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ABSTRACT
A lively topic of debate in decision theory over recent 
years concerns our understanding of the different risk 
attitudes exhibited by decision makers. There is ample 
evidence that risk-averse and risk-seeking behaviours 
are widespread, and a growing consensus that such 
behaviour is rationally permissible. In the context of 
clinical medicine, this matter is complicated by the fact 
that healthcare professionals must often make choices 
for the benefit of their patients, but the norms of rational 
choice are conventionally grounded in a decision maker’s 
own desires, beliefs and actions. The presence of both 
doctor and patient raises the question of whose risk 
attitude matters for the choice at hand and what to do 
when these diverge. Must doctors make risky choices 
when treating risk-seeking patients? Ought they to 
be risk averse in general when choosing on behalf 
of others? In this paper, I will argue that healthcare 
professionals ought to adopt a deferential approach, 
whereby it is the risk attitude of the patient that matters 
in medical decision making. I will show how familiar 
arguments for widely held anti-paternalistic views about 
medicine can be straightforwardly extended to include 
not only patients’ evaluations of possible health states, 
but also their attitudes to risk. However, I will also show 
that this deferential view needs further refinement: 
patients’ higher-order attitudes towards their risk 
attitudes must be considered in order to avoid some 
counterexamples and to accommodate different views 
about what sort of attitudes risk attitudes actually are.

INTRODUCTION
Healthcare professionals make choices on behalf of 
their patients on a daily basis. Many of these deci-
sions must be made while there is uncertainty about 
which outcomes will result from which options. 
For example, suppose a doctor is uncertain about 
whether their patient has examplitis or caseop-
athy. Examplitis is a mostly benign, asymptomatic 
condition. Caseopathy, meanwhile, is a severe and 
disabling disease. There is a treatment available that 
is effective in curing caseopathy, but not examplitis, 
and produces unpleasant side effects in all who take 
it.

There are two options, between which the doctor 
must choose: to give the treatment or to withhold 
it. There are two possible states of the world, about 
which they are uncertain: the patient has examplitis 
or they have caseopathy. Each option produces a 
particular outcome in each state of the world. If the 
patient has examplitis, then it would be better to 
withhold the treatment, since it will produce side 
effects without having any therapeutic benefit. If 
they have caseopathy, then it would be better to give 
the treatment, since the symptoms of the disease are 
worse than the side effects of the treatment. Since 
neither option is best in all possible states, whether 

the doctor should give the treatment depends on 
how likely the possible states are and how good 
or bad the possible outcomes are. For example, 
expected utility theory—the orthodox account of 
rational choice under uncertainty—recommends 
choosing the option whose possible outcomes have 
highest probability-weighted average utility. This 
approach provides the fundamental basis for the 
tools of medical decision analysis, such as decision 
trees, Markov models and the threshold approach 
to clinical choices.i 1–11 However, recent years have 
seen a growing number of theorists argue that 
rational choice depends on more than just the desir-
ability and likelihood of the outcomes, because an 
agent’s attitude to risk is also relevant. For example, 
a risk-averse individual may prefer to give rather 
than withhold the treatment, in part because it is 
the less risky option.

In the context of clinical medicine, this matter 
is complicated by a tension between the need for 
healthcare professionals to make choices for the 
benefit of their patients, and the fact that the norms 
of rational choice are conventionally grounded in 
the agent’s own desires and beliefs. The presence 
of both doctor and patient raises the question of 
whose risk attitude matters for the choice at hand. 
Must doctors make risky choices when treating 
risk-seeking patients? Ought they to be risk averse 
in general when choosing on behalf of others? In 
this paper, I will show how familiar arguments for 
widely held anti-paternalistic views about medicine 
can be extended to include not only patients’ eval-
uations of possible health states, but also their atti-
tudes to risk.

DEFERENCE TO PATIENT VALUES
When it comes to evaluating the different possible 
outcomes of a choice, it is widely agreed that it is 
the patient’s values that matter. While the doctor 
may play a crucial role in identifying and describing 
the relevant outcomes, they should defer to their 
patients’ evaluation of how desirable or undesirable 
these outcomes are. Call this the deference prin-
ciple. This idea has become widespread since the 
concepts and practices of informed consent emerged 
in the early to mid-20th century.12–15 Although this 
view is fairly uncontroversial, it will be instructive 
to consider its philosophical basis, as I will return to 
these arguments throughout this paper.

