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Paternalism in Health Care

How do health care professionals communicate to patients what is the right thing to do, while 

still allowing the patient to choose?

The concept of paternalism is a long-standing tradition in the world of medicine. In its most 

basic form, paternalism refers to the idea that medical practitioners are like parents, and patients are 

like children (Du Pre, 2014). Basically the concept reflects the idea that medical practitioners should 

essentially be dominant over their patients, due to their superior knowledge and medical expertise 

(Gallagher, 1998). 

Historically, this view has had a foothold in the medical world for quite some time. Beginning 

in earnest with the Hippocratic Oath about 2,500 years ago, physicians have been committed to 

providing the best care that they can for their patients. It's no secret (and should be no surprise) that 

physicians are more knowledgeable about health than probably any of their patients. Physicians are 

generally recognized in society as the helpful guardians who use their special knowledge and skills to 

benefit society as a whole (Chin, 2002). Doctors and caregivers generally go to school for years to 

become qualified to treat patients, with special knowledge and training being essential. Doing what is 

best for the patient involves using this knowledge and training to benefit the patients in any way that 

they can, and this includes “deciding unilaterally what constitutes a benefit” (Chin, 2002). Words like 

“doctors orders” and “patient compliance” or “non-compliance” are common terms in the medical 

world, and reflect the view still held by some that patients ought to do whatever the doctor thinks is the 

best course of action. 

Although the practice of paternalism in health care has been declining in recent years, it was not

so very long ago that paternalism was not just the norm, but the standard for how patients were treated. 

For example, the American Medical Association (AMA) was of the opinion (and indeed, included in 

their ethical code) in 1847 that “the obedience of a patient to the prescriptions of his physician should 

be prompt and implicit. He should never permit his own crude opinions as to their fitness...” Patients' 

opinions and input were not held in anything near a high regard-- on the contrary, patients were often 

regarded as ineffectual, even as bungling intruders (du Pre, 2014). 

Contrast this to the 1990 view of the AMA that “patients may accept or refuse any 

recommended medical treatments.” In 1891, the U.S. Supreme Court held that “no right is held more 



sacred, or is more carefully guarded by the common law, than the right of every individual to the 

possession and control of his own person.” Chin (2002) notes that the focus in health care appears to 

have shifted from the principle of patient beneficence to the principle of patient autonomy. Today, a 

paradigm shift is taking place as the principles of paternalism are being rejected and more of a focus is 

being put on patient autonomy. 

Of course, the idea of paternalism is not restricted merely to caregiver-patient relationships, but 

in some cases also to relationships between high-ranking medical professionals and to medical workers 

on the lower end of the spectrum. Nor is this concept restricted to the medical world - paternalism can 

also be recognized in such other fields as lawmaking. For example, a law requiring the taxation of fatty 

foods to help to improve public health may be interpreted as being overly paternalistic. For the 

purposes of this essay, medical practitioner-patient communication will be the main focus.

In recent years, a number of significant objections (as well as solutions and alternatives) have 

been raised to the idea of paternalism in health care between doctors and patients, which will be 

explored in depth in this essay. 

One argument that has been raised again paternalism is that it interferes with patient's 

autonomy, or their ability to make decisions on their own and make things happen for themselves. It 

postulates that patients are better able to make important decisions (with the ultimate power residing 

with the citizens themselves) when the patients are fully informed about what is going on with their 

care. Others would agree that paternalism is still wrong, but would argue that it is wrong because it 

degrades a person's moral status. Degrading of moral status can occur when physician behavior results 

in the treatment of patients as though they do not have the capacity to “rationally pursue their own 

conception of good” (Quong quoted by Birks, 2014). These concepts will be explored in greater depth 

later on. 

Another concept that this paper will explore is the concept of futility. If patients should be 

afforded more autonomy and the ability to choose what treatments they should get, what is to be done 

if a patient requests a treatment that a physician thinks will not work, or may cause the patient harm?

Yet another facet to this argument about paternalism versus partnership comes into play when 

the question is raised as to whether patients even want to have a say in their medical care. For the most 

part is seems a s though patients do wish to participate, but some studies suggest that other patients 

would rather let their physician make all the decisions for them. As Deber (1994) notes, wanting to 

know what is going on with your medical care is not the same as wanting to be in charge. 

