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Abstract
The principle of autonomy is widely recognized to be of utmost importance in 
bioethics; however, we argue that this principle is often misapplied when one fails 
to distinguish two different contexts in medicine. When a particular patient is of-
fered treatment options, she has the ultimate say in whether to proceed with any of 
those treatments. However, when deciding whether a particular intervention should 
be regarded as a form of medical treatment in the first place, it is the medical com-
munity who has the ultimate say. Some argue that particular interventions should 
be allowed by virtue of the fact that they are autonomously requested. But making 
such an argument fails to distinguish between these two contexts and misapplies 
the principle of autonomy, ultimately having the potential to instigate problematic 
changes in the practice of medicine.

Keywords Autonomy · Aid-in-dying · Assisted suicide · Elective amputations · 
Philosophy of medicine · Goal of medicine

Introduction

The question of whether a medical intervention is appropriate for a given condition is 
difficult to answer. What should physicians consider when making this kind of judg-
ment? The answer is not immediately clear because the term “appropriate” triggers 
two separate analyses. First, whether an intervention is medically appropriate (i.e., 
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whether it contributes to the patient’s health and whether it fits within the scope of 
medicine). Second, whether it is ethically appropriate.

There is further complication as there are also two different contexts in which a 
medical intervention can be deemed appropriate. First, the medical community can 
determine whether, in general, an intervention is appropriate as a form of medical 
treatment (the administrative context). This occurs apart from any particular patient’s 
healthcare decisions. Second, particular medical professionals and particular patients 
can make actual decisions about which medical treatments they will pursue (the 
clinical context). We argue that the distinction between these two contexts is often 
neglected in the medical ethics literature and, as a result, the relevant ethical prin-
ciples are not applied properly–specifically the principle of autonomy. And although 
we are not the first to suggest that patients are not entitled to receive any medical 
intervention upon demand, we identify a specific kind of misuse of the principle of 
autonomy by identifying the differences between these two contexts and demonstrat-
ing where others have conflated them.

There has been extensive discussion about limits on autonomy and when medi-
cal practitioners are justified in refusing patient requests, but we argue that being 
sensitive to the distinction between the two aforementioned contexts helps to further 
explain this limit. Past discussions have focused on whether clinicians are allowed to 
refuse or remove treatment from patients who are no longer autonomous [1], whether 
fully autonomous patients have a right to refuse treatment,1 whether clinicians are 
allowed to override such autonomous requests when it is believed that the patient 
incorrectly estimates what their quality of life will be [3], whether clinicians are 
allowed to refuse treatment due to judgments of medical futility [4], and whether 
clinicians can refuse to administer treatments that go against their conscience [5]. All 
these discussions fail to address the fact that novel medical interventions go through 
a process of approval before becoming a part of standard medical care. Not only do 
such interventions get tested for safety and efficacy, but they must also be regarded as 
fitting within the goals and scope of medicine. And we argue that this latter process 
has little to do with patient autonomy. This explains why patient autonomy cannot be 
used to justify offering novel interventions before they have been determined to be a 
proper form of medical treatment.

The plan for this paper is as follows. In the next section we describe these two 
contexts in more detail. Subsequently, we discuss the relevant guiding principles of 
bioethics, describe some accepted limits on autonomy, and explain how the two con-
texts relate to the limits on these principles. Then, in the following section, we offer 
examples of where others have conflated the two contexts and misapplied autonomy. 
More specifically, we consider two different medical interventions–healthy limb 
amputation and physician aid-in-dying–and we cite several authors who argue in 
favor of offering these interventions. We argue that such arguments inappropriately 
employ the principle of autonomy by conflating the clinical context with the context 
of the development of medical standards. In the final section, we discuss why keeping 
these contexts distinct matters for the practice of medicine.

1  For a review of appellate court cases on the matter, see [2].

1 3

290



Misapplying autonomy: why patient wishes cannot settle treatment…

The administrative context versus the clinical context

Determining whether an intervention is ethically appropriate is a complicated mat-
ter, but one common approach involves looking to the four principles of biomedical 
ethics that have become the standard for evaluating ethical dilemmas in medicine: 
autonomy, non-maleficence, beneficence, and justice. Although the ethical landscape 
of medicine is complex and goes beyond these principles, they still serve as pillars 
in debates about medical ethics. These principles are intended to work prima facie, 
meaning each principle is presumed to be authoritative unless they conflict, in which 
case one principle may outweigh another depending on the case [6]. However, in 
what context should these principles be considered? We argue that there are two 
distinct contexts to consider. First, there is the context in which the medical commu-
nity decides whether an intervention is appropriate based on the goals and scope of 
medicine. Call this the administrative context. Second, there is the context in which 
patients make decisions about whether treatments fit within their own goals of care. 
Call this the clinical context.

