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Experiment aversion does generalize, but it can also

be mitigated

Randi L. Vogt® 2, Patrick R. Heck® ), Duncan J. Watts™<¢

Mazar, Elbaek, and Mitkidis (MEM) assert (1)—in an article
edited by Berkeley Dietvorst—that experiment aversion (EA)
does not generalize and that Mislavsky, Dietvorst himself,
and Simonsohn (2) were essentially correct that EA does not
exist. In fact, their data show only that EA can vary by circum-
stance and be mitigated, as we ourselves suggested (3).

MEM describe experiments making “a small number of
changes to the wording of [our] scenarios to further enhance
respondents’ understanding.” Far from “trivial” or “reasonabil[y]
minor” (4), these are debiasing interventions (Table 1). Even
the new results MEM discuss in their reply to Bas et al. (5)—as
well as additional, currently unreported results (6)—suggest
that these wording changes yield less negative sentiment
toward experiments when debiasing language is present and
more negative sentiment when it is absent. Yet as Bas et al.
correctly point out, because MEM fail to “systematically and
orthogonally manipulat[e]” (5) or test (e.g., by modeling inter-
action effects) these many changes, nor even to address most
of them, it is impossible to know which changes affect partic-
ipants’ judgments about experiments, and to what extent.

For example, we previously identified lack of consent as
a partial explanation for EA (3) and experimentally demon-
strated that people are less averse to consensual experi-
ments (8). In all MEM studies [except their successful direct
replication of Meyer et al. (3)], participants are told “[t]here
are 3 hospitals you can choose to be treated at” and the first
and primary dependent measure asks, “How likely are you
to choose to be treated at this hospital?” That people are less
averse to consensual pragmatic trials is unsurprising, not
especially actionable [since consent reduces external validity,
is typically impractical, and hence is absent from most cor-
porate and many pragmatic healthcare trials (10)], and not
evidence that EA fails to generalize.

We similarly previously (3) identified the misbelief that the
decision-maker should already know what works best as
another explanation for EA. MEM told participants that the
interventions “may help” and that “not everybody responds
to the treatment with them,” indicating that their efficacy is
unknown. Unsurprisingly, when their illusion of knowledge
is pierced in this way, participants display less EA. In fact,
MEM's new studies (4, 6) demonstrate this: When language
debiasing the illusion of knowledge was removed, negative
sentiments toward experiments increased substantially com-
pared to the effect sizes from the corresponding original
studies (in the within-subjects study, 6 percentage points or
28% more participants showed EA; in the between-subjects
study, 11 percentage points or 48% more participants rated
the experiment as inappropriate).

And as we ourselves noted (3), previous research already
showed that describing the same project as a “study” versus
an “experiment” can affect perceptions (11). MEM characterize
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“experiment” as biased language, but such descriptions are
the norm: Media report on controversial “experiments” and
rarely acknowledge expert uncertainty about the interven-
tions experiments contain.

Even using debiasing materials, MEM's data reveal more
EA than the authors acknowledge. In 8 of 9 vignettes, more
than 25% of participants ranked the A/B test as the worst
option. Moreover, and contrary to MEM's claim—in both their
original paper and their reply—that people often prefer
experiments, in none of their vignettes (or ours) was there
significant experiment appreciation [when correctly defined
astheinverse of EA, i.e., preferring the A/B test to the highest
(8, 9)—not the lowest (1)—rated policy]. Indeed, in several
vignettes, significantly more participants were experiment-
averse than experiment-appreciative. When an influential
minority fails to appreciate experiments, valuable research
may not occur (12, 13).

In our work and others’ (13, 14), EA generalizes across
domains [medical, public health, public policy, technology; (3,
7-9, 13)], scenarios [safety checklists for catheterization and
intubation, prescribing hypertensive and corticosteroid drugs,
return of results from genetic testing, retirement savings
plans, overrides for autonomous vehicles, ventilator proning
for COVID patients, post-COVID school reopening, rules for
wearing masks during COVID, distribution of COVID vaccines,
recruitment of health workers, poverty alleviation strategies,
teacher well-being strategies, basic income plans, lead abate-
ment strategies; (3, 7-9, 13)], populations [laypeople, clini-
cians, public sector leaders; (3, 9, 13)], and levels of consent
[conducting the A/B test after obtaining consent, conducting
it without asking for consent, and silence about whether con-
sent was sought; (8)]. MEM themselves show that EA gener-
alizes across seven dependent measures [(in)appropriate,
(un)ethical, (ir)responsible, (un)professional, (un)informed,
backfire/succeed, likely to choose]. That said, as a social-
psychological phenomenon, we should expect EA to vary
across settings and societies (e.g., collectivistic versus individ-
ualistic) and to be amenable to mitigation. Future research
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Table 1. Select methodological, analytic, and interpretative issues with Mazar et al. (1)

