
would requirethat more potential subjectsbe consideredfor enrollment).
My response here assumes that subjects accuratelygauge the extent to
which being deceived will bother them. However, SOC will present
problems if this is not the case: if, for instance, awarenessof the use of
deception concernssubjectsfar out of proportion to how much being deceived bothers them. In that case, SOC will make researchless effective,
without making it significantly less harmful. In general, subjects would
be upset more by the prospect than by the use of deception if they
thought that the deception might be concealing some risks involved in
the study. In this regard, I argued earlierthat including a statement that
the deception does not conceal any risks might needlessly raise subject
concerns about nonexistent risks. I pointed out that for just this reason
we do not list all the possible side effects of a particulardrug and then
tack on the claim that there are no additional side effects. With respect
to nondeceptive studies, doing so would presumably only raise unwarranted concernsabout nonexistent risks. One could argue, however, that
this result depends upon subjects' initial assumption that researchersare
honest. Subjects go into a study assuming that the listed risks exhaust
the list of risks. Subjects may dismiss this assumption and, in the process, develop fears of concealed risksonce they learn of the use of the deception. The solution (to the extent that this turns out to be a problem)
would be to state explicitly that the deception involved in the study does
not conceal any risks. In other words, contraryto what I stated earlier, it
might be helpful to include a statement that the neutral risk condition
has been met. In the end, which alternative we should adopt here depends upon how subjects react to SOC. Thus, a final decision will have
to await the appropriatestudies called for previously. My argument has
been that conducting such studies, and thus developing the optimal
approachto SOC, should be a projectof high priority. Our ability to reconcile respect for subjects with the occasional scientific need for deceptive researchdepends upon it.

Summary
I have argued for a concrete policy on when no expected benefit subject
deception is acceptable. I started this argument by examining the Ethical
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Principlesof Psychologistsand Code of Conduct (the "principles"),a notable exception to the lack of specific conditions on acceptable deception. After making several minor revisions, I argued that the principles
allow deception in researchas long as it passes two tests:
1. The extent of deception is minimized (as determined by the second half of condition 1, and by conditions 2 and 3).
2. Any remaining deception is justified by the study's potential benefit to others (as defined by the first half of condition 1).
I then argued that, understood in this light, the principles suffer from
two serious flaws:
1. Consequentialist justifications are widely condemned within the
context of medical and behavioralresearch.
2. This consequentialistapproachwill be almost impossible to implement because there is no way either to assessaccuratelythe harm of
deception or to comparethat estimate to the potential value of the
study.
In light of these two difficulties, I argued that a more satisfactoryapproach would be to require that subjects be informed of the use of deception prior to enrolling in a deceptive study. I pointed out that
"second order" consent, or SOC, has two versions, depending upon
whether the deception is the result of misdescriptionor the withholding
of information. I defended the SOC approach to acceptable deception
on several grounds:
1. SOC justifies the use of deception on the basis of subject consent,
thus allowing us to avoid both the contentiousness of consequentialist justificationsin general and the difficulties with their implementation in particular.Requiring that subjects consent to the use
of deception also restoressubject autonomy by permitting subjects
to control whether or not they are deceived.
2. Some percentage of subjects are harmed by deception per se.
Therefore, simply ensuring that the deception does not conceal any
riskswill not serve to remove all of the hidden risksfrom deceptive
studies. SOC makes the risks associatedwith participating in a deceptive study explicit.
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3. SOC removes the possibility that the use of some deceptive studies
will undermine subject trust in nondeceptive studies.
4. SOC removes the possibility that the use of some deception will
undermine public trust in science and medicine.
5. SOC removes much of the harm that running a deceptive study
places on the investigative team. Researcherswill no longer be
guilty of deceiving subjectswithout their consent during the study,
and they will not have to face the difficulties involved in debriefing subjects of that fact once the study has ended.
I finished by considering two possible objections to SOC. First, I argued that it is consistent with ethically valid consent. Even though subjects do not know the nature of the deception, they are aware both of
the use of deception and (if the satisfactionof the neutral risk condition
is explicitly stated) of the fact that the deception does not conceal any
risks. Therefore, from an ethical perspective, these subjects are in the
same position as subjects of nondeceptive studies. No one knows everything, but they have all been informed of the aspects of the study that
are relevant to their decision to enroll. I next argued that SOC does not
make excessive demands on researchers:
1. SOC should not seriously affect subject accrual. However, if it
does, that fact itself suggests a need for this policy.
2. I granted that SOC may introduce a (different) variable into deceptive studies. However, this effect will be constant acrossall research subgroups and can be minimized by dealing with the issue
ahead of time and emphasizing the possibility of debriefing.
Finally, I pointed out that the argments I have presented are theoretical
ones. However, they offer the possibility of empirical testing. Therefore,
the next step is to stop debating at a theoretical level. With second-order
consent in place, we have the opportunity to test whether or not deceptive researchcan be consistent with respect for researchsubjects.
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