There are two main arguments for the primacy 
of patient values in medical decision making. The 
first stems from the idea of individual autonomy. In 
virtue of individuals’ right to autonomy, they should 

i For a critique of the application of expected utility 
theory to medicine.74
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be free to make decisions for themselves wherever possible. Even 
if a particular choice is to be made on behalf of a patient, rather 
than directly by them, decision makers can still demonstrate a 
respect for their autonomy by being guided by their values and 
preferences. This is why, for example, advance directives carry 
significant legal weight in choices concerning the care of indi-
viduals who lack the capacity to decide for themselves, even if 
the preferences expressed in such documents seem unwise or 
imprudent.16

The second argument for guiding choices by the values of 
patients stems from the principle of beneficence. This is the idea 
that healthcare professionals should promote the well-being, or 
best interests, of their patients. Consider two contrasting views 
on the relation between individual preferences and well-being. 
First, the ‘constitutive view’ states that a persons’ well-being 
consists in the satisfaction of their preferences.17–21 The more 
of their preferences that are satisfied, the better off they are, 
whatever particular preferences they happen to have. Second, 
the ‘evidential view’ states that what a person wants and what 
is good for them can come apart, but a person’s preferences still 
provide good evidence of what will promote their well-being, 
since they are in the best position to judge what will make them 
better or worse off.22 23 Exactly what well-being consists in is left 
open on this account, but preference satisfaction is taken to be a 
reliable guide to well-being nonetheless, because people gener-
ally prefer that which is good for them.ii On either the consti-
tutive or evidential view, there is a close connection between 
an agent’s well-being and the satisfaction of their preferences. 
Therefore, medical choices that aim to promote the well-being 
of a patient, as per the principle of beneficence, ought to be 
guided by that patient’s own preferences.iii

So, considerations of both autonomy and beneficence support 
deference to patients’ preferences over outcomes. However, it is not 
only patients’ evaluations of outcomes that are relevant to decision 
making under uncertainty; there is also their attitude to risk.

RISK ATTITUDES AND DEFERENCE
Consider a simple example of choice under uncertainty, in which 
the options differ in their degree of risk. Suppose an agent is 
offered a gamble on the toss of a fair coin. They will win £100 
if the coin lands heads, they will lose £100 if the coin lands 
tails, and they can choose to accept or reject the bet. Given that 
the probability of either outcome is 0.5, the expected mone-
tary value of accepting the bet is EV(accept)=0.5 (£100)+0.5 
(–£100)=£0. The expected value of rejecting the bet is also 
£0. Although these options have the same expected value, they 
differ in the degree of spread or variance in the values of their 
possible outcomes. Accepting the bet is the riskier option: the 
agent stands to win more if the bet comes in, but will lose more 
if not. If the agent prefers the option with the less spread out 
possible outcomes, they are said to be risk averse. If they prefer 
the option with the more spread out possible outcomes, they are 
said to be risk seeking. In this example, the agent may be risk 
averse, risk seeking or risk neutral with respect to money. But 
agents can have risk attitudes with respect to any other goods, 

ii For a critical discussion of this view.75

iii An additional reason to think that choices guided by patient 
values are beneficial is that they may further promote good clin-
ical outcomes by, for example, strengthening the doctor-patient 
relationship, reinforcing trust, improving adherence to treatment 
regimes, and making patients feel listened to and empowered.

or indeed towards their all-things-considered evaluations of 
outcomes.

Note that this description of risk attitudes is stated only in 
terms of the resultant preferences, but there is ongoing debate 
about exactly what sort of attitude risk attitudes are, and how 
to model these in theories of rational choice (see Thoma24 for 
a helpful overview). I will remain neutral on these contentious 
matters here, as I intend for the arguments herein to apply to 
different conceptions and formal representations of risk atti-
tudes. The central feature of risk attitudes that matters for 
current purposes is that they are an additional factor, over and 
above the values of outcomes and the probabilities of states of 
the world, that contribute to an agent’s preferences, making 
them sensitive to the ‘probability distribution of psychological 
values around their mean’ (p. 10).25

In the treatment choice above, about examplitis and caseop-
athy, withholding the treatment has the best possible outcome (no 
side effects and no symptoms) and the worst possible outcome 
(no side effects and severe symptoms). In contrast, giving the 
treatment will definitely give rise to an outcome (side effects 
and no symptoms) that is neither as good as the best possible 
outcome, nor as bad as the worst. Thus, withholding the treat-
ment is riskier than giving the treatment, in the sense that the 
possible values of the outcomes are more spread out.