When it comes to the question of whether treatment is appropriate, there are two 
parties who have a primary stake in the answer: the patient and the medical com-
munity.2 In the clinical context, the patient is given the final say. The patient has a 
vested interest in their own health and should be as free as possible to make decisions 
based on their health goals. Thus, patient autonomy is the driving principle within the 
clinical setting. But in the administrative context, the medical community has final 
say. Medicine is largely a self-regulating profession in which it is primarily members 
of the medical community–not patients and not even the state–that create guidelines 
and codes that govern the standards of medical practice and care.3 Of course, there 
is some external regulation by the state. But it is the medical community that is con-
cerned with the practice of medicine per se and judges the appropriateness of care 
based on the goals and scope of medicine [8].4

One might object here by noting that the clinical and administrative contexts are 
not mutually exclusive. The desires, values, and experiences of patients can play a 
role in the administrative context and the standards of care are often informed by such 
matters. We agree. However, the fact remains that these are two distinct contexts, and 
the standards of medical practice are developed before they are implemented in the 
clinical setting, such that the question of whether a treatment is medically appropriate 
is first answered in developing the medical standards of practice, and then answered 
by individual patients. To put it another way, we should not be asking, “is the patient 
autonomously requesting the intervention?” (a question asked in the clinical context) 
before we have answered, “Is this intervention a form of treatment that fits within the 
goals and scope of medicine?” (a question asked in the administrative context). The 

2  We will use the ‘medical community’ throughout this paper to mean any person or body that plays a role 
in developing the standards of medical practice (i.e. physicians, the FDA, hospital administrations, etc.).

3  This is often referred to as “soft law.” For a detailed discussion see [7].
4  One might raise the dilemma: what if the medical community is divided in its opinion over newly pro-
posed treatments? This problem will inevitably arise in medicine, but it does not negate the fact that the 
medical community is the most natural arbiter in matters of appropriating medical treatments.
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former question is important but is subsequent to the latter. So, although the clinical 
and administrative contexts are not wholly separate, they are distinct and have differ-
ent norms that govern them.5

It is important to note that we are not taking a position here about the precise 
nature of the goals and scope of medicine. For example, we do not make any assump-
tions about whether the goals of medicine are determined by medicine’s natural telos 
and are something to be “discovered” or whether they are socially constructed [9]. 
Our account is compatible with a wide range of views about how the goals and scope 
of medicine are determined.6 Furthermore, we are not saying that medical profession-
als are solely responsible for creating or determining the nature of medicine. Rather, 
we are arguing that–regardless of how medicine came to have its specific goals–it is 
the proper role of those in the medical community to judge whether a proposed inter-
vention contributes to patient health and whether it fits within the scope of medicine.

Why does this distinction of contexts matter? In recent debates over controversial 
topics in medicine, there has been an emphasis on using patient autonomy as a pri-
mary justification for why certain medical treatments should be deemed appropriate 
[10, 11]. While we applaud the effort to put medical decisions in the hands of patients, 
we think this effort is out-of-order. To understand why, we must be clear on the two 
previously mentioned contexts in which bioethical principles are considered. While 
the principle of autonomy should play a major role in the clinical context, it should 
play little to no role in the administrative context. However, in modern debates, the 
administrative and clinical contexts have been conflated, and thus, autonomy has 
been misapplied in determining the appropriateness of medical treatment.

The principles of bioethics

Before examining cases where the principle of autonomy has been misapplied, let 
us first lay out three (of the four) principles of biomedical ethics–autonomy, benefi-
cence, and non-maleficence–and discuss how they interact in different contexts.7

Autonomy

‘Autonomy’ has many different definitions and uses. For our purposes, we need not 
adopt any particular account of autonomy. Broadly put, autonomy involves self-

5  Another issue that might seem to blur the lines between these contexts is that clinical research often 
occurs in the clinical context (where a patient is offered an experimental intervention), so determining 
whether an intervention should be a form of treatment appears to partially occur in the clinical context. 
However, this actually serves to reinforce our claims that the administrative and clinical contexts are 
distinct because patients participating in research are explicitly informed that the purpose is to generate 
knowledge and that what they are receiving is not considered a form of treatment.

6  Though our account is compatible with the goals of medicine being socially constructed, it is incompat-
ible with any account of medicine (socially constructed or not) that defines the goals and scope as purely 
meeting consumer demands since that would collapse the distinction between the administrative and 
clinical contexts.

7  We omit a discussion of the principle of justice because, in the cases we are concerned with, it is not one 
of the principles in conflict.
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determination such that a person has sufficient rational capacity to understand their 
options, possesses enough relevant information (especially about risks) to make an 
informed decision, and can consent without undue influence or coercion. This frame-
work closely resembles the account provided in Beauchamp and Childress [6, p. 104]. 
And, as Jennifer Blumenthal-Barby notes, although there are more robust notions of 
autonomy that are operative in moral and political philosophy, this is the notion of 
autonomy that is typically operative in medicine where the concern is primarily about 
whether a patient meets the minimal conditions of providing informed consent [12].8

Importantly, any account of what autonomy is will not include the scope of auton-
omy. If a patient meets the standards of autonomy, does that mean she gets to elect 
any treatment she wants? The short answer to this question is ‘no.’ To understand 
why, we must distinguish between two types of autonomy–positive and negative. 
Negative autonomy is the right to refuse medical treatment, while positive autonomy 
is the right to demand medical treatment. As Dr. Robert D. Orr states: “it is a common 
misconception that patients have an autonomous right to demand, as well as refuse, 
treatment” [15]. While negative autonomy is well-protected in medicine, positive 
autonomy is not. Furthermore, we must determine the contexts in which these two 
types of autonomy operate.

