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Glossary of Basic Ethical Concepts in Health Care and Research


--Prepared by Nancy M. P. King
Autonomy


The principle of respect for autonomy, and the right of self-determination, are important concepts in health care ethics.  Autonomy means the ability to govern oneself and the freedom to do so.  Self-determination is often used to mean autonomy, especially in health care settings.


A person acts autonomously if that person acts intentionally, with understanding, and without being controlled by others.  Both persons and their actions can be autonomous; autonomous people do not always act autonomously, and sometimes people who are not autonomous are able to make autonomous decisions or act autonomously in some instances.  It is important to remember that no one is “fully” autonomous; we judge autonomy by the expectations we have of common human behavior, and set a minimal standard of “substantial” autonomy by which to judge people and their actions.


Autonomy is not the same as freedom, and usually we view autonomy as including some responsibility for the consequences of one’s actions.  Now that society has become especially concerned about the interests or rights of communities, there is much disagreement about the boundaries between an individual’s autonomy and the legitimate rights or interests of others.


Competence and decisional capacity, concepts related to autonomy, are defined below.

Beneficence/Best Interests


The principle of beneficence, or the best interests of the person, is often contrasted to autonomy.  There may, for example, be times when a health care provider believes that what an autonomous patient wants is not in that person’s best interests.  Beneficence focuses on doing good.  The crucial question is who should be allowed to judge what is good.  An individual, health care providers, family members, friends, and other authorities all may have different judgments about what is in the individual’s best interests.  Best interests may be defined narrowly, as in “best medical interests,” or broadly enough to consider a wide variety of personal factors and values.


The Hippocratic maxim “Above all, do no harm” is technically an injunction to nonmaleficence -- avoiding harm -- rather than to beneficence -- doing good.  In health care, these principles are often closely related and considered together.  If they are ranked in importance, nonmaleficence generally comes first; however, as you might imagine, health care providers and patients must often weigh the risk of doing harm against the chance of doing good when deciding about treatment.


How “harm” is defined and who defines it are problems for nonmaleficence, just as they are for beneficence.  At least one significant difference exists between the two concepts:  Physicians and other health care providers sometimes assert the right not to cause harm by withdrawing from the care of a patient and substituting another caregiver.  A parallel unilateral right to do good against the patient’s will does not exist.

Coercion


Coercion is control of one person’s behavior by another.  It is always incompatible with autonomy, and is therefore morally unacceptable, unless it can be justified by a principle or interest that is sufficiently compelling to outweigh autonomy under the circumstances -- for example, the safety of other persons put at grave risk by an autonomous actor.


Actions may be coercive, but coercion is usually accomplished by threats.  Many influences are loosely called coercive, but coercion should be reserved for influences that are intended to control behavior by means of a severe and irresistible threat.  Coerced actions are intentional actions, but actions about which the actor “has no choice.”  Controversy can arise about coercion in two areas:  Generally, how should we define and measure what is “irresistible”?  And specifically, can offers be so irresistible as to be coercive?  (For example, is the promise of parole for a prisoner who submits to medical experimentation so great an offer as to overwhelm the prisoner’s reasonable concerns about the safety of the experiment and inclination to say no?)


Sometimes people talk about coercive situations.  Unpleasant circumstances can indeed make people feel that they have no choice , but only other people can be coercive, because only other people can intend to influence that person’s behavior.  (For example, the situation of having a severe mental illness can make a person feel that s/he has no choice but to take a dangerous drug with unpleasant side effects.  That person is not coerced by the situation.  But if taking the drug is required as a qualification for receiving government assistance in housing or education, such requirements -- since they are instituted with the intention of encouraging mentally ill people to stay on medication -- may be (but are not necessarily) coercive.)


Manipulation and persuasion must be distinguished from coercion.  They are each defined below.

Competence


A legal term.  Adults (people age 18 and over) are presumed competent until proven otherwise.  Thus, a severely impaired adult who has not been legally determined to be incompetent is legally competent.  The determination of incompetence is made in a legal proceeding and can be quite complex and detailed.  A determination may be global or limited.  Someone of limited competence may retain some legal decisionmaking rights while losing others.  For example, a limited guardianship might be established for financial matters, but the person would retain the legal right to make health care decisions.  Involuntary commitment is not the same as a determination of incompetence.  Competence is often mistakenly considered synonymous with decisional capacity, which is not a legal term.  It is defined below.

