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Some assume that respecting patient autonomy means clinicians should refrain from expressing

opinions about what's in a patient’s best interests. But depending on the kind of medical decision the patient

is making, a clinician may have expertise vital to the patient’s best interests—and even if she doesn't, she

may still know what is best.

( :onsider the following case: Horace Johnson
is a forty-year-old, wheelchair-bound patient
who has been suffering for the past ten years

from type 2 diabetes mellicus. He has wet gangrene
on his fifth toe. He doesn’t visit the outpatient clinic
for care of his diabetes and infection as he is sched-
uled to. The infection is so severe that his physician,
Dr. Garcia, concludes that the toe cannot be saved
and that if it is not amputated, Mr. Johnson could
die. Mr. Johnson has been seen by a psychiatrist,
who finds him eccentric but believes that he has no
evidence of mental illness and must therefore be de-
clared competent to make his own health care deci-
sions.!
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What is Dr. Garcia to do in this case? Given that
Mr. Johnson is competent, almost everyone will
agree that she cannot hospitalize him against his
will.? Competent patients have the right to make
choices about their own care, and their clinicians
are, other things being equal, duty-bound to defer
to their wishes concerning treatment options, even if
doing so is not best for the patient.’

Even so, we might feel that Dr. Garcia is well po-
sitioned to tell Mr. Johnson what is best for him.
She sees—as surely we all do—that choosing to die
rather than lose a baby toe is bad for Mr. Johnson. In
this case, we might be tempted to say that Dr. Garcia
knows best. Even if she cannot make Mr. Johnson
do anything, she can try to persuade him to have the
toe amputated, confident in her assessment of what
is best for him.
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But is that really so clear? For who
is Dr. Garcia to say that Mr. John-
son is wrong to prefer death to living
without his baby toe? Perhaps, given
his view of life and the importance
of bodily integrity, dying with ten
toes is more important than living
with nine. If that is what Mr. John-
son thinks, are we still so sure that
Dr. Garcia knows what is best for her
patient?

I will not try to directly answer
these questions on behalf of Dr. Gar-
cia. Instead, I will develop a model
for understanding disagreements in
a clinical setting that illuminates the
different types of disagreement that
can take place between a health care
provider and her patients (or more
broadly, her patients’ families). In
doing so, I hope to give health care
providers some guidance in under-
standing their role in such situations.
More specifically, I aim to offer in-
sight into what clinicians can and
cannot plausibly be said to know
about what is best for their patients,
particularly in cases of disagreement.

I do so by developing a taxonomy
of clinical disagreements. 1 maintain
that this taxonomy helps us to see
that health care providers can legiti-
mately lay claim to knowing what is
best for their patients in many cases.
It reveals that, in some cases, clini-
cians can lay claim to having special
expertise regarding treatment op-
tions, while in other cases, they can
lay claim to knowing what is best for
their patients, even if they cannot do
so in their role as clinicians.

The second point depends on
distinguishing between the idea that
clinicians often do not have special
expertise regarding what is best for
their patients, and the idea that they
do not know (or are unlikely to know)
what is best. These ideas are not the
same. Moreover, we cannot infer the
second from the first, for reasons I
discuss below. Keeping these two
ideas distinct can help someone like
Dr. Garcia decide how to proceed in a
case like that involving Mr. Johnson.

But beyond the inherent interest
and, I hope, helpfulness in providing
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a taxonomy of clinical disagreements,
this paper has a subsidiary aim: to
combat a kind of skepticism about
the role of the clinician in determin-
ing patient care that can be found in
the work of Robert M. Veatch. Over
the past ten years, culminating in
his latest book, Patient, Heal Thyself:
How the New Medicine Puts the Pa-
tient in Charge,* Veatch has argued
that the model of the physician as
someone who, in a clinical setting,
“knows best” is mistaken.” Rather,
Veatch maintains, “the new medi-
cine” will make the “patient . . . the
dominant or primary decision maker,
leaving the physician in a much more
derivative or secondary role.”

Veatch gives two reasons why this
is so. First, other things being equal,
competent patients have the right to
make decisions about their own care.
This is an uncontroversial and com-
monly accepted idea. What interests
me, and what my taxonomy directly
addresses, is Veatch’s second reason.”
According to Veatch, every clini-
cal decision involves making a value
Judgment concerning what is best for
the patient.® But in almost all cases,
claims Veatch, clinicians cannot le-
gitimately lay claim to knowing what
is best for their patient. As Veatch
puts it, “The new medicine rejects
the old slogan, ‘Doctor knows best.’
It will turn to others to make virtually
all the critical choices.” The upshot,
for Veatch, is that in almost all cases,
a clinician must defer to her patient’s
conception of his own best interests.