Besides the debate on whether or not paternalism is inherently right or wrong in medical care, 

there also exists a debate on the idea of participation versus partnership. Many health care professionals



are still somewhat divided on exactly how much of a say a patient should be given in their health care 

Partnership involves gelling the physician's professional recommendations with the patient's ideas 

concerns, and expectations (Chin, 2002). 

Finally, some scholars argue whether or not the practice of paternalism carries with it an unfair 

or unnecessary burden for the physicians themselves- one that they themselves may not even be 

particularly aware of. 

Interfering with Patient Autonomy and Moral Status

How important is autonomy in health care-- i.e. the ability for a patient to make decisions for 

themselves? The concept of “doctor's orders”-- a common phrase in the health care world-- can seem to

undermine a patient's ability to choose what happens to them when they go to the doctor. After all, the 

patient is the one that owns the body-- shouldn’t they be able to have the final say in what happens to 

it?

Many scholars, such as Madder (1997), contend that this is perhaps the most compelling 

objection to paternalistic behavior on the part of physicians. Madder argues that doctors are often 

expected to make decisions about how to best take care of a patient both from a medical standpoint and

in terms of the “big picture,” of life. It makes sense that doctors should be given control (or at least 

power over) a patient’s medical life. The problem arises when the ability of a patient to control the “big

picture” is taken away. The argument goes that ultimately, the patient owns their own body, even if they

do not always have the medical expertise to back up the things that they are feeling. 

If physicians adopt a generally paternalistic attitude, patients may start to regard the physician’s 

medical advice as the best advice for managing the patient’s entire life. Although a physician may be 

very qualified to comment on and evaluate medical situations, the fact remains that a physician's word 

should not always be taken as law when it comes to questions of an ethical nature outside the medical 

world. 

Dempsey (2014) offers several suggestions of ways to get the patient more involved and 

enhance autonomy. These include making sure that all information given to the patients is given in a 

way that the patient can easily understand, digest, and retain, so that the patient can make informed 

decisions. Also, asking the patient’s preferences, even in minor issues (such as which hand they would 

prefer to have an IV inserted into), can lead to a more fulfilling experience for the patient (Dempsey, 

2014). 

Birks (2014) takes a rather different approach to the idea of patient autonomy. Birks argues that 

the idea that paternalism should be rejected because it interferes with patient autonomy is flawed for 



several reasons. He uses Quong's (2010) work as part of his argument. Quong rejects the idea that 

paternalism is wrong because it interferes with patient autonomy firstly because he believes that the 

idea of a person's “good” is too narrow. Secondly, he points out that the argument against paternalism 

“cannot account for the wrongness of paternalistic interventions that protect the object of the 

paternalism’s capacity for autonomy” (Birks, 2014). In other words, if a physician makes a choice for a 

patient (without the patient's input or consent) that allows that patient to continue to live (and thus 

allow the patient to continue to be autonomous in other matters), then Quong would contend that a 

reasonable person could not reject that decision on the part of the physician. 

Birks sets up an alternative argument against paternalism-- one that focuses more on a patient’s 

moral status. Moral status involves “a capacity for a conception of justice and a capacity for the 

conception of good” (Quong, 2010). In other words, people have the right to pursue their own idea of 

what is right or good, and paternalism seems to frustrate that right. 

The Problem of Futility

Can patients take this concept of autonomy too far?

Some would argue that patients simply are not always capable of making the best choice for 

themselves in their health care Madder (1997) notes that there is a moral question on the part of 

physicians when  they allow patients to make the “final decisions” in health care: are the physicians 

still doing everything that they can to take care of the patient's health? A patient may, after all, choose 

treatment that seems more beneficial from the patient's moral standpoint, but does not line up with the 

physician's morals about how they should take care of their patients.

Another potentially potent problem has been raised. Say a patient comes into a doctors office 

having just heard about a “miracle drug” on television, and demands to try it. The physician knows that

the drug is not effective-- but should they allow the patient to exercise their autonomy and give them 

the treatment? This is a situation that has occurred several times in the past few years; 

Many scholars, such as Truog et. Al (1992) would label this situation as futility. Futility is a 

hotly debated topic among physicians and in the world of bioethics, but the nature of the situation tends

to be rather subjective. Essentially, the concept of futility generally involves a patient requesting some 

sort of treatment (such as life-supporting treatments) the the physician deems to be futile-- in other 

words, the treatment will not do the patient much good. 