Negative autonomy takes the form of refusing medical care in the clinical context 
and is protected even if refusals will result in death. One of the only ways to justify 
overriding patient refusals is to prove that the patient does not meet the requirements 
of autonomy. So long as a patient is acting autonomously, healthcare professionals 
cannot force treatment on him out of respect for his free choice.9 This principle is 
what justifies refusing life-sustaining treatment. Negative autonomy, then, has ulti-
mate authority in the clinical context. Furthermore, negative autonomy has no role 
in the administrative context because the context involves hypothetical scenarios and 
there is no actual patient to refuse anything. The case for positive autonomy is quite 
different.

Refusals differ from demands in that demands require action on the one being 
demanded upon. The freedom to refuse treatment is not the freedom to demand treat-
ment. This is in part because of right of conscience laws that protect physicians from 
providing treatment that contradicts their moral conscience.10 There is also the issue 
of medical futility, which concerns cases in which patients (or their surrogates) pur-
sue interventions that are deemed futile by the medical community [18]. Classically, 

8  For example, Harry Frankfurt’s account of autonomy [13] requires that a person have higher order 
approval of their first order desires and Jon Crisman’s account [14] requires that an agent approve of how 
they came to have the desires that they have.

9  The one caveat being disease that poses serious threat to the public, such as legally-enforced treatment 
of patients with tuberculosis (see CDC’s guidance on tuberculosis management: https://www.cdc.gov/tb/
programs/laws/default.htm). These are rare cases in which the principle of justice overrides autonomy, 
but they do not represent the standard for the vast majority of cases.

10  The Health Services, Medicare and Medicaid include protections for physicians unwilling to perform 
sterilizations and abortions. Forty-five states have right of conscience statutes. See also Article 9 of the 
European Convention of Human Rights [16]. Of note, there are authors who argue against physician right 
of conscience [17].
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these cases involve terminally ill patients or patients in vegetative states who remain 
on life-support despite medical advice against these interventions.11

Beyond the right of conscience and medical futility, however, are the standards 
of medical practice [7, 15]. As Beauchamp and Childress note, “physicians do not 
have a moral obligation to carry out their patients’ wishes when they are incompat-
ible with acceptable standards of medical practice [6, p. 226].” These standards, we 
argue, are developed in the administrative context. Understood within this limitation, 
positive autonomy means that of the options available for treatment, a patient who 
has capacity, understands the options, and is free from coercion can freely choose 
what treatment plan she wants to follow in the clinical context. Positive autonomy 
is limited in the clinical context by the standards of medical care developed in the 
administrative context.

This distinction between positive and negative autonomy is not new and others 
have noted that patients do not necessarily have the right to request any medical inter-
vention that they want. However, what we add to this discussion is the distinction 
between the administrative and clinical context and how it helps patients and medical 
professionals understand why positive autonomy has this limit. It is limited because 
there is no particular patient involved in the context of determining the broader stan-
dards of care and what counts as medical treatment.

Non-maleficence and beneficence

Beyond autonomy, there are also the principles of beneficence and non-maleficence, 
which are two sides of the same coin. They obligate physicians to abstain from harm-
ing patients and to promote patients’ well-being [6, p. 152]. However, there are two 
complications involved with these principles. First, whether something counts as a 
‘harm’ or a ‘good’ is a difficult matter, which plausibly depends (at least in part) on 
what a patient wants and what the patient views as good [21]. Second, even if we 
can settle what is good or harmful for a patient, the principles of beneficence and 
non-maleficence can conflict with the principle of autonomy since it is possible for a 
patient to autonomously choose something that brings him harm or fails to promote 
his good.

The ideal situation occurs when both physician and patient have the same goal, 
such that the non-maleficent and beneficent aim of the physician works in concert 
with the autonomous choice of the patient. But not every situation is ideal, and at 
times conflict occurs between the physician’s and the patient’s goal of care. It is pos-
sible for non-maleficence and beneficence to conflict with patient autonomy, in which 
case the question becomes what is meant by ‘harm’ and ‘good’ of the patient.