My subsidiary aim, then, is to
show that Veatch’s conception of
what clinicians can—or, more pre-
cisely, cannot—know about their
patients’ well-being is overly skeptical
and would have us unduly limit the
role of the clinician in determining
treatment. I do not dispute Veatch’s
idea that all clinical decision-making
regarding treatment options involves
making value judgments at some
point. Rather, my claim is that even
if this is right, there are still many
cases where clinicians can legitimate-
ly lay claim to knowing what is best
for their patients and so, within the

constraints demanded by the need
to respect patients autonomy, may
guide treatment decisions.

I want to start by laying out three
scenarios that will serve as the raw
material for my taxonomy. We al-
ready have the case of Dr. Garcia
and Mr. Johnson on board; I want to
use some variations on it to present
the kinds of disagreements I am in-
terested in. Although these scenarios
revolve around disputes concerning
what to do about Mr. Johnson’s gan-
grene, the lessons I draw from them
can apply fairly straightforwardly to
disagreements in other kinds of cas-
es.!? In all three scenarios, Mr. John-
son refuses to have his toe amputated.
What separates them are his reasons
why.

In scenario one, Mr. Johnson re-
fuses treatment, citing his belief that
the recommended treatment—am-
putating his toe—will not save his
life. In fact, he thinks that he will get
better without any medical interven-
tion. In scenario two, the reason Mr.
Johnson gives for refusing treatment
is his belief that God will cure him
without any medical intervention.
And in scenario three, he refuses
treatment because he is deeply at-
tached to having an “intact” body,
which includes having ten toes. He
would rather die with ten toes than
live with nine.

All of these scenarios share a com-
petent patient who refuses the medi-
cally indicated treatment. Medically
speaking, these are clear-cut cases—
the treatment is likely to succeed in
returning Mr. Johnson to his normal
quality of life, while failure to treat
is likely to result in death. So we can
say with confidence that, medically
speaking (I say more about what I
mean by this below), Mr. Johnson is
making a bad decision in each case.
But since he is competent, he has the
right to make a bad decision. All clear
and, I hope, uncontroversial so far.

Ends versus Means

s I suggested above, these sce-
arios have important differ-
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ences. First, consider the difference
between scenarios one and two on
the one hand, and scenario three on
the other. In the first two scenarios,
Mr. Johnson and Dr. Garcia share
the same goal—a gangrene-free pa-
tient.!! What they disagree about are
the means to get there. Mr. Johnson
opts for something other than the
indicated treatment on the grounds
that the alternative will make him
gangrene-free. Dr. Garcia disagrees
with that judgment while sharing Mr.
Johnson’s goal: she believes that the
alternative treatments will not make
Mr. Johnson gangrene-free. The first
two scenarios, then, are cases of what
I will call means-end disagreement:
given a shared end (making the pa-
tient gangrene-free), a disagreement
crops up concerning how best to
achieve it.

The third scenario is different.
Here, we might imagine Mr. John-
son agreeing entirely with Dr. Gar-
cia about how best to rid himself of
gangrene. The disagreement arises
when we ask him if he wants to be
gangrene-free, but without his baby
toe: he says no. So what we have
in scenario three is a disagreement
about what goal we think Mr. John-
son should have. Mr. Johnson has
the goal—and thinks he should have
the goal—of dying of gangrene with
his baby toe intact, while Dr. Garcia
thinks Mr. Johnson should have the
goal of living gangrene-free without
his baby toe. The third scenario, then,
is a case of end disagreement: Dr. Gar-
cia and Mr. Johnson disagree about
what Mr. Johnson should be aiming
for. So when a clinician finds herself
with a patient who disagrees with a
proposed course of action, she can
ask whether she is dealing with a dis-
pute about ends or one about means.