Confidentiality


Confidentiality is the duty, expectation, and/or promise that information exchanged within a relationship will not be spread beyond the boundaries of that relationship (that is, “keeping secrets”).  Confidentiality causes problems because so many different relationships can be connected to a confidential relationship.  Sometimes a potential need arises to protect others who might need to know confidential information (for example, landlords or employers).  Sometimes the perceived need may be to share confidential information with others (for example, family or health care providers) who could benefit the person who expects confidentiality to be maintained.  Sorting out and balancing these competing needs and interests can be extremely difficult.


Confidentiality is not the same as privacy, which is defined below.

Conflict of Interest


A general term that calls attention to a variety of ethical problems in service relationships.  People who find themselves caught in a conflict of interest may feel that they are trying unsuccessfully to serve two masters or that they have conflicting loyalties or duties to others.  (For example, “managed care” has given rise to much concern about conflicts of interest, because physicians in managed care contracts have incentives to save money that may conflict with their duty of beneficence to patients.  However, traditional “fee-for-service” medicine rewards physicians for delivering more services, which may conflict with the duty of nonmaleficence to patients.)


Often the first type of conflict we think of is financial, but there are many others.  For example, a parent’s decisions about one child may be affected by the needs of the other children in the family; a health care provider may be concerned about the competing needs of family members other than the patient, or about how to meet the needs of more than one patient when time is limited; and there are many others.  The term helps us to flag complicated situations and to sort out the potentially competing needs and interests involved.


Conflicts of interest are common in life and at least some may be unavoidable.  How they should be addressed depends on the circumstances.  Sometimes they should be eliminated; other times, they may be “managed”, for example by an oversight mechanism; and sometimes, disclosing them may be sufficient to allow the persons potentially affected by them to respond appropriately to the risks they pose.

Decisional Capacity


The ability to make substantially autonomous decisions.  It is assumed that adults have it.  When questions arise about someone’s decisional capacity, it is measured using practicality and common sense, and with reference to the specific decision(s) at issue.  For example, an impaired person might have the capacity to decide about going into a nursing home, but lack the ability to choose between two treatments for a health problem because that requires greater reasoning skills.


Although sometimes with mental illness, decisional capacity may need to be assessed by an expert, such as a psychiatrist, in most cases an equally reliable determination can be made by those who know the person, have talked with him or her, and are familiar with the circumstances.  The best test of someone’s capacity to make a particular decision is going through the informed consent process.  A variety of different standards can then be used; they range from very lenient (does the person appear to express a choice?), to the overly strict (does the person make the “right” decision for the “right” reasons?).  A more appropriate standard is provided by the definition of substantial autonomy given above:  Does this person seem to know that there is a choice to be made, and does s/he seem to be choosing intentionally, with understanding of the meaning and consequences of the choice, and without being controlled by others?  Difficult questions can arise about when the non-legal determination that someone lacks decisional capacity should be followed up by a legal determination about competence.

Justice


Justice is a significant ethical principle that has many different aspects.  Generally speaking, we worry about justice on a larger scale than the individual -- for example, for communities, special groups (women, minorities, disabled persons, etc.), and societies.  Justice is roughly synonymous with fairness, but what is just or fair depends on the circumstances.  Is treating everyone equally just?  Or is affirmative action more just because it redresses past wrongs?  Distributive justice addresses how social goods (like food, shelter, and health care) should be distributed.  Once again, we might ask whether equality is a just principle of distribution, or whether “from each according to his ability, to each according to his needs” is more just.  Fair procedures and fair hearings are also components of justice.

Manipulation


Manipulation is the hardest category to grasp in the trio of coercion, manipulation, and persuasion.  Manipulation falls in between the other two, and can essentially be one of two things:  An intentional and successful alteration of a person’s available choices by means that are not coercive (for example, by a resistible threat or offer), or an intentional and successful alteration of a person’s perception of those choices by means that are not persuasive, that is, not focused on reason (for example, by a successful appeal to emotion, or by psychological influence).  A common health care example is when a provider mistakenly believes that persuasion is morally wrong, but believes that a particular choice is the right one for a patient, and therefore slants or selectively provides information, perhaps using language chosen for a particular emotional effect, in order to ensure that the informed consent process has the outcome desired by the provider.  A common example outside of health care is advertising.


Manipulation is to a large extent a matter of degree and a question of context.  It is not always incompatible with autonomy, but there are almost always alternatives that help to protect, promote, and foster autonomy, which manipulation definitely does not.