It may be tempting to suggest that the patient’s conception of her own good is what 
ultimately matters in such situations. This seems especially true when reflecting on 
how much weight we give patient autonomy and preference in the clinical context. 
Physicians work with patients to promote their autonomy so long as it does not con-

11  Two notable cases are the Helga Wanglie case [19] and the Baby L case [20]. Of note, while we omit 
a direct discussion of medical futility, arguments in favor of upholding the concept of medical futility 
strengthen the central claim of this paper.
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tradict physician conscience or acceptable medical standards of practice. Thus, the 
principles of non-maleficence and beneficence are generally dictated by the patient’s 
understanding of ‘harm’ and ‘good’. However, it is important to note that this is 
only when considering specific medical decision-making within the clinical context. 
When considering the administrative context and determining the standards of care, 
we are not concerned with any particular patient, so we cannot consider any particu-
lar patient’s conception of his own good when developing such standards. Instead, 
the medical community must view ‘harm’ and ‘good’ more broadly and in relation to 
human health and the goals and scope of medicine. The function of non-maleficence 
and beneficence in the administrative context is not to serve a single patient, but 
to guide the medical community in developing the standards of medical practice. 
The medical community’s conception of health and well-being informs the principles 
of beneficence and non-maleficence in such contexts. Patient autonomy, then, is, 
in a sense, outweighed by the principles of non-maleficence and beneficence in the 
administrative context because patients cannot make decisions about the standards of 
medical practice.

To be clear, patient autonomy and individual conceptions of ‘good’ are not entirely 
irrelevant in the administrative context. The medical community can, and should, 
listen to patient requests when deciding whether certain interventions are appropriate 
as medical treatments. And what the populace regards as ‘good’ should serve to help 
inform the medical community when developing general standards of care. After all, 
medicine is a service profession and patients are the beneficiaries of care. But it is in 
the power of the medical community, not particular patients, to decide whether inter-
ventions coincide with the goals and scope of medicine and to determine whether 
they fit within a reasonable account of health and well-being. This structure protects 
physicians from becoming ‘scalpels for hire’ and allows medicine to maintain its 
integrity as a profession focused on health and well-being.12

Examples of misapplying autonomy

With these distinctions in mind, we are now able to review specific examples where 
the differences between the administrative and clinical context have been neglected 
and the principle of autonomy has been misapplied.

Misapplication #1: healthy-limb amputation

Would you intentionally blind a healthy patient if she requested it? For many people 
this request sounds absurd.13 Why would a physician intentionally disable a healthy 
patient, even if the patient wanted it? But for Jewel Shuping’s psychologist, this 
request was deemed reasonable. In 2006, Shuping was blinded by her psychologist 

12  This phrase was coined by Leon Kass and refers to the loss of a well-defined purpose to medicine, such 
that medicine becomes more of a business dictated by consumer requests [22]. We will discuss the import 
of ‘scalpels for hire’ in the section of this paper entitled “Consequences of misapplying autonomy.”
13  See Arthur Caplan’s [23] and Robin Henig’s [24] comments.
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at her request, which was the fulfilment of a lifelong dream [25].14 Shuping suffered 
from a disorder known as Body Integrity Identity Disorder (BIID), which is a rare 
condition in which a person does not identify with a certain body part (often limbs) 
and wishes to maim or amputate it.15 Much of the debate over healthy-limb amputa-
tion involves the question of whether this disorder inhibits the patient’s autonomy 
[27].16 If BIID is shown to be a type of delusional disorder, then requests for healthy-
limb amputation can be overridden by medical judgment because the request fails to 
meet the conditions of autonomy.17 But many authors, including famous author and 
surgeon, Robert Smith, argue that patients with BIID are fully capable of autonomous 
choice.18 If this is the case and someone like Jewel Shuping met the requirements of 
patient autonomy, then was her request to be blinded responded to appropriately?

In order to answer this question, we must understand the primary stakeholders 
in this debate: the patient and the medical community. Numerous arguments over 
the justification of BIID overlook these principal stakeholders. For example, Floris 
Tomasini argues for the moral permissibility of healthy-limb amputation and sug-
gests that refusing to offer such intervention involves “forcing [the doctor’s] own 
view of the world on the [patient]” [29]. However, this line of reasoning ignores the 
decisive role of the medical community in determining the appropriateness of this 
intervention. Aimee Bryant also makes a case that “public perception should not be 
allowed to take precedence over this right [to surgery for BIID sufferers]” [30]. These 
arguments heighten the tension between public and patient interest, pitting public 
distaste for self-inflicted disability against patient autonomy, but in doing so, they 
ignore the interests of the medical community and considerations about the goals and 
scope of medicine.

One of the more explicit autonomy-based arguments for this kind of intervention 
comes from Tim Bayne and Neil Levy. They argue that granting requests for healthy-
limb amputation can be justified based on the principle of autonomy. They state, “it 
is [sic.] well-entrenched maxim of medical ethics that informed, autonomous desires 
ought to be given serious weight” [11, p. 79]. And on this basis, Bayne and Levy 
argue that we should grant requests for healthy-limb amputation because they can be 
autonomously requested. They make their argument by drawing a parallel between 
requests for amputation and the refusal of life-saving treatment by a Jehovah’s wit-
ness based on religious grounds [11, p. 80]. Both cases are supposed to highlight 
the weight of autonomy in medical decisions. If autonomy justifies the latter, then it 
justifies the former. Bayne and Levy acknowledge that the cases differ insofar as the 
former requires action while the latter is an omission of action from the physician. 

