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Abstract
Choice is what we all want, as most would say. There is a growing cognisance that patients
can and should play an important role in deciding their own care, in defining optimal care,
and in improving healthcare delivery. Popular concepts such as patient-centred care, patient
empowerment, and patients as partners, shared decision making, and informed choice illustrate
the emancipation of patient. The paper describes that choice is not necessarily a good thing in
health care; however, that does not rebut the significance of choice. In order to support the overall
argument, the paper focuses on why patient choice is important, and in each discussion, this is
disputed with counter-arguments to demonstrate that in fact, to an extent, choice is not necessarily
a good thing in healthcare.
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Introduction

Choice and Respect for Autonomy

Today, despite of the meaningful intention
of promoting choice to patients, it is not always
possible to do this, especially if we look at the
implications of such choice from different
perspectives. It is suggested that there is
always probable conflict between allowing
greater choice for consumers and changing
healthcare policy that is directed more towards
standardised healthcare provision (1). Healthcare
professionals in general, are expected to offer
choice, simply because it will promote and
enhance autonomy, but also it is the right
thing to do. However, choice itself, comes with
responsibility, that is one which is accountable
for their choice and decision-making, and
arguably, one choice usually impacts on other
people particularly when resources are scarce.
So, this brings us to the question of, is there
a special moral duty and obligation for health
professionals to always offer a choice to patients?
Or, are there situations where some degree of
limited choice may be justifiable, in order to
promote the principles of beneficence, nonmaleficence and justice?

Autonomy has emerged as one of the
most frequently referenced concepts in recent
healthcare practice. Choice is tied to the notion
of individual autonomy or freedom, a concept
that has emerged largely in ethical theories of
the good. For example, regarding any treatment
offered to patients, it is believed that giving them
choices will not just enhance their autonomy
but also better inform them about their health
conditions and the available treatments (1).
Arguably, there is a fundamental obligation to
ensure that patients have the right to choose
as well as the right to accept or to decline
information (2). Furthermore, Beauchamp
and Childress contend that, in some cases,
health professionals are obliged to increase the
options available to patients, whereby many
autonomous actions could not occur without
the health professionals and health organisation
cooperating to make these options available. At
the same time, the ability to exercise choice is
highly valued in many cultures as an expression
of individual identity and autonomy.
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Health care practice encompasses situations
in which choices are given and decisions are
made, offering frequent opportunities for
patients to exercise choice and for practitioners
to respect these choices. Hence, respecting
patients' choices seems to be a way of recognising
their moral status as individuals and their
capacity for self-determination (3). Nonetheless,
respect for autonomy is not an absolute principle
within healthcare in general. This is evident
from the nature of autonomy itself as well as the
implications of ‘choice’ from the consequentialist
approach. First, we need to know that respect
for autonomy has only prima facie standing and
competing moral considerations can sometimes
override it. For example, if our choices jeopardise
public health, potentially harm others, or
require a scarce resource for which no funds
are available, others can justifiably curb our
exercising of autonomy. It is further postulated
that, to be genuinely autonomous, we are
required to take seriously the social implications
of our choices. Whilst there may be occasions
when we feel that others do not determine our
choices and our choices cannot benefit from
discussion with them, this in fact happens very
seldom. Of course, it is possible for a person
alone to come to a valid moral choice. But
placing too much emphasis on the promotion of
individual patient choice, particularly when such
choices are actually made alone, carries the risk
that we might forget either the interests of others
or the wider public interest (3).
The most prominent example is that
of vaccine safety. Increasing doubts about
vaccination appear to stem from conflicting
scientific evidence over possible (minor)
side effects, and yet it is highly effective. A
qualitative study reports that Dutch parents
refused all or some of the vaccinations in
the National Immunisation Program. Their
refusal to vaccinate was established to reflect
manifold factors, including family lifestyle;
perceptions about the child’s body and immune
system; perceived risks of disease, vaccine
efficacy, and side effects; perceived advantages
of experiencing the disease; prior negative
experience with vaccination; and the social
environment (4). Other studies indicate that
doubts surrounding vaccine safety have resulted
in a drop in the number of children being
vaccinated and in an increase in outbreaks
of measles. Hence, it has been asserted that
providing more choice is likely to lead to lower
levels of protection and more infections. In