While the distinction between
means-end disagreements and end
disagreements is quite simple, apply-
ing it in particular cases might not
be. This is because end disagreements
can masquerade as means-end dis-
agreements. Consider a patient with
body integrity identity disorder who

wants her doctor to surgically remove
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her leg on the grounds that she is a
legless person trapped in a legged
person’s body. The physician might
say, “I just want you to be as healthy
as you can be—physically and psy-
chologically.” The patient might
respond, “I couldn’t agree more, doc-
tor. We want the same thing.” And in
some sense they do. What they dis-
agree about is how to get there: losing
a leg (the patient’s preferred method)
versus treatment to get over the desire
to lose one’s legs (the physician’s pre-
ferred method). As such, this might
seem to be a straightforward example
of a means-end disagreement. But

sure thing. But the evidence shows
that you're simply wrong to maintain
that this treatment is ineffective.”
We could imagine providing precise
statistics to back this claim up. More-
over, a clinician could explain why
this treatment is effective. She could
give what we might call the medical
reasoning that explains the treatment’s
efficacy. Medical reasoning is, sim-
ply, reasoning in light of the stock of
knowledge that constitutes modern
biomedicine: physiology, pharmacol-
ogy, anatomy, pathology, and so on.
In the case of many effective medical
treatments, we have not only out-

When confronted with a patient who refuses

treatment, the first thing a clinician can try to

determine is whether the dispute is about the best

means to a shared end or about what end should be

pursued in the first place.

I am inclined to say that it is not a
means-end disagreement at all. The
disagreement is about what constitutes
physical and psychological health;
“health” means something very dif-
ferent to each of them. So what looks
like a means-end disagreement is re-
ally a disagreement about ends.'?

Medically Assessable versus
Nonmedically Assessable

Contrasting the first scenario with
the third develops another dis-
tinction for understanding clinical
disagreements. The contrast I am
interested in has to do with whether
the dispute in question is medically
assessable. What does this mean?
Imagine what a clinician might
say to the patient in the first scenario
who thinks that amputation is inef-
fective when it comes to treating the
disease. Here, at least, is what I would
say: “You claim that the medically in-
dicated treatment is ineffective. But
there is plenty of empirical evidence
that this treatment is very effective.
Of course, that doesnt make it a

comes studies that substantiate the
treatments’ efficacy, but we also have
a massive theoretical apparatus that
explains why these treatments, and
not others, are effective. This puts us
in a very strong argumentative posi-
tion. Of course, we might not con-
vince Mr. Johnson. But we know
that we stand on very firm medical
ground when we say that amputation
is the right course of action given his
goal. In short, we have, in this case,
a medically assessable disagreement:
the issue at hand can, in principle,
be resolved by appeal to medical
resources.

Now consider the third scenario,
in which the dispute is about ends. I
suspect that, absent special circum-
stances, we all think Mr. Johnson’s
decision to die fairly soon with his
baby toe rather than live much longer
without it is a bad decision. But what
would we say to him? Here is what
we would 7ot say: “I understand that
you think the right thing to do here
is to refuse treatment on the grounds
that it is better, in your view, to live a
short life with your baby toe than a
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longer life without it. But it turns out
there is ample empirical evidence that
this is not true—studies show that,
other things being equal, it is better
to live longer without your baby toe.”
The problem is not just that there
are, in fact, no studies that answer the
question, nor that there is currently
no mode of medical reasoning that
shows that the patient’s goal is the
wrong one. The point is that there
could be no such studies or mode
of medical reasoning: the dispute
here turns on an issue that cannot be
settled by appeal to medical findings.
This is because the dispute concerns
the value of the patient’s goal. We
want to say that valuing having all ten
toes so much is wrong. Mr. Johnson
disagrees. No empirical findings can
settle this question, since empirical
investigation cannot directly discover
what matters in life.

expertise in this matter: unlike with
the dispute in the first scenario,
they have no distinct ownership of
the problem in virtue of being doc-
tors, nurses, or researchers. There
are no distinctly medical methods
for settling this question, and there
could not be: what is at issue in sce-
nario three is beyond the purview of
medicine and science. Scenario three,
then, is an example of a nonmedically
assessable disagreement.

Degrees of Medical
Assessability

It is worth pausing for a moment to
see that the space of medically as-
sessable disputes is much larger than
it might first appear. For what makes
something a medically assessable dis-
agreement is whether the dispute can
in principle be settled by medical sci-

Once the patient has fixed her end, the physician

can often lay claim to knowing what is best for

the patient whose medical problems stand

in the way of her achieving it.

