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In praise of undercover research

Chris Herrera PhD

oo See related article page 681

t is right to be wary of research conducted without the

participants’ consent. There is especially good reason

to look closely when scientists try to answer questions
that seem trivial or that involve substantial risk to the un-
aware participants. In the worst cases, we could imagine re-
searchers skirting informed-consent guidelines with no
clear sense of purpose and even fewer incentives to show
that their work is safe. To many critics, this evokes images
too similar to textbook examples, such as the Nazi medical
experiments or the Tuskegee syphilis studies.

Alternatively, it is important not to exaggerate such con-
cerns, even when physicians are unaware they are being stud-
ied. Arguments in favour of undercover, unannounced re-
search deserve our attention when there is a chance of
improving our understanding of health care practice and pa-
tient safety. In the study by Borkhoff and colleagues in this is-
sue of CMAJ,* there was a reasonable assumption that “there
may be a difference between what is reported in a survey and
what occurs in clinical practice,” as has been demonstrated
previously in a context with more immediate public health con-
sequences.” Rather than stop at asking the physicians about
their treatment preferences, the authors used standardized pa-
tients as undercover researchers. The results of this study
validated the initial assumption, without any appearance of un-
due risk. Other researchers have successfully used a similar ra-
tionale.> One hopes that methodologic explorations of this
kind can help reform the perception of undercover research.

It is worth asking whether some aspects of the protocol
followed by Borkhoff and colleagues were overly cautious.
For example, the participating physicians visited by the un-
dercover patient-researchers weren’t completely uninformed
or unwilling; the physicians had been advised of the research
a few months before the visit and were given the option not to
participate. This provision is enough to make the analogies
that we might be tempted to draw from the more notorious
cases in history seem very inappropriate.* Nevertheless, it is
unclear whether this provision was necessary, given the likely
risks.® Such precautions are often not taken when other
groups are studied; for example, street gangs are not told to
expect new “recruits” with recorders and notebooks.

Second, the research team held to a fairly rigid script that
governed how the patient-researchers were to behave. This
too was probably an effort to err on the side of safety, and
there might also have been sound methodologic justification
for it. But would giving the patient-researchers more inter-

Key points of the article

« Undercover research can be assessed similarly to other
research methods, such as those used in a clinical trial, in
terms of likely risks and benefits.

+ The use of undercover research can clarify and enhance,
rather than diminish, the trust that ought to exist between
patients and physicians.

+ Undercover research should be seen as one method among
several to collect evidence about the nature and quality of
routine medical care.

pretive license have negatively skewed the risk—benefit ratio?
Of course, it is one thing to test a physician’s readiness to per-
form CPR if a patient pretends to go into cardiac arrest and
another thing to calmly present the doctor with radiographs
and to seek advice on the next stage of treatment, as was done
in this study. Yet few would argue that each genuine patient
acts the same as the next patient. Thus, the drive to minimize
risks could have unnecessarily injected an element of artifi-
ciality into the setting. To the extent that risk—benefit calcula-
tions require meaningful results, ethical justification can also
be more complex than is initially thought.

Many researchers might see the unique doctor’s role and the
physician—patient relationship as a reason to avoid undercover
research completely. Methods that work when studying union
organizers or cult members might strike some as disrespectful,
if not counterproductive, in the health care clinic. Unfortu-
nately, critics rarely explain what makes the medical profession
or the relationships we associate with it so unique. References
to trust inevitably find their way into such discussions. Yet trust
should be distinguished from blind faith. The fact that the
physician—patient relationship relies on trust does not imply
that a patient does not have the right to know whether his or
her physician is conducting what is, for all intents, a business
transaction in an open and competent manner.’

The study by Borkhoff and colleagues revealed that a fe-
male patient who trusted her doctor to treat her knee prob-
lems the same as a male patient’s would, in many instances,
have been naive. Far from allowing this trust to be damaged,
the oversight committee that gave its approval to the under-
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cover research could have insisted that the protocol show
promise of actually placing this trust on a more secure foot-
ing, such as if the study provides evidence that can improve
medical education. If research reveals that a gender bias af-
fects treatment patterns, the prospect of trust between doc-
tors and patients should be contingent on the former doing
something to correct or explain such disparities. A similar ar-
gument could apply to the trust that would ideally exist be-
tween insurers, health care workers, patients, educators, stu-
dents and so on.”

Oversight committees might find that those who advocate
undercover research often have no way to predict, much less
control for, the risks that might follow from their research.
But we can deal with those cases without overstating the risks
to the physicians’ interests, especially compared with the
risks that might be expected during a visit by ordinary pa-
tients. After all, there has been a proliferation of public web-
sites that allow patients to voice their views about specific
physicians, their staff and the quality of magazines in the
waiting room. The notion that a patient might immediately
share a detailed, and perhaps unflattering, opinion of his or
her interaction with a physician is no longer far-fetched. In
addition, even where researchers are given more leeway in
how they are to act, oversight guidelines typically bar them
from identifying physicians by name or institution. Ordinary
patients, in contrast, are under no such restraint any more
than undercover television journalists are.

With that thought, the debate comes full circle, to the claim
that there is something that morally separates journalists from

ordinary patients and separates them both from scientists.
Whereas there may be several distinctions that are worth mak-
ing, reflection on what the differences are could help make
undercover research more mainstream. To dismiss such re-
search without delving into the details would be a poor way to
take the moral high ground. On the contrary, we display a lack
of moral imagination if we assume that something must be
wrong with research that peers into the doctor—patient rela-
tionship without including full and informed consent.
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