Physicians are taught two major concepts when learning about medical ethics: beneficence and 

nonmaleficence. Beneficence means actively taking action to benefit the patient. Nonmaleficience 

refers to the concept that a doctor should “do no harm”-- in other words, a physician should not use 



their privileged position to harm a patient in any way (Pantilat, 2008). Although this concept is open to 

individual interpretation, many ethicists adhere to the view that “physicians should not provide 

ineffective treatments to patients, as these offer risk with no possibility of benefit and thus have a 

chance of harming patients” (Pantilat, 2008). The Hastings Center (a bioethics institution in New York) 

argues that if a treatment is deemed by a physician to be “clearly futile in achieving its physiological 

objective and so offers not physiological benefit to the patient, the professional has no obligation to 

provide it” (Quoted by Truog et. al. 1992). 

Do Patients Want to Participate?

When evaluating the value of paternalistic behaviors, and whether or not patients should be 

given the opportunity to participate in their health care, there is one important point that must be 

considered: namely, do patients want to participate in their health care? 

Deber (1994) notes that some critics of paternalism discuss “participation” as continued 

physician control with more extensive patient involvement, while others propose “shared decision 

making” between the physician and the patient. 

Many studies suggest that patients do indeed wish to participate. An early study by Cassileth et. 

al (1980) found that 87% of young patients aged 20-39, 62% aged 40-59, and 51% over 60 would 

prefer to participate in decisions about their medical care and treatment rather than leave them up to 

their doctor. Perhaps most importantly, fully 92% of the patients in the study said they preferred to have

all information about their medical conditions, good and bad. 

More recently, a study conducted in 2002 found that 96% of its respondents wished to be 

offered choices and asked for their opinions when making a medical decision. That is not to say that the

patients wanted to make decisions on their own, however. In the same study, half of the respondents 

(52%) preferred to leave final decisions to their physicians and 44% preferred to rely on physicians for 

medical knowledge rather than seeking out information themselves (Levinson et. al, 2005). 

Other studies seem to suggest that patients are not participating as much as they should. When 

Larsson et. al (1989) surveyed patients on a surgical waiting list, only 8% of respondents said that they 

saw the decision as their own, but 41% saw it as a collaborative effort between the patient and the 

physician. Perhaps most importantly, if a patient is very sick and perhaps even near death, they are 

more likely to cede the power over to the physician to make decisions for them (Hoffman, 2007). 

With the understanding that patients may or may not want to play a very active role in their own

health care, what are some typical characteristics of a patient who does want to participate? Blanchard 



et. Al (1988) found in their study that younger patients are more likely to want to play an active role, as

did the Cassileth study. Moreover, the better educated the patients were, the more likely they would 

want to participate, which is an important consideration in today's Internet age where medical 

information is so accessible and diverse.

Schain (2006) notes that patients may often be unwilling or apprehensive of challenging a 

physician’s authority. Most interactions between patients and physicians in health care situations 

involve the physician exerting their power (mostly of knowledge and access) over the patient. The 

physician, after all, is the one with years of training and medical expertise, so it makes sense in a way 

that they should hold the position of power. 

This unwillingness to challenge physician’s authority can also be very culturally based. In many

collectivistic cultures, it is considered rude or shameful to confront a physician’s judgment-- or a 

patient may not be willing to pursue issues after a physician has made a judgment, even if the patient’s 

“insider information” on their own body tells them otherwise. For example, there was a case of a 14-

year-old Asian immigrant to the US who was diagnosed with normal menstrual cramping, and was too 

ashamed to ask the physician to take further medical action. The patient died of liver cancer after the 

condition went undiagnosed (Hufford, 1997). 

With this in mind, it is important to recognize these cultural factors and to cultivate 

relationships with the patients, which will be explored more in the following part of the paper. 

 Participation vs. Partnership

Many scholars who have studied physician/patient relationships acknowledge the fact that these

relationships do not exist in a vacuum-- that there must exist a partnership between the doctor and the 

patient based on what each party is best at doing. Patients are able to feel or notice things about 

themselves that a doctor cannot always perceive; at the same time, a doctor has expertise to interpret 

these medical signs.

According to Shain (2006), there are three basic models of doctor/patient interaction. The 

Activity-Passivity model involves the doctor being active and the patient being passive-- in other 

words, the doctor “does something” to the patient, and the patient does not necessarily give conscious 

consent. (This can occur most often if, say, a patient is unconscious when they reach the hospital and 

the physician must move to save the patient’s life, and they are unable to obtain the patient’s input.) Of 

course, this is not the “preferred” view in today’s health care system, but the fact remains that patients 

cannot always make their own decisions- sometimes they are physically unable, or they seriously lack 



the capacity to make healthy decisions.