Paternalism


Paternalism is another term that is often loosely used.  True paternalism, also called strong paternalism, occurs when one person overrides the autonomous choices and actions of another in the other person’s best interests (for example, preventing a “rational suicide”).  It is not paternalistic to override someone’s actions or choices in order to benefit, or prevent harm to, third parties.  It is also not paternalistic to override someone’s actions or choices when that person is not acting autonomously (for example, preventing suicide by a person who is delusional), because then beneficence and autonomy are not in conflict.  However, this is also often called paternalism, or weak paternalism.  As the suicide examples given help to show, many times when “paternalism” is mentioned are instances where the autonomy and beneficence of the choices at issue are questionable or in dispute.

Persuasion


Persuasion is the intentional and successful attempt to induce a person, through appeals to reason, to freely adopt the beliefs, values, attitudes, intentions, or actions advocated by the persuader.  It is compatible with autonomy, and indeed often facilitates autonomous decisionmaking, because it is based on reasoned discourse and shared communication and discussion.  Education and persuasion are closely linked.

Privacy


Privacy has two meanings: a common-sense meaning and a legal meaning.  The constitutional right of privacy can be confusing because it means freedom from governmental intrusion into certain decisions and actions relating to one’s body, relationships, reproduction, speech and ideas -- a real grab bag of personal actions and decisions.  (This meaning of privacy has been somewhat modified by the courts, from a “constitutional privacy right” to a “constitutional liberty interest.”)


Common-sense privacy is a somewhat different grab bag.  It refers to freedom from intrusions upon solitude (being eavesdropped upon, photographed, or spied on in circumstances where we commonly have an “expectation of privacy,” such as at home) and freedom from having private facts made public or from unwanted publicity (again, this is measured against what society reasonably believes is private and what is public).  The privacy of medical records (more properly, the confidentiality of their contents, but popular and legislative language have confused the two) is an issue of growing importance in this information age, and determinations about what may and may not be shared with others (such as employers, insurers, and information purchasers) depends on what is considered a reasonable expectation of privacy.


Privacy in any of its meanings is not the same as confidentiality, which means keeping shared information within a relationship.

Rights


The concept of rights in health care is overused and difficult to define, but needs clarification.  Beginning in the 1960s and 1970s, American society became accustomed to talking about the rights of comparatively disadvantaged groups, such as ethnic and racial minorities, women, and patients.  More recently, physicians and other health care professionals have pointed out that they have rights too (paralleling the development of “victims’ rights” to complement the rights of persons accused and convicted of crimes).  As the uses of the term “rights” have become more extensive, its meaning has faded.  There are many different types of legal rights, for example, so that the mere assertion of a right tells us little about its scope or effect.  Much specificity is necessary in order to make a claim of right clear and meaningful.


The best way to think about rights (moral or legal) is that they are correlative to duties.  Thus, if I have a right to do X, someone else -- an individual or perhaps the state -- has a duty to me, either not to interfere with my doing X or, in some instances, to assist me in doing X.  I may also have a duty to exercise my right responsibly, so as not to interfere with the rights of others.


One common problem with rights language is the perception that everyone has rights and no one has responsibilities.  Another is that rights belong only to individuals, so that the rights of individuals are pitted against the interests of communities.  Rights language should be used judiciously to avoid these pitfalls.

Virtues


Many of the basic concepts of ethics take the form of principles, that is, rules of general application.  Autonomy, beneficence, and justice are all examples of principles.  Rights also play a prominent role in medical ethics, because of the connections between ethics, policy ,and law.  But there are other ways of conceptualizing ethics.  One way that is well known to most of us is through virtues.


Virtue language is the language of “being” rather than “doing.”  Whereas principles provide “rules” for “solving” ethical “problems,” virtues describe the kind of people we aspire to be.  They set standards of character, and consider how different traits of character add up to a good person, or a good health professional.  The moral language that many people use more closely matches virtues than it does principles.  A principlist might say “You’re wrong” or “It’s the right thing to do.”  Instead, many people say things like “I wouldn’t feel right if I did that,” or “I’m not the kind of person who could do that.”  Many codes of ethics for health care professionals use virtue language, focusing on what it means to be a good doctor or a good nurse more than on rules and action guides (for example, “The nurse should be honest” rather than “The nurse should tell the truth”).


Virtue language is the language of many religious traditions, and forms the basis of much of the moral instruction that families pass on to children, but the concept of virtue ethics also has roots in Aristotle.  Any complete system of ethics will include both principles and virtues, seeing them as complementary rather than competing ways of conceptualizing ethics.