Of course, empirical investigation
might tell us that given what matters
to us, we should pursue x and avoid
y, perhaps because x promotes health
while y is poisonous. In this kind of
case, we can say that empirical find-
ings indirectly discover what matters
in life. They can furnish an answer
to the questions “What matters in
life?” or “What is valuable?” only on
the assumption that we have some
prior specification of what matters.
But without that prior specification,
empirical findings alone cannot tell
us what matters in life.'* There is also
no mode of medical reasoning that
will resolve the question, since the
resources required to answer such a
question extend well beyond (indeed,
perhaps do not even make contact
with) the realm of modern medi-
cine—they are squarely within the
purview of moral philosophy.

In their role as medical profession-
als, then, clinicians have no special
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ence. And this means that medically
assessable disagreements will include
cases where we have only partial med-
ical knowledge.

Consider a variation on the first
scenario. Mr. Johnson not only has
ill-formed views about the dangers
and efficacy of amputation, but he
also believes that some other form
of treatment, which is not medically
indicated, is more effective: he wants
to pursue a “natural” method of treat-
ment for his gangrene. What might
we say to him? Notice that we cannot
say just what we have said to the per-
son who simply denies the efficacy of
amputation. Mr. Johnson now has an
additional belief—namely, that some
other, “natural” treatment will work.
The problem is that a study show-
ing the ineffectiveness of a “natural”
gangrene cure is unlikely to exist
because “natural” gangrene cures are
not used. So we would not be able
to say, “There is plenty of empirical

evidence, in the form of research
studies, showing that the natural
mode of treatment you want to pur-
sue does not cure gangrene.”
Nonetheless, the dispute between
the medical team and the patient re-
mains a dispute about a purely em-
pirical matter. Even if there are no
studies that have taken up the ques-
tion of whether a particular “natural”
mode of treatment—say, a diet of
uncooked vegetables—is effective for
gangrene, the hypothesis would be, in
principle, testable. Studies could settle
the matter. And furthermore, even
though the studies do not exist, we
are not at an impasse! For there is still
ample empirical evidence that this
“treatment” will not work: given what
we know about the human body and
vegetables, we can show, via a process
of medical reasoning, that it would
not work. So our dispute, while not
medically assessable by pointing to
particular studies, is nonetheless as-
sessable on medical grounds.” The
point is not that we will be able to
convince Mr. Johnson of the foolish-
ness of the alternative treatment—we
might not. The point is that we are
still squarely within the realm of a
medically assessable disagreement,
even if we cannot muster the same
argumentative resources as we can in
the case of the person who simply de-
nies the effectiveness of amputation.
Now consider scenario two, where
Mr. Johnson refuses treatment on the
grounds that God will cure him. In
this case, we cannot appeal to medical
reasoning to bolster our conviction
that Mr. Johnson is wrong. Why?
Because God is not a part of medi-
cal ontology. Medicine does not deny
the existence of God nor the efficacy
of God in treating the sick. Rather,
medicine has nothing to say about it:
medical ontology trades in proteins,
enzymes, sugars, cells, and so on. No
mode of medical reasoning can ap-
peal to God’s curative properties and
remain an example of medical reason-
ing (it is, perhaps, medico-theological
reasoning!). A physician cannot lay
claim to special expertise in the case
of a treatment that depends for its
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Table 1.

Medically assessable disagreement

Nonmedically assessable disagreement

Means-end disagreement

Scenario one (rejects amputation because
it doesn't work), scenario two (rejects
amputation because “God saves!”)

Scenario two (rejects amputation
because “God saves me!”)

End disagreement

Scenario three (rejects amputation because
of a desire to keep the body intact)

(supposed) efficacy on agents that are
not a part of the medical ontology at
all.