There is a wealth of empirical research demonstrating that 
individual decision makers deviate from risk neutrality in much 
of their conduct.26–32 Moreover, there is ample evidence that 
individuals exhibit a range of risk attitudes when making choices 
specifically about their health and medical treatment.33–39 This is 
typically identified as a problem for certain ways of measuring 
the utility of health states, such as the standard gamble tech-
nique, rather than as a challenge for making decisions that 
reflect a patient’s preferences.35 40–43 Some have suggested that 
patients’ risk attitudes should affect choices about their medical 
care, but stop short of providing a systematic argument for this 
view.36 39 44 45 In contrast to this suggestion, numerous studies 
have shown that doctors’ own risk attitudes, rather than those of 
their patients, affect the clinical decisions they make.46–48 Mean-
while, in a parallel body of emerging literature about making 
risky decisions on behalf of others, which is not specific to 
medical contexts, philosophers adopt a range of positions about 
what risk attitude ought to be adopted.24 49–56

This poses a challenge to the simple model of medical deci-
sion making presented above: we must now determine what 
risk attitude should be adopted when making medical decisions 
under uncertainty. To meet this challenge, we might return to the 
deference principle and its justifications. This principle, whether 
justified by reference to autonomy or beneficence, states that 
when healthcare professionals make choices for their patients, 
they should be guided by what those patients value. But, as the 
literature on risk attitudes suggests, it is not only outcomes that 
patients care about; they also have preferences that are sensitive 
to the risk involved in the options under consideration. So, if 
we want medical choices to be guided by patients’ values and 
preferences, we might also need to think about what risks they 
would and would not want to take.

Recall the two types of justification for deference. The idea 
behind the autonomy justification was that, even when a patient 
is not making a decision for themself, healthcare professionals 
can still exercise respect for their right to autonomy by trying to 
approximate the decisions that the patient would make. And, as 
should now be clear, patients’ risk attitudes are a key factor in 
determining the choices that they make. So, if we are to approx-
imate the choices that a patient would make, we will have to 
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defer to their risk attitude, as well as their evaluations of the 
possible outcomes.

The beneficence justification emphasised the close link 
between individuals’ preferences and their well-being. The 
extent to which one’s preferences are satisfied is taken to be 
good evidence for, or constitutive of, one’s level of well-being. 
Again, patients have preferences over the risks that they are 
exposed to and there seems to be no reason to treat these differ-
ently from their preferences over the possible outcomes of their 
choices. Simply put, the fact that an individual prefers to receive 
less risky options either makes it the case, or makes it highly 
likely, that it will be good for them to receive less risky options.

An important caveat to note at this point is that some risk 
attitudes give rise to particular patterns of preference that are 
considered to be irrational by many people.57 This raises two 
further questions. First, are these patterns of preference indeed 
irrational? Second, if so, ought we to defer to an individual’s 
preferences when making choices on their behalf, if those prefer-
ences are irrational? The former question is a highly contentious 
issue in decision theory57–60 and I will not weight in on it here. 
With respect to the second question, it is generally accepted that 
individuals have the right to make healthcare choices for them-
selves that others consider unwise or irrational.61 62 However, 
establishing whether this should be extended to contexts in 
which the decision is being made on behalf of the individual 
concerned, rather than directly by them, will require arguments 
beyond those considered in this paper. One may conclude that 
healthcare professionals ought to defer to such preferences 
either if one considers them to be rational, or one considers 
certain irrational preferences to have the requisite connection to 
autonomy or well-being, but I do not claim to have established 
either of these points here.

Of course, there also remains the challenge of finding out 
what risk attitudes patients actually have. However, there exist 
an array of methods for measuring risk attitudes across various 
other professional domains, including financial planning,63 
management consultancy64 and public policy,65 so there is good 
reason to think that something like this should be possible in 
healthcare.66

So it seems clear that if we are going to adopt a deferential 
approach with respect to evaluations of outcomes, which we 
are well justified in doing, then we ought to adopt a deferential 
approach with respect to risk attitudes as well. The arguments 
that support the former can be straightforwardly extended to 
support the latter. However, this is not the end of the story just 
yet. There is a need for a further refinement to the deference 
principle.