The Guidance-Cooperation model is most in line with the paternalistic view. In this model, the 

patient is alert and able to make a rational judgment, but the ultimate authority still resides with the 

physician, and the patient is expected to comply even though they may disagree and even confront the 

physician. The physician respects the patient’s view, but still exercises their authority over them. So 

while a patient may participate  in their health care, it cannot be said that a partnership exists between 

the patient and the physician. 

Finally, the Mutual Participation of Shared Responsibility model more closely resembles a 

partnership between the patient and physician, with the common goal of keeping the patient healthy. 

The physician helps the patient to help themselves, based on mutual respect and collaboration. The 

physician is expected to recognize the dignity of the patient, and also the fact that the patient has 

“insider info” about how they are feeling and what is going on inside their body. At the same time, the 

patient must respect and recognize the physician's medical expertise and knowledge, and trust that the 

physician's ultimate goal is the well-being of the patient (Shain, 2006). Madder (1997) notes that a 

physician's role must be more than that of a passive information provider that lets the patient make all 

the important decisions. The physician must be expected to act as a “medical adviser” rather than 

simply a provider of facts; interpretation of conditions from the medical professional will help the 

patient make more informed decisions (Madder, 1997). 

Any interaction between doctors and patients must, of course, involve mutual trust. The Mutual 

Participation model is becoming more and more relevant today, Chin (2002) argues, partly because 

patients have historically placed doctors on higher levels of esteem than they do today- ways for 

patients to inform themselves, such as the Internet, probably contribute to this. 

Many physicians may feel as though they must present all options to their patients and not give any 

professional input in order to preserve the patient's autonomy; this view falls flat because it ignores the 

critical human elements of empathy and concern that must exist in doctor/patient interactions. 

Moreover, the fact remains that patients may not always make the best decisions for themselves 

if given the power. “Absolute freedom without the support of moral responsibility can be destructive 

and counterproductive to achieving the goals of medicine” (Chin, 2002). So how do physicians 

cultivate a partnership with their patients? Instead, discuss what the patient can do, and what they 

should do in any given situation. The ultimate power rests with the patient in this view. 

An Unnecessary Burden?



In today's health care environment of large patient loads, specialization, and emergency and 

outpatient care, a physician's job is a taxing one. Moreover, a shifting and diverse population, 

particularly in the United States, means that doctors are likely to encounter a wide variety of 

personalities and complaints. Cultivating patient autonomy can actually make a physician's job of 

caring for patients in the best way possible much easier, thanks to the concepts explored earlier of 

mutual respect and good communication about medical issues and options. 

Veatch (1983) points out that it is difficult to know every patient well in today's medical world, 

and if patients can help doctors to understand, then that can benefit both parties (Veatch quoted by Du 

Pre, 2014). This is especially true in today's diverse health care market-- differences in race, language 

barriers, sexual orientation, and age. The U.S. population is getting older-- in 2030, there will likely be 

twice the number if elderly Americans as there was in 2000, according to the US Department of Health 

and Human Services' Administration for Community Living. Age Seems to be one of the biggest 

factors in whether patients want to participate in their health care, at least according to the research 

examined in this paper. 

Conclusions

Today's society is experiencing a paradigm shirt away from the concepts of paternalism that 

were previously embraced by almost all medical professionals, and were indeed recommended by 

bodies such as the AMA. Paternalism reflects the idea that physicians should treat their patients like 

children who are in need of guidance-- models of enhanced patient autonomy suggest that it is better to 

forge a partnership between the patient and their physician. 

Ultimately, a physician's first and foremost responsibility is to take care of the patient and do 

what is best for them. Time and again, it has been shown that patients are more satisfied with their care 

and feel a greater sense of empowerment when physicians make patients active partners in their 

medical decision-making. Multiple studies point to the conclusion that patients want to have more of an

active role.

With that being said, we have seen that there are caveats to this concept of enhanced patient 

autonomy. Patients must understand that if a physician deems a treatment to be futile, the patient should

not always continue to demand it. Remember that physicians have rights to autonomy, just as the 

patient has.

Ultimately, physicians must act as helpful guides for the patient, using their advanced 

knowledge and expertise to explain medical issues and options to the patient as clearly as possible. This

is an exciting time to be involved in health care, and good communication is key to success. 
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