As such, we might think that sce-
nario two is an example of a non-
medically assessable disagreement.
But that is not right. Even if we ad-
mit that the proposed treatment in
this case is outside the scope of medi-
cal reasoning, we might nonetheless
think it is empirically assessable. And
here everything turns on how we un-
derstand Mr. Johnson’s claim. Sup-
pose his claim is something like the
following: “God generally cures peo-
ple with my kind of gangrene with-
out amputation. Therefore, there’s a
very good chance he’ll cure me.” Lets
call this the “God saves!” reading of
scenario two. If this is the claim, then
even leaving aside the point about
medical ontology, we have an em-
pirically assessable claim: the patient
is positing some kind of law-like
relationship between having gan-
grene and being cured by God. And
now we can bracket questions about
how such a cure is supposed to take
place and focus on the outcome—is
it true that, in general, people with
advanced gangrene are cured without
amputation? If the answer is “no,”
then it follows that they are not cured
by God (since they are not cured at
all). When someone claims a law-like
relationship between treatment y and
outcome x, we have an empirically
assessable dispute, since we can test
whether x generally follows from vy,
no matter how farfetched y seems to
be. While the dispute is not medically
assessable via medical reasoning, it is
still medically assessable via empirical
testing.
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The upshot is this: within the class
of medically assessable disputes, there
are varying kinds of medical assess-
ability. There are disputes that are
medically assessable via both medi-
cal reasoning and empirical testing,
and there are disputes that are medi-
cally assessable via either medical rea-
soning or empirical testing, but not
both.'® The absence of either empiri-
cal evidence through testing or a line
of medical reasoning concerning a
course of treatment does not neces-
sarily make disputes about that treat-
ment nonmedically assessable.

Combining the Distinctions

ith this understanding of the

distinction between medically
assessable disagreements and non-
medically assessable disagreements
in hand, we can now combine this
distinction with the distinction be-
tween means-end disagreements and
end disagreements. What we have so
far fills out two of the quadrants in a
two-by-two matrix (Table 1).

In the upper left quadrant are
medically assessable means-end dis-
agreements, and in the lower right
are nonmedically assessable disagree-
ments about ends. The lower left
quadrant—the medically assessable,
end disagreement quadrant—is emp-
ty, reflecting the conclusion that there
is no such thing as a (directly) medi-
cally assessable disagreement about
ends. Disagreements about ends are
disagreements about what matters or
what is valuable, and those claims are
not medically assessable. But what
about the upper right quadrant—
the space for clinical disputes about

how best to achieve a shared end, but
where the conflicting claims are not
medically assessable? None of the sce-
narios so far discussed fall into this
quadrant.

Consider scenario two again.
But now suppose that Mr. Johnson
is not claiming that God generally
cures gangrene patients. Suppose all
he is claiming is that God will cure
his gangrene. Lets call this the “God
saves me!” reading of scenario two.
There is a sense in which this dispute
is medically assessable: we can wait to
see if the patient dies. If he does, we
know that he was wrong."” So experi-
ence will, in all likelihood, tell us who
was right. But this is not helpful to
Mzr. Johnson or Dr. Garcia. In fact,
there is in principle no way to em-
pirically resolve the dispute in a way
that is helpful to anybody. Not only
do we lack a mode of medical reason-
ing that might convince Mr. Johnson
he is wrong—he does not share our
medical ontology—but we also lack,
and must necessarily lack, any data
that can convincingly show him he
is wrong. We might say, “Look: all
these other people also thought God
would cure them, and now theyre
dead. What's the difference between
them and you?”"® But inasmuch as he
is convinced that God will save Ahim,
such reasoning will not resolve the
matter. Our strategy of trying to show
Mzr. Johnson that there is no relevant
difference between his case and oth-
ers only suggests that he is looking at
things the wrong way. If that is right,
then we have an example of a means-
end disagreement that is also a non-
medically assessable disagreement.
The dispute is about the means to a
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shared end, but the dispute (God’s
curing this particular patient) is not
medically assessable.

Health Care Providers’ Limits

Ithink this way of looking at things
is inherently interesting and, for
reasons that will become clear below,
possibly helpful to health care pro-
viders like Dr. Garcia. But as I men-
tioned at the start, the taxonomy also
puts us in position to assess Veatch’s
views about the role of the health care
provider in determining what is best
for her patients. Recall that the idea
we are interested in here is that the
role of the physician in twenty-first
century medicine is severely limited
by the health care provider’s lack of
knowledge concerning her patients’
well-being. Here’s how Veatch ex-
plains the situation:

It is increasingly clear . . . that
there is a huge difference between
being medically well-off and be-
ing well-off considering all spheres
of life. If the physician’s task is to
focus on maximizing the patient’s
medical well-being, he or she must
realize that rational patients usu-
ally do not want their medical
well-being literally maximized (at
least if that comes at the price of
sacrificing goods in other spheres

of life). . ..

This poses an enormous problem
for the medical professional role."