other words, when parents decide not to have
their children vaccinated, further harm is
potentially possible. The Institute of Medicine of
the National Academies (5) reported that some
parents appears to dismiss the well-documented
benefits of vaccines and fear potential side
effects which lead them not vaccinating their
children. In a recent review, it was reported the
association between vaccine delay or refusal, and
the epidemiology of measles. The study shows
that substantial proportion of the measles cases
in the United States among individuals who were
unvaccinated (6).
In reality, healthcare systems cannot
provide everything that each individual patient
could want. Arguably, it is possible to act
nonmaleficently towards all people at all times,
but it is generally not possible to act beneficently
towards all people. Failing to act nonmaleficently
toward a party is prima facie immoral, but failing
to act beneficently toward a party is very often
not immoral (2). Furthermore, the fact that there
is conflict between the duties of care that health
professionals hold limits patient’s choice and
autonomy. Patients’ wishes as well as the goals of
medicine define the ethical obligations of health
professionals (2). Health professionals have no
obligation to perform beyond or contradictorily
to the goals of medicine even when patients
request that they do so. Hence, patients have
no right to demand that health professionals
provide medical care that is contraindicated, for
instance, unnecessary surgery or unorthodox
treatments such as odd drug regimens, and
should not demand that health professionals do
anything illegal or unethical (7).
In practice, there are three main reasons
why a patient may be refused his or her
treatment of choice. First of all, the doctor
regards the treatment as worse than no
treatment at all, and doctors are not obliged
to give treatments which they think will be
detrimental to their patients; secondly, what
the patient wants is futile, that is, the treatment
is ineffective; and thirdly, what the patient
wants, whilst effective for him or her, is not costeffective for the health service or the opposite
situation may hold. Based on the third reason,
let us suppose that there is a new and expensive
drug for a particular condition. Whilst the
expensive treatment may be effective, it may
not be cost-effective. The cost, for example,
per year of life saved, may far surpass what the
health service can generally afford. The health
authority may quite reasonably decide not to
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purchase this drug at all or to only do so for a
specified group of patients for whom the drug is
more cost-effective (8). In the opposite situation,
suppose that what the patient wants is cheaper
than the treatment offered but significantly less
effective and, therefore, less cost-effective. Giving
the patient what he or she wants rather than
standard treatment would save money but would
lead to less overall benefit. The extreme of this
situation entails a patient choosing a futile but
cheap treatment. Again, this situation raises the
issue of justice (9). If the patient was paying for
the drug him or herself, there may be no good
reason to refuse such treatment. But, where the
cost of the drug comes from taxes, then by giving
this patient what he or she wants, will be to deny
another patient a quality of treatment that would
otherwise be possible. Hence, this patient’s
choice is in fact, another patient’s lack of choice.
However, the demands of justice require that
patients should not have such choices (9). Justice
may demand that one patient is not given what is
individually optimal because another patient has
a greater moral prerogative to a scarce resource.
Thus, if the hospital's intensive care unit is full
and no patient is stable enough to be transferred
from it, the relatively stable patient may be sent
to a more distant intensive care unit.
Another question is “To what extent
are such patients’ choices real?” Arguably,
even autonomous people with self-governing
capacities sometimes fail to govern themselves
in the making of particular choices because
of temporary constraints caused by illness or
depression or because of ignorance, coercion,
or other conditions that restrict their options
(10). Hence, choice may in itself benefit the
patient, but it may disadvantage him or her
as well. For example, a mother who refuses
to go for antenatal screening may not just be
putting her health and the pregnancy at risk,
it may also be difficult for health professionals
to carry out their moral duties of doing goods
(concept of beneficence), that is to benefit the
mother through antenatal care. Furthermore, it
is notable that, when provided with information
and the opportunity for greater involvement in
making decisions, consumers generally become
warier of the treatments offered and make more
conservative choices. In cases of serious illness,
such as myocardial infarction or meningococcal
disease, the choices are explicit: one may accept
the treatment or risk dying. Given the desire
to remain alive, there is, in effect, no choice for
the patient (11). Therefore, although there is a
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compelling argument for promoting choice to
patients as a means of upholding respect for
patient autonomy, strong evidence is emerging
that such a notion is not always possible,
particularly when the quality of choice and its
impact on others are, to an extent, disputed.