14  There is some uncertainty about whether Shuping was actually blinded by her psychologist or whether 
it was done by someone else. The account is based only on her testimony and the psychologist in question 
was not identified.
15  Many other cases of BIID have been reported, the most famous being the two men who received elective 
amputation of healthy limbs by the Scottish surgeon, Robert Smith [26].
16  We will collectively refer to maiming healthy body parts as ‘healthy-limb amputation.’
17  This is Muller’s conclusion [27, pp. 41–42].
18  Robert Smith brought this topic into public view in the late 1990s when he amputated the healthy limbs 
of Kevin Wright and Hans Schaub [28].
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But since the moral relevance of the act-omission distinction is unclear, they argue it 
is irrelevant, and thus the autonomous request for healthy-limb amputation is com-
parable to the widely accepted ethic of refusing life-saving treatment. Requesting 
the amputation of healthy limbs is, therefore, within the scope of patient autonomy.

This analogy breaks down from the lack of two critical distinctions: positive ver-
sus negative autonomy, and the clinical versus administrative contexts. While the 
act-omission distinction may be irrelevant in Bayne and Levy’s analogy, the pos-
itive-negative autonomy distinction is relevant. Their analogy fails to distinguish 
positive and negative autonomy and thus equates the two. While refusing life-saving 
treatment is protected under negative autonomy, as we discussed earlier, requesting 
healthy-limb amputation is not protected under positive autonomy. Negative auton-
omy allows a competent, informed patient to refuse care, even if it causes death, 
but electing for interventions is limited by the judgment of the medical community. 
As Annemarie Bridy notes, “even if apotemnophiles are regarded as competent to 
consent to elective amputation…the question remains whether the medical profes-
sion will accept (and hospital administrators permit) so unorthodox a therapy” [31]. 
So, the Jehovah’s witness is free to refuse life-sustaining treatment since negative 
autonomy is weighed heavily in the clinical context, but the patient with BIID cannot 
be granted healthy-limb amputation on the basis of his autonomy, since his posi-
tive autonomy in the administrative context holds very little weight. Healthy-limb 
amputation would first have to be approved by the medical community as a viable 
treatment for BIID, and only then can the patient elect for it.

If this response is correct, one might ask why it is that a patient’s positive auton-
omy is limited in this way. We argue that the distinction between the clinical context 
and the administrative context answers this. Autonomy allows patients to choose 
among options for their medical treatment in the clinical context, but it holds minimal 
weight in the decisions made in the administrative context regarding the standards of 
medical practice. Those decisions are made by the medical community, and rely pri-
marily on non-maleficence, beneficence, and justice. Thus, Bayne and Levy are cor-
rect to identify the significant weight of autonomy in medical ethics, but to argue for 
the appropriateness of an intervention on the basis of autonomy before it is deemed 
an appropriate form of treatment is to mistakenly take the weight of autonomy in 
the clinical context and apply it in the administrative context. The question, then, 
of whether healthy-limb amputation (or other elective treatments related to BIID) is 
medically appropriate, is not a matter of whether patients are autonomous enough to 
choose it. Rather, the question we should be asking is whether the medical community 
thinks healthy-limb amputation is an appropriate treatment and whether it is within 
the goals and scope of medicine.

Bayne and Levy are not alone in making this kind of argument. A very similar 
argument was recently made by Amy White. She uses the principle of autonomy to 
argue for allowing those with BIID to receive surgical interventions. She says:

Respect for autonomy is a fundamental principle in medical ethics… Given this 
value placed on autonomy… to justly ban BIID patients from seeking a surgical 
solution, a strong reason is needed to override the importance placed on self-
determination. This reason has to be justified by more than mere paternalism as 
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we regularly accept the competent decisions of others even when they appear 
to be unwise. A decision-maker’s autonomy is often respected even in cases 
where the decision may seem irrational to an outsider (i.e., a Jehovah’s Witness 
refusing a blood transfusion) [32].

Note that the emphasis is on autonomy and self-determination. The suggestion is that 
if an intervention is autonomously requested, then it should be given unless there is 
a “strong reason” to override such a choice. But again, not only does the comparison 
with a Jehovah’s Witness refusal of a blood transfusion conflate positive and nega-
tive autonomy, but the assumption also that an intervention should be given simply 
because it has been autonomously requested and before it has been deemed a suitable 
form of treatment, is to conflate the administrative and clinical contexts. We agree 
that one must have a strong reason to prohibit a patient from receiving treatment, but 
there is a difference between determining whether an intervention counts as treatment 
and preventing a patient from receiving something that has already been deemed a 
form of treatment. To say that “a strong reason is needed to override the importance 
placed on self-determination” is to neglect the administrative context and to inap-
propriately use autonomy to justify offering an intervention before it has been deter-
mined to be treatment.