Why does this pose an “enor-
mous” problem? Veatch here skewers
the physician on the horns of a dilem-
ma. If the physician’s end is only the
(maximal) medical well-being of her
patient, then she is not in a position
to determine what is best for her pa-
tient, since “what is best” will include
factors that go well beyond medical
well-being.”® But if the physician’s
role is to treat “total well-being”—
which encompasses more than mere-
ly medical well-being—then, insofar
as she makes judgments about what
is best for her patients, she becomes
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“imperialistic.”" This is because phy-
sicians “are really not equipped to
promote our spiritual, legal, aesthet-
ic, financial, or mental well-being.”*
Veatch’s suggestion is that on a more
expansive conception of well-being,
physicians cannot lay claim to know-
ing what is best for their patients.

But according to Veatch, even
if we limit ourselves to questions of
medical well-being, physicians cannot
lay claim to knowing what is best.
Why? Because there are a myriad of
medical goods that physicians are in
no position to know how to weigh or
trade off against each other:

By the mid-twentieth century,
the typical physician had a rather
simplistic view about the nature
of medical good for his (or occa-
sionally her) patients. The medi-
cal good was increasingly equated
with preserving life. We had dis-
covered antibiotics, we were ag-
gressively pursuing polio, and we
were still focused on acute illness
that threatened life. The goal was
to preserve life as long as possible.
... Patients, however, had a much
more complex view about the
medical good (as did physicians of
earlier centuries). They sometimes
were committed to preserving life,
but also desired cure of disease, re-
lief of suffering, and, increasingly,
promotion of continued good

health.?

As the century progressed, claims
Veatch, and physicians and patients
were confronted with cases like that
involving Karen Ann Quinlan, “lay
people realized that even within the
medical sphere, there were many dis-
parate goals that one could choose to
pursue.”* Furthermore:

There was often conflict among
[these goals] and there was no defi-
nite method for balancing among
these competing claims when they
came into conflict. Relief of suffer-
ing might come at the expense of
preserving life; preserving health
might come at the expense of

increasing risks for certain pain
and suffering.”®

The upshot, once again, is that:

[The physician has no] special ex-
pertise in balancing among these
competing claims—even within
the medical sphere. Being an ex-
pert in medicine does not imply
one is an expert in the way the pa-
tient should trade off one medical
good against another.”®

Veatch’s conclusion, as given in the
title of one of his papers, is that in
many cases, “‘doctor does not know
best” when it comes to her patients’
well-being, medical or otherwise.?”

I agree that in many cases, and
for just the reasons Veatch identi-
fies, physicians cannot lay claim to
knowing what is best for their pa-
tients. Nonetheless, I think Veatch
overstates the degree to which this is
true, and he overstates the problem in
two ways, which map onto the two
distinctions set out in the taxonomy.
First, the distinction between means-
end disagreements and end disagree-
ments suggests that Veatch overstates
the degree to which clinicians, in
their role as clinicians, cannot deter-
mine what is best for their patients.
Carefully distinguishing between de-
cisions concerning means and those
concerning ends reveals that there
are numerous decisions where clini-
cians do know best. Second, the dis-
tinction between medically assessable
disagreements and nonmedically as-
sessable disagreements suggests that
what is relevant to the question of the
clinician’s role in many instances of
clinical decision-making is that they
have no special expertise as health
care providers to determine what is
best but not, as Veatch would have it,
that they are unlikely to know what is
best. That is, by eliding the ideas that
clinicians have no special expertise in
many matters and that they do not
know what is best in those matters,
Veatch erroneously concludes that
in many cases, clinicians lack knowl-
edge of what is best, when in fact all
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they lack is knowledge in their role as
medical experts.

Veatch maintains that in most cas-
es doctors cannot lay claim to know-
ing what is best for their patients,
even when dealing with medical well-
being alone. This surely is often right,
so long as the disputes we have in
mind are end disagreements. For here,
as we have seen, the dispute turns on
questions about what matters in life,
and, as Veatch rightly notes, physi-
cians have no special expertise con-
cerning this. But many disputes are
means-end disagreements, not end
disagreements. And with means-end
disagreements, physicians can often
lay claim to having special expertise
about what is best for their patients.
This is true whether we are work-
ing within the framework of medical
well-being or total well-being: once
the patient has fixed her end—wheth-
er it be the medical end of reducing
suffering or the nonmedical end of
playing the trumpet again—the phy-
sician can often, rather unproblem-
atically, lay claim to knowing what
is best for the patient whose medical
problems (a) stand in the way of the
patient achieving her end and (b) can
be alleviated using a fairly well-tested
method of treatment. Counter to Ve-
atch’s pessimism, then, there is still
substantial room for a twenty-first
century physician to determine what
is best for her patient, so long as that
determination takes place within the
context of a shared end.