Choice and Psychological
Implications
Giving patients choices has been linked
to their satisfaction. It has also been suggested
that patient preferences are essential to good
clinical care because the patient’s cooperation
and satisfaction reflect the degree to which
medical intervention fulfils his or her choices,
values, and needs. This cooperation in
decision-making results in greater trust in the
health professional-patient relationship (7).
Furthermore, individuals are likely to receive
greater satisfaction from the goods and services
they purchase if they choose them. It is plausible
that individuals would appreciate particular
goods better if they picked them out of a set of
alternatives than if someone else assigned the
goods to them (12).
More participation of patients is seen
as leading to better adherence to advice and
treatment and, thus, to better health outcomes
(1). Besides, patients’ choices are psychologically
significant because the ability to have choices,
express those choices, and have others respect
them is central to a sense of personal worth.
This is important because the patient, already
threatened by an illness, may have a principal
need for some sense of control. When patient
choice is ignored or devalued, patients are
likely to distrust and, perhaps, disregard
health professionals’ recommendations, which
may later result in the jeopardising of the
effectiveness of the treatment (7). On the other
hand, patient choice is also important because
its expression may lead to the discovery of
other factors such as fear or unfamiliar beliefs
that health professionals should consider when
dealing with patients.
Meanwhile, we cannot deny that some
people sometimes make the wrong choices. Thus,
it follows that some forms of paternalism are
justified. In ethical terms, paternalism represents
the opinion that beneficence is a higher value
than autonomy; a situation can occur in which
paternalistic behaviour is ethically permissible
(7). Moreover, sometimes too many choices
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essentially result in the patient not being able
to make a decision, whereby having to choose
may risk stressing the patient further. A good
example is the question of which hospital to go
to. It is not possible for patients to judge whether
hospital or consultant A is better than hospital
or consultant B and by how much if they do not
have the necessary information. In addition,
too much information can be as debilitating
as too little (13). Choice does not depend only
on having information, as it also relies on the
skill of understanding and choosing between
options, whose probable consequences cannot be
measured or even known (14). The knowledge,
that they might be making the wrong decision,
exposes patients to additional stress.
Furthermore, some patients simply refuse
to choose for themselves and are happy about
that! Some ask the doctor, “But what would you
do, doctor?” One interpretation of respecting
patient autonomy argues that the doctor should
do exactly what the patient says. Hence, in
this type of situation, the doctor should make
the decision without involving the patient (8).
Respecting the patient’s choice implies, in this
view, respecting his or her choice not to be
involved in treatment decisions. Therefore, it
is important to be aware that some patients
may not want the responsibility, or burden, of
decision-making and it would be inappropriate
to offer these choices to patients in every
situation. It is desirable that health professionals
collect as much information about a particular
patient's lifestyle and preferences as they can
and then recommend the action they think most
suits that patient (15). Health professionals also
need to be more aware that an elderly woman,
for instance, who refuses treatment to which
she is entitled because she does not want to be a
'burden' may exemplify individual choice, which
is erroneous in the opposite sense (3). Therefore,
arguably, a strict no-paternalism policy will
tend to produce good outcomes for prudent
individuals who are skilled at making and
executing personal decisions and less beneficial
outcomes for individuals whose prudential
skills are poor. On average the imprudent and
bad choosers will be living worse lives. Even if
a strict no-paternalism happened to be utilitymaximising, establishing some paternalism
might be better for worse-off people, and
required by fairness norms, especially if one
thinks that prudence is often non-blameable (16).

Conclusion
Is it ever justified that choice is not
necessarily a good thing in health care. Can
limited choice be justified if it saves a human
life or a community? It can be seen, from the
arguments presented, that choice is thought of
as an intrinsically good thing; and that people
value choice in itself. However, this is not
necessarily the case, as the autonomy and rights
to choose can be overridden by the principles
of beneficence, nonmaleficence and justice, as
well as the fact that health professionals are
not to give treatment unnecessarily. Similarly,
we cannot reject the fact that providing choices
to patients can be of benefit to patients, family
and health professionals, yet, that benefit is not
always ‘good’ for some who decided not to choose
it. On psychological implications, choices may
create satisfaction for some and many may have
troubles in having to choose; we do indeed hear
the saying: too much of something is not good
and yet too little of something is also not good;
hence, moderation is always best. Therefore,
as much as patients are eager and desire for
such choices, one has to remember that, choice
comes with a cost, and it is a colossal one; that
offering everybody a greater degree of control
over what they receive will create winners and
losers. Nevertheless, having considered the
arguments regarding choice and its impact on
healthcare in general, perhaps limited choice is
more appropriate and acceptable than numerous
choices. In other words, addressing the needs
of an individual on a one-to-one basis will
ultimately benefit or disadvantage the individual
or society as a whole. Thus, without discounting
the significance of a choice itself, choice is not
necessarily a good thing in healthcare.
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