REFINING THE DEFERENCE PRINCIPLE
The need to refine this approach further can be highlighted by 
considering two possible objections to the reasoning presented 
in the previous section. First, some have argued that risk atti-
tudes do not reflect agents’ values or desires in the way that 
their preferences over outcomes do. For example, Buchak’s 
‘risk-weighted expected utility theory’ models agents with a 
probability function, a utility function and a risk function. Their 
probability function is taken to represent their belief-like atti-
tudes, which describe how they think the world is. Their utility 
function is taken to represent their desire-like attitudes, which 
describe how they want the world to be. But, according to 
Buchak, risk attitudes are neither an attempt to describe how the 
world is, nor how one wants the world to be. The risk function, 
therefore, is taken to represent something that is neither a desire 

nor a belief, but a purely instrumental feature of one’s decision 
making. A property of the way in which one organises one’s 
means to achieve one’s ends.iv

This interpretation of risk attitudes poses a challenge to the 
deferential approach presented above: if risk attitudes are not 
a particular kind of desire or value, then why should health-
care professionals defer to them in they way that they ought to 
defer to patients’ values? Perhaps risk attitudes are like other 
features of individuals’ decision making that we do not expect 
healthcare professionals to defer to. For example, some people 
make decisions quickly and resolutely, while others agonise and 
vacillate over them. Some people make choices by writing a 
list of pros and cons, while others go on gut instinct. These 
are clearly features of the ways in which different people make 
choices, but they are not the sort of thing that we ought to 
expect healthcare professionals to emulate when making 
choices for their patients. If risk attitudes are more like these 
sorts of properties, then we should not extend the deference 
principle to include them.

A second objection to extending the deference principle 
to include risk attitudes is that it is open to some troubling 
counterexamples. Consider two different individuals: the 
first always makes risk-averse health choices, but dislikes this 
feature of their behaviour, because they recognise that they are 
never willing to take the risks that are required in order to 
secure certain benefits. They always prefer to play it safe when 
a choice presents itself, but they wish that they were different. 
The second is a habitual risk-seeker who likes gambling and 
other risky activities, but does not endorse this feature of their 
personality. They consistently opt for riskier options across 
a range of contexts, including healthcare, but would prefer 
to have different preferences. One views themself as overly 
cautious, the other views themself as foolhardy, but these traits 
are persistent features of their personalities nonetheless. Both 
of these individuals have distinctive risk attitudes, but it would 
seem deeply mistaken to claim that healthcare professionals 
ought to defer to these risk attitudes when making medical 
choices on their behalf.

These counterexamples hint at what is wrong with simply 
deferring to patients’ risk attitudes and how this problem might 
be avoided. What matters in these cases is not that the choice 
that would be made by deferring to the patients’ risk attitudes 
would be bad simpliciter. What matters is that they would be 
bad choices by the lights of the patient concerned. When making 
choices on behalf of another, we should not simply try to make 
the choices that they would make, because they may not want 
choices to be made in this way. It is not just the desires that 
happen to rise up in them that matter, nor the ways they happen 
to go about making choices, but rather the desires that individ-
uals endorse within themselves on reflection. In other words, 
we ought to consider individuals’ higher-order attitudes towards 
their preferences. Not simply what they want, but what they 
want themselves to want.

Making choices on the basis of patients’ higher-order desires 
avoids the counterintuitive conclusion that we ought to defer 
to the risk attitudes of the two individuals in the examples 
above. This is because those individuals themselves to do not 
endorse the risk attitudes they exhibit. Moreover, this shift will 
also provide a way around the first objection to the deference 

iv For a critique of this view of risk attitudes.60
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principle. Even if risk attitudes are not a kind of desire, individ-
uals can still have desires about them. So, paying proper atten-
tion to what a person wants—including, crucially, their desires 
about their risk attitudes—may determine how risky choices 
ought to be made on their behalf.