This is consistent with Veatch’s
position  that clinical ~decision-
making always involves making
value judgments. Even means-end
disagreements involve making value
judgments. The point is only that
in these kinds of cases, the dispute is
not about those judgments. For in
means-end disagreements, there is
agreement on the question of ends,
and it is in setting ends, medical or
otherwise, that value judgments play
an ineliminable part. So Veatch is
right to claim that all clinical deci-
sion-making involves making value
judgments, but it does not follow
from that claim that doctors are in no
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better position than patients to make
health care decisions. The decision—
and the possible dispute that might
arise in the face of the decision—is
about the best means to a shared end.
And in these cases, the physician can
often lay claim to knowing what is
best.

However, the distinction between
medically assessable disagreements
and nonmedically assessable disagree-
ments shows that there 75 a limit to
clinicians’ expertise, even when we
have a dispute about the best means
to a shared end (in other words, a
means-ends disagreement). The dis-

who turns down amputation on the
grounds that God will save him, I am
sure most of us would confidently
say that we know that this is a bad
decision. Of course, a lot depends on
what we mean by “know” here—I
grant that we cannot have certainty
on this matter; but we almost never
mean that we are certain when we
say that we know something. I do
not want to get into messy issues in
epistemology. All I want to block is
the idea that with a nonmedically
assessable means-end disagreement,
the reason a physician like Dr. Gar-
cia should be less forceful in putting

If the dispute is over ends, the key insight is not that

the clinician should doubt her ability to know what

is best for the patient. Rather, what matters is that

she recognizes that her role as clinician gives her no

special expertise on the matter.

pute might be about the patient’s wish
to pursue a means that not only has
not received empirical scrutiny, but
could not receive such scrutiny. What
should we say about such cases? This
brings us to the second point above
and the importance of distinguishing
sharply, as Veatch does not, between
lacking expertise and lacking knowl-
edge. The right thing to say about
at least some cases where we have a
nonmedically assessable means-end
disagreement is that clinicians have
no special expertise. To return to the
“God saves me!” example, one’s train-
ing as a clinician does not put one in
a special position to pronounce on
whether God will save this patient—
that is a claim that is outside the space
of medical and empirical assessability.

But note that it does not follow
from the fact that clinicians have no
special expertise on such matters as
clinicians that they often do not know
what the right thing to do is. Indeed,
the “God saves me!” scenario nicely
illustrates that the clinician may in-
deed have that knowledge. Confront-
ed with a patient like Mr. Johnson

forward her view on what ought to be
done is because, unlike in a medically
assessable disagreement (which is, if
I am right, necessarily a means-end
disagreement), she does not know
what is best as a doctor. Therefore,
any opinion she expresses on how
to proceed in a nonmedically assess-
able means-end disagreement will
not carry any medical authority with
it. However, insofar as it is correct,
it will carry the authority of an ordi-
nary, sensible person who can see that
it is crazy not to get a toe amputated
on the grounds that God will cure
your gangrene.

Seeing this distinction—between
having no special expertise with re-
gards to some claim x and not know-
ing whether claim x is true/false—at
play in means-end disagreements al-
lows us to understand the kinds of
disputes Veatch is primarily interest-
ed in—namely, disagreements about
ends—differently. Although he does
not say so, Veatch’s analysis clearly
depends on the idea that in most
cases, doctors do not know which
ends are best for their patients. But as
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we have seen, the critical point is not
whether doctors know what is best
for their patients, but whether they
can lay claim to knowing what is best
as a doctor. We know that they of-
ten can lay claim to such knowledge
when it comes to medically assessable
means-end disagreements. We know
that they cannot when it comes to
nonmedically assessable means-end
disagreements. But this is all still per-
fectly consistent with them knowing
what is best for their patients. The
key point is that whatever clinicians
know about what a patient ought to
do in these kinds of disagreements,
they know not by virtue of their med-
ical expertise, but simply as normal,
psychologically healthy people.