To their credit, Bayne, Levy, and White do not rely solely on patient autonomy to 
justify offering these interventions. After arguing for the healthy-limb amputation on 
the basis of autonomy, Bane and Levy go on to argue for it on the basis of its thera-
peutic effects. They argue that such interventions can relieve suffering, which cannot 
be secured by less dramatic means, and that such relief is worth the cost. Similarly, 
drawing on comparisons of BIID and Gender Dysphoria (GD), White goes on to 
argue that healthy-limb amputation could alleviate suffering and that since “the medi-
cal profession has already accepted that some patients can request that their healthy 
bodies be operated on for a broader conception of health”–such as sex-reassignment 
surgery–healthy-limb amputation should be carefully considered [32, p. 232]. Here 
White focuses on the therapeutic value of such interventions and acknowledges 
that the medical community’s adoption of sex-reassignment surgery into the arse-
nal of possible treatments for GD legitimizes its practice in medicine and argues for 
healthy-limb amputation on that basis. These kinds of arguments do not depend on 
misapplying autonomy. On the contrary, this is precisely the kind of reasoning that 
ought to be reflected in the administrative context–reasoning about therapeutic value 
and what constitutes an appropriate therapy given the goals and scope of medicine. 
Although we will not evaluate these specific arguments here, we support this kind of 
reasoning about therapeutic value and suggest that it should have a more prominent 
place in these debates.

One might object here and suggest that, since these authors appeal to both thera-
peutic value and to autonomy, they must not be misapplying autonomy. However, it is 
important to note the way in which they are using the principle of autonomy and how 
this relates to the distinction between the administrative and clinical contexts. These 
authors are not merely arguing that patients with BIID are capable of autonomously 
requesting healthy-limb amputations; they are appealing to the fact that an autono-
mously requested intervention is justification for providing it as a form of treatment. 
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We are arguing that doing so conflates the administrative and clinical contexts. It is 
good that they go on to argue that such interventions can also have therapeutic value, 
but that does not change the fact that they have misapplied the principle of autonomy.

Misapplication #2: physician aid-in-dying

It is reasonable to think there is little connection between healthy-limb amputation 
and physician aid-in-dying (PAD).19 Most of us will never request healthy-limb 
amputation, or even experience BIID, but all of us will face death. Furthermore, 
there seems to be a reasonable desire for death, especially among patients who are 
terminally ill or suffering greatly, but it is harder to make the case for a reasonable 
desire for healthy-limb amputation. But these cases are similar in that they both raise 
questions regarding the weight of patient autonomy in medical decisions, and propo-
nents of both make the same errors in misapplying autonomy. On the one hand, the 
medical community may want to prohibit PAD, since it welcomes deliberate killing 
into medicine which seems inappropriate [33]. But on the other hand, patients have 
a vested interest in their quality of life and opinions vary greatly in why they think 
life is worth living. As Dan Brock points out, “the great variability among people 
on this question makes it especially important that individuals control the manner, 
circumstances, and timing of their dying and death” [34]. Even if patient autonomy 
does not extend to healthy-limb amputation, it might still be used to justify assisting 
patients in their voluntary death.

Marcia Angell thinks these decisions should be in the hands of patients as an 
extension of their autonomy. Similar to Bayne and Levy, she notes the weight of 
patient autonomy in medical ethics: “I begin with the generally accepted premise that 
one of the most important ethical principles in medicine is respect for each patient’s 
autonomy, and that when this principle conflicts with others, it should almost always 
take precedence” [10, p. 50]. As we noted with Bayne and Levy, she is describing the 
weight of autonomy in the clinical setting without making this distinction explicit. 
She also overweighs autonomy against the other three bioethical principles by fail-
ing to distinguish positive and negative autonomy. She is correct in saying autonomy 
always takes precedence if she is referring to negative autonomy in the clinical con-
text, but the same does not hold true for positive autonomy or for negative autonomy 
in the administrative context.

Angell proceeds to argue that PAD is justified on the basis of patient autonomy. 
She first points out that PAD, along with euthanasia and withdrawing life-sustaining 
treatment, is a form of hastening death. And she notes that the debates about these 
practices have typically hinged on the physician’s role. For example, in PAD and 
euthanasia, the physician’s role in the patient’s death is considered “active,” whereas 
in withdrawing treatment the physician’s role is considered “passive.” And this active 
versus passive distinction is sometimes cited as a reason for thinking that withdrawal 
of life-sustaining treatment is justified, but PAD and euthanasia are not. However, 

19  This is sometimes referred to as “physician-assisted suicide,” “physician-assisted dying,” or “medical 
aid-in-dying.” Additionally, we are not discussing euthanasia explicitly as it is a more extreme case. How-
ever, all our arguments in relation to PAD also apply to euthanasia.
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Angell goes on to say, “we should ask ourselves not so much whether the doctor’s 
role is passive or active but whether the patient’s role is passive or active” [10, p. 21]. 
With this new perspective in mind, Angell suggests that a hastening of death is best 
justified when the patient is “active” in the process, for it ensures that it only occurs at 
the voluntary request of the patient, and that it is impossible to perform PAD without 
consent because the patient is autonomously and voluntarily active in the process. 
Considered from this perspective, PAD, like withdrawing life-sustaining treatment, is 
an active process engaged by the patient, and thus, should be permitted as an exten-
sion of patient autonomy.