In addition to resolving the aforementioned objections, this 
amendment to the deferential approach is also supported by the 
principles of autonomy and beneficence that motivated defer-
ence in the first place. Take autonomy. Numerous philosophers 
have argued that the notion of autonomy that is morally rele-
vant is not simply the ability to act in accordance with whatever 
first-order desires one happens to have. Rather, it is the ability 
to reflect on one’s evaluative attitudes and to choose courses of 
action on the basis of those desires that one endorses, or identi-
fies with.67–71 That is to say, the desires that one desires to have. 
Dworkin, for example, states that,

autonomy is conceived of as a second-order capacity of persons to 
reflect critically upon their first-order preferences, desires, wishes, 
and so forth and the capacity to accept or attempt to change these 
in light of high-order preferences and values (p. 20).67

On this view, respecting a patient’s right to autonomy requires 
that healthcare professionals’ choices are guided by patients’ 
attitudes that are aligned with their higher-order desires. And, 
as noted above, this includes the risk attitudes that an indi-
vidual endorses, identifies with, or desires to have, so this way 
of thinking about autonomy supports this refined deferential 
approach.

Now, consider the justification for deference from the principle 
of beneficence. The way in which this consideration supports 
deference depends on whether the satisfaction of an individu-
al’s preferences is understood as evidence for, or constitutive of, 
their well-being. Take the evidential view first. The idea here 
is that people are good judges of what is in their best interests, 
so their preferences tend to be a reliable guide to what is good 
for them. However, first-order desires are not always based on 
people’s insights into their own well-being. On the other hand, 
when somebody critically appraises their first-order desires and 
comes to a judgement about whether they want to hold them 
or not, they are actively drawing on their self-knowledge and 
epistemically privileged perspective on matters concerning 
their interests, which strengthens the evidential link between 
their preferences and their well-being. Of course, there may be 
cases in which the desires that one desires to have are imperfect 
evidence of what is in one’s best interests. But the claim is not 
that a person’s higher-order desires provide infallible knowledge 
of what is good for them. Rather, the idea is that if we are going 
to take preferences as evidence of well-being, then those prefer-
ences that have been reflected on and endorsed seem to provide 
at least as reliable evidence as unreflective, first-order desires. 
If an individual’s attitude to risky choices is taken to provide 
evidence for what risks would be good or bad for them to take, 
then surely the risk attitudes that they desire to have on further 
reflection provide better evidence. Therefore, this view supports 
deference to the risk attitudes that patients reflectively endorse, 
rather than the risk attitudes that they happen to exhibit.

Next, the constitutive view. This says that well-being consists 
in having one’s preferences satisfied, so if an individual prefers 
a riskier option, then it is good for them to receive that risky 
option. A well-known problem with this view of the relation 
between desire and well-being is that it cannot make sense of 
cases in which it appears possible for an individual to desire 
something that is bad for them. Think, for example, of a smoker 

who is trying to quit but, at that moment, has the strong desire 
for a cigarette. It does not seem as though this person’s desires 
are aligned with their best interests. A standard response to this 
objection is that it is not the satisfaction of just any first-order 
desires that determines a person’s well-being, but rather those 
desires that they desire to have.v 72 73 Railton, for example, states 
that,

it does not do much to explain to myself or others the 
worthwhileness or point of what I have done with my life to say 
that I have simply acted upon whatever desire happened to be most 
urgent at the moment. […] The proposal I would make, then, is 
the following: an individual’s good consists in what he would want 
himself to want, or to pursue (p. 16).73

So, if healthcare professionals are to make choices in the best 
interests of their patients, they will need to consider their higher-
order attitudes. When it comes to risk attitudes, it is not simply 
the risk attitudes that an individual happens to have that are 
relevant for best interests decisions; it is the risk attitude that 
they would endorse within themself.

CONCLUSION
In summary, the main arguments that underlie widespread 
anti-paternalistic views about medical decision making can be 
straightforwardly extended to support a deferential approach 
to risk attitudes in medical choices under uncertainty. While it 
is generally accepted that healthcare professionals should defer 
to their patients’ views on the desirability of possible health 
outcomes, I have argued that they should also defer to their 
patients’ attitudes to risk. Crucially, however, it is not simple 
first-order values and risk attitudes that are relevant for medical 
decision making. Instead, it is the attitudes that individuals desire 
to have—the attitudes that they identify with or endorse within 
themselves—to which decision makers should defer. Whether 
deference in medical decision making is justified by consider-
ations of autonomy or beneficence, it should include the risk 
attitudes that a patient endorses.
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