But now we might ask: Why does
this matter, given that on either anal-
ysis the upshot seems to be that the
clinician should back off? Either she
does not know what is best at all, or
she does not know it as a clinician.
It matters for two reasons. First, by
sliding between the claims that phy-
sicians do not know what is best for
their patients and that they do not
know what is best for their patients
as doctors, Veatchs analysis invites
an overly skeptical attitude regard-
ing health care providers’ ability to
make good judgments about what is
good for people. On Veatch’s analysis,
health care providers should have no
firm opinions concerning what is best
for their patients. They should also be
skeptical of their own assessments of
what is good for their patients. On
my analysis, health care providers
should resist Veatch’s form of skepti-
cism and hold firm (but not hubris-
tically or dogmatically so) to their
conceptions of their patients’ good,
while recognizing that in many cases
their confidence in what is best is not
rooted in their medical expertise.

There are practical implications of
seeing things this way. On Veatch’s
account, the physician is handcuffed
because she does not know how to
advise the patient to proceed. As
such, the best course of action, as
Veatch suggests, is to do one’s best
“to assist the patient in pursuing the
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patient’s understanding of the pa-
tient’s interests,” no matter how mis-
taken that understanding might be.”®
But on my way of seeing things, the
physician does not suffer from a lack
of knowledge (at least not as often as
Veatch would have us believe). She
merely lacks knowledge as a physi-
cian. And this presents a distinct
challenge for the physician: she lacks
authority as a health care provider to
impart the knowledge. This is a prob-
lem because the default assumption
for most patients, I imagine, is that
the advice health care providers offer
is offered in the role of medical ex-
pert. As such, the physician must be
careful to not take advantage of her
role as an authority on medical issues
when imparting advice or ideas con-
cerning matters beyond the purview
of medicine.

But keeping in mind that she of-
ten does know what is best for her
patients, various options are avail-
able to her, and not simply as some-
one who happens to know best, but
as someone who, while perhaps not
having any special expertise on the
matter under dispute, nonetheless has
a special responsibility to the patient
as a clinician. First, she could engage
the patient in a discussion about what
course to pursue in a way that care-
fully delineates between her roles
as someone who has a tremendous
amount of medical knowledge and
someone who is specially tasked to
look out for the patient’s well-being.”
She might also reach out to others
who are, perhaps, in a better position
to engage the patient in a substantive
conversation about what is best for
her—friends, family, social worker,
or priest, for example—in the hopes
they will bring the patient around to
a better course of action. It’s not obvi-
ous that either strategy is acceptable
on Veatch’s analysis.*

My point here is not that Veatch
is wrong to think that the physician’s
duty is no longer simply to act in her
patient’s best interests. The need to
respect patient autonomy even when
the patient is making a poor decision
is enough to show that Veatch is right

on this point. What I am trying to
show is that even before we raise issues
concerning patient autonomy, Veatch
paints too skeptical a picture of the
role of the clinician in disputes about
treatment. For the distinctions that I
have highlighted provide the clinician
with a model for how to conceive of
disputes they might find themselves a
part of, which, in turn, can help them
decide what to do beyond simply fol-
lowing the patient’s own conception
of what is best. When confronted
with a patient who refuses treatment,
the first thing a clinician can try to
determine is whether the dispute is
about the best means to a shared end
or about what end should be pursued
in the first place. To the extent that it
is the former, the clinician can now
ask whether the dispute is medically
assessable. To the extent that it is
medically assessable, and depending
on the precise nature of dispute, the
clinician can be confident that she
has expertise on how best to proceed.
Indeed, this is precisely part of what
it is to be a clinician: to know how
best to proceed in the face of various
maladies, given a certain, shared end.
In such cases, the clinician should not
be afraid to conceive of herself as an
expert who is in the best position to
determine the right thing to do.”!

In the face of nonmedically assess-
able disagreements, things are differ-
ent. Here, the key insight is not that
the health care provider should adopt
an attitude of skepticism toward her
own ability to know what is best for
the patient. Rather, what matters is
that she recognizes that the dispute
cannot be answered by medical sci-
ence alone and that she has no special
expertise on the matter. To be truth-
ful with her patients, the health care
provider must not conflate her posi-
tion as a medical authority with her
position as someone who has special
responsibilities for the patient’s well-
being and may very well know what
is best for him. In no case, however,
should skepticism about what is best
for the patient in the face of disagree-
ment be the default position of the
twenty-first century clinician.
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