Angell’s reframing of the question to be patient-centered is an interesting approach, 
but it appeals to the power of patient autonomy in the clinical context in order to 
justify the appropriateness of a controversial intervention. Patients already have an 
active role in the clinical context by refusing unwanted care and electing for care that 
is available to them, but patients do not have the ability to elect for care that is yet to 
be made available. Although not explicitly stated, Angell can only be using patient 
autonomy in its positive function. Angell’s argumentation for PAD based on patient 
autonomy follows the same structure as Bayne and Levy’s argument for healthy-limb 
amputation, and both make the same mistake in conflating the clinical and adminis-
trative contexts, and thus in misapplying patient autonomy.

Another discussion about the justification of PAD comes from Thomas Beau-
champ. In his article “The autonomy turn in physician assisted suicide,” he offers a 
response to a common argument against PAD [35]. It is sometimes argued that PAD is 
unjustified because it makes the physician causally involved in the patient’s death in 
a way that removal of life-sustaining treatment does not. This line of reasoning typi-
cally hinges on the debate about the differences between “killing” and “letting die.” 
When removing life-sustaining treatment, it is the illness that causes the patient’s 
death, so the physician lets the patient die, but does not kill the patient. Whereas, 
when engaging in PAD, it is the treatment itself (which is typically provided by the 
physician but administered by the patient) that causes the patient’s death, so the phy-
sician is involved in killing the patient. This is supposedly why PAD is unjustified 
while the withdrawal of life-sustaining treatment can be justified.20

In response to this argument, Beauchamp argues that even in some refusals, it 
is obvious that the removal of unwanted treatment is a relevant causal event in the 
patient’s death (e.g., removing a nasogastric feeding tube). Suppose, however, that 
a physician removed life-sustaining treatment against the patient’s wishes. In such a 
case, the physician would have killed the patient. So, Beauchamp argues, the relevant 
moral issue is not causation, but authorization. He says, “if [the removal of life-
sustaining treatment is] validly authorized, the act is a letting die; if unauthorized, 
the same act is a killing. The justification of forgoing the medical technology, not 
the physical condition of death, is therefore the key condition both in conceptually 
distinguishing killing and letting die and in the moral and legal justification of letting 
die.” So, whether PAD is justified, argues Beauchamp, hinges not on the cause of 

20  Another popular response can be found in Bonnie Steinbock’s widely anthologized article “The inten-
tional termination of life” where she argues that the relevant issue is that withdrawing life-sustaining treat-
ment does not necessarily involve an intention to end the patient’s life whereas PAD does [36].
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death, but rather on whether the death is autonomously requested. Therefore, PAD, if 
autonomously authorized, is justified and should be regarded as a way of “showing 
respect for the person’s autonomous choices [35, p. 120].

Perhaps Beauchamp is correct in his analysis about causation in arguing that there 
is not an essential moral difference between “killing” and “letting die.” We grant 
that there is a legitimate distinction between causation and authorization, and that 
authorization is important in this case. Causation is not just difficult to assess, but as 
Beauchamp points out, we already allow instances in which patients can authorize 
something that knowingly results in their own death. However, it does not follow 
that physicians are justified in participating in any form of killing patients when such 
killing is autonomously authorized. The key point is that this authorization of killing, 
when justified, still occurs in the form of a patient refusal, meaning a patient exer-
cises his negative autonomy in the clinical context. As discussed previously, negative 
autonomy has ultimate weight in the clinical context. In this scenario, either we can 
obstruct the patient’s right to refuse care, which violates autonomy via paternalism, 
or we honor the patient’s negative autonomy in the clinical setting and, as a result, kill 
him. Negative autonomy wins out in the clinical context, and so killing the patient 
is inevitable. But this is not the same as developing a standard of medical care that 
allows patients to elect for intentionally ending their own lives, because although 
negative autonomy has ultimate weight in the clinical context, positive autonomy has 
minimal weight in the administrative context. If the medical community determines 
that PAD is an appropriate form of treatment, then it would be within the purview of 
a patient’s positive autonomy to authorize such treatment. But until then, the autono-
mous authorization of a patient is not sufficient to justify it.

Consequence of misapplying patient autonomy

We have argued that the principle of autonomy has been misapplied and used to 
justify decisions about the standards of medicine. And this occurs because there is a 
failure to recognize the difference between the administrative and clinical contexts. 
But we might ask, what are the risks of pushing the limits of autonomy?