K@) K(b) P ¢} \ M U S(@ S(b) S(c)
Study la, Present tense X X X X X
Study 1a, Past tense X X X X X X
Study la, Present tense + “less biased” A/B description X X X X X
Study 1a, Past tense + “less biased” A/B description X X X X X
Study 1b, Present tense X X X X
Study 1b, Past tense X X X X X X
Study 1b, Present tense + “less biased” A/B description X X X X X
Study 1b, Past tense + “less biased” A/B description X X X X X X
Study 2, Present tense X X X X

Study 3a, A/B present tense

Study 3a, A/B past tense X /////////////// _

Stugy gz, ﬁ//g present tense + counterfactual description // /////////// ////////
tudy 3b, present tense

Study 3b, A/B past tense X

Study 3b, A/B present tense + counterfactual description
Study 4, A/B present tense
Study 4, A/B present tense (not SR, not different DV order)
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Notes: X indicates that Mazar et al. (1) has the issue listed in the column header associated with the key below. Shaded cells indicate that this critique is not applicable due to the
between-subjects design of the study.

Key:

C: Experiment framed as consensual.

Asking participants to “choose” whether to visit a hospital that uses policy A, policy B, or conducts an A/B test does not measure attitudes toward pragmatic (nonconsensual) RCTs—and
contaminates all remaining DVs, e.g., (in)appropriate, (ir)responsible, (un)informed.

K: lllusion of knowledge weakened.

(a) Telling participants that the decision-maker thinks the policy interventions “may help” debiases their tendency to think that the decision-maker already knows which policy is best
(and should implement that without an A/B test).

(b) Telling participants that “not everybody responds to the treatment with them” increases uncertainty about the wisdom of, and what is known about, policies A and B.

P: Policy arms made less palatable.

Describing the decision maker as “randomly decid[ing]” which policy to implement (only in the A and B conditions) suggests policies are chosen without care and thought.

O: Oversight added.

By changing the decision maker from one individual doctor to a hospital/clinic director, oversight is implicitly added which makes the experiment seem more legitimate, and thus more
palatable to participants.

V: Experiment description lacks external validity.

Using the “less biased” language of “test” in lieu of “experiment” is not representative of the language typically used to discuss A/B tests in the media.

M: Measuring preference for evidence-based medicine.

When—in a “past tense” vignette—participants “choose” to be treated at a hospital where the “director assessed which drug, A or B, had had the best outcomes for their patients, and
from then on, all new patients...are prescribed that drug,” this shows that people are willing to free ride on past A/B tests to receive evidence-based treatments, not that EA fails to
generalize.

U: Underpowered.

Sample size (N = 135 to 155 per variation) is not large enough to detect experiment aversion [power analysis by Heck et al. (7, p. 18949) recommended N = 300 to 450]. No power analy-
ses were reported by Mazar et al. (1).

I: Inadequate evidence for claims.

Claims about differences in experiment aversion caused by changes in tense, language, the emphasis of the counterfactual, and the order of questions require testing for interaction
effects and recruiting substantially larger samples, neither of which were done.

S: Unjustified conclusion that “people either significantly prefer experiments or do not significantly differentiate between them and the universal implementation of the individual policies.”

(a) >25% of participants ranked the A/B test worst.

(b) A significantly greater proportion of participants are experiment-averse than are experiment-appreciative.

(c) When defined as the difference between the rating of the A/B test and the rating of the highest-rated policy (the inverse of experiment aversion), there is no significant experiment
appreciation. Mazar et al. (1) report finding “experiment preference” in several studies. They define experiment preference as the opposite of experiment aversion—that is, the differ-
ence between the rating of the A/B test and the rating of the lowest-rated policy. Using this definition, a person shows experiment “preference” if they rate the A/B test higher than they
rate their least-preferred policy. We believe that such a “preference” is not meaningful and instead calculate experiment appreciation which is defined as the difference between the
rating of the A/B test and the rating of the highest-rated policy (8, 9). Using this definition, a person shows experiment appreciation when they like the A/B test more than their favorite
policy, a characteristic that we find meaningful.
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