A full exploration of this issue is beyond the scope of this paper, but one of the 
potentially undesirable consequences of misapplying patient autonomy is the disin-
tegration of the goals and scope of medicine. Modern medicine in its current struc-
ture retains some goals and scope, and, at least for now, they do not involve merely 
meeting consumer demand for any intervention that a person autonomously requests. 
Regardless of the origination of medicine and its goals and scope, the medical com-
munity (taking into consideration the values and ideas of the public at large), by 
nature of its expertise in medicine, has become the natural steward of those goals and 
its scope. The issue with pushing the limits of autonomy too far is it collapses the dis-
tinction between the clinical and administrative contexts, pushing medicine towards 
a consumer demand model. If the medical community loses its ability to guide and 
preserve the goals and scope of medicine, then physicians quickly become what Leon 
Kass describes as “scalpels for hire” [22, p. 12].
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Patients, by nature of being individuals with no obligations to the profession of 
medicine, have little incentive to preserve the goals and scope of medicine, and may 
in fact, push the limits well beyond their current state. And certainly, at times the 
boundaries need to be challenged, but consider where this might lead. Say a patient 
comes to his physician with the persistent desire for flagellation. We might construct 
an argument in favor of this treatment along the lines of his autonomy. The patient 
would be evaluated for his capacity to make decisions and the risks, benefits, and 
alternatives would be discussed. Similar regulatory processes could be implemented 
as is proposed for BIID and healthy-limb amputation, such as, failure with alter-
native therapies and a persistent desire for torture [37]. One could even argue that 
physicians are best equipped to administer such a treatment given their expertise in 
human physiology, pain, bleeding risk, and so on. Of course, we have never heard 
such a case, but we are beginning to hear stories like the one of Jewel Shuping, in 
which a psychologist supposedly blinded his patient at her request. So, it raises the 
question of who should be keeping the goals and scope of medicine in check, and 
we believe it should be the medical community, lest medicine becomes a practice in 
which physicians are mere “scalpels for hire,” where patient requests need only will-
ing physicians to meet them.21 We think that this kind of result would be detrimental 
to the practice of medicine.

Even if this analogy is unconvincing, the fact remains that the principle of auton-
omy is insufficient as a justification for legitimizing medical interventions. As we 
discussed earlier, the limited scope to patient autonomy is rarely explained and auton-
omy is typically defined in terms of what conditions a patient must meet when in 
the clinical context. Patient autonomy only functions in a positive sense in regard to 
predetermined options set by the medical community and the practice of medicine. 
Arguments that endorse patient autonomy as having power beyond this function are 
really arguing for a change in the structure of modern medicine. It is possible this 
could have its benefits, but given medicine’s current framework, it makes little sense 
to cite autonomy as a primary justification for any new medical treatment, because 
patient autonomy plays almost no role in those kinds of decisions.

In reality, medicine is a dialogue between patients and the medical community. If 
our discussion thus far seems to strictly divide patient choice and medical judgment, it 
is only to emphasize the structure that undergirds decisions about the nature of medi-
cal treatment, not the lack of dialogue that does and should exist between patients 
and physicians. Even authors like Howard Brody and Franklin Miller, who make 
arguments for an internal morality to medicine, recognize that the normative ethics 
of democratic society will shape medical practice and that certain medical practices 
are best understood as “peripheral” to medicine [38]. This is why we emphasized 
earlier that positive autonomy is not useless in the administrative context, but rather, 
it informs the medical community of patient perspectives and how we might respond 
to them.

We should also mention that this paper is not an argument against all justifications 
for healthy-limb amputation or PAD, but only a critique of arguments that specifi-

21  It is worth noting that other professions (e.g. law, academia, etc.) function similarly with their own goals 
and scope, so medicine is not unique in this regard.

1 3

302



Misapplying autonomy: why patient wishes cannot settle treatment…

cally rely on autonomy as the primary justification for any medical practice. There 
are numerous arguments made in support of these interventions which require their 
own attention. We have used healthy-limb amputation and PAD as examples of how 
people conflate the clinical and administrative contexts and misapply the principle of 
autonomy when determining the appropriateness of medical treatments.

Conclusion

We have argued against the misapplication of autonomy in decisions regarding the 
appropriateness of medical treatments. This misapplication occurs when one con-
flates the administrative and clinical contexts and prioritizes the question, “is the 
patient autonomously requesting the intervention,” over the question “is this inter-
vention a form of treatment that fits within the goals and scope of medicine?” It 
primarily falls on the medical community to answer the latter.

Our hope is that this paper clarifies the importance of distinguishing the contexts in 
which autonomy functions. This distinction restructures the debates over the appro-
priateness of new medical interventions because it shows how little patient autonomy 
affects these decisions. Patient autonomy is simply not equipped to accommodate 
this type of role. This is one of the more difficult points to accept regarding autonomy 
because it seems to restrict patient choice. But there are benefits to this design, includ-
ing the preservation of medicine’s integrity. So long as medicine retains enough of its 
goals and scope to avoid falling into a consumer-demand “scalpels for hire” model, 
patient autonomy should be promoted and respected, but also primarily limited to the 
clinical context where questions of acceptable treatments and standards of care have 
already been settled beforehand. At the very least, the takeaway is that debates over 
the appropriateness of medical treatments should focus on the goals and scope of 
medicine instead of being reduced to matters of autonomy.
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