
1. The Value of Autonomy and the
Psychiatric Context

Over the last thirty years, there has been a tran-
sition, in medical care, from a paternalistic model
toward a model based on respect for the individ-
ual’s autonomy.

The implementation of a model based on re-
spect for individual autonomy raises a number of

problems, virtually in all areas of medicine, and
psychiatry is one of the areas in which the most
acute problems arise.

The value of autonomy is universally recog-
nised (1) and normally protected by law in medical
care as well as in other contexts. However, it is
sometimes believed that we cannot demand respect
for autonomy in psychiatric health care, due to the
peculiar nature of psychopathology.

It is in fact believed that people with mental ill-
ness behave in certain ways, and have some disor-
ders because of their mental illness. They are driv-
en to act in certain ways by their mental condition.
Their mental illness is seen as the cause, the reason,
or the explanation of their behaviour, or of their dis-
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Özet
Son otuz yýl içinde týbbi bakýmda paternalistik (babaca)

modelden bireyin özerkliðine saygýya dayalý bir modele geçiþ
olmuþtur. Psikiyatride böyle bir modeli uygulamak, mental
hastalýklarýn bireylerin özerkliðini bozabileceðine
inanýldýðýndan, biraz tartýþmalýdýr. Bu nedenle bazý ülkel-
erde, ruhsal bozukluk tanýsý, zorla alýkoyma ve mental
hastalýk tedavisinin kriterlerinden birisi olarak kabul edilir.
Ben bireyde ruhsal bozukluk teþhisinin koyulmasýnýn istem
dýþý müdahaleyi (kýsmen bile olsa) meþrulaþtýramayacaðýný
ortaya koyacaðým. Bireyin bazý felsefi standartlara göre birey
olma kriterlerini yerine getirmiyor olmasý da böyle bir müda-
haleyi meþrulaþtýramaz. Diðer týp alanlarýnda özerkliðe ver-
ilen deðerin aynýsý psikiyatride de verilmelidir. Muhtelif se-
beplerden dolayý, psikiyatrik tedavi alanlara ayrýmcý ve ön
yargýlý yaklaþma isteði dýþýnda bütün bireylerin kompleks
týbbi kararlarýndan günlük hayattaki en basit iþlerine kadar
her türlü özerk tercih ve eylemlerine saygý gösterilmelidir.
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orders. For example, it is often claimed that people
“hear voices” because they suffer from paranoid
schizophrenia; or that they lose interest in life be-
cause they suffer from depression; or that they
gamble because they suffer from pathologic gam-
bling; or that they fear open spaces because they are
agoraphobic, and so on.

From these kinds of beliefs it is concluded that
people with mental illness do not genuinely want to
do what they do, and therefore that they lack au-
tonomy. For example, they gamble not because
they genuinely want to gamble, but because they
suffer from pathological gambling. It is their
pathology that drives them to gamble. Therefore
they are unable to make autonomous decisions
about their gambling. Probably on such grounds, in
some countries the diagnosis of mental illness or
mental disorder represents one of the criteria for the
legitimate coercive detention and treatment of the
mental disorder (2).

In what follows, I shall argue that autonomy
can and should be ascribed the same value in psy-
chiatry that is ascribed in other medical areas. In
fact the argument that mental illness compromises
people’s autonomy is logically fallacious, and
therefore indefensible. This does not imply that pa-
ternalism is always unethical. I shall explain when
paternalism may be a morally legitimate option (3).

2. The Argument that “Mental Illness”
Compromises Individual Autonomy is

Fallacious

Let us consider this case history. It is a brief
conversation between myself (S.), and B., an insti-
tutionalised woman who has been diagnosed as
paranoid schizophrenic.

B.: “This afternoon I had to wash my hair 10 ti-
mes”

S.: “Why?”

B.: “Because some voices commanded me to do
so”

If I say that B. has washed her hair 10 times be-
cause compelling voices commanded her to do so,
I am probably saying something meaningful. One
may wonder why B. is unable to resist these voic-
es, but there is nothing tautological in the statement
that B. has washed her hair 10 times because com-

pelling voices ordered her to do so. There is only a
missing premise. If we add that premise, the whole
argument sounds as follows:

1. Some voices commanded B. to wash her hair 10
times;

2. B. could not resist these commands (for some
reasons) (missing premise)

3. Therefore B. has washed her hair 10 times.

1, 2 and 3 properly answer the question: “Why
has B. washed her hair 10 times this afternoon?”.

1, 2 and 3 explain why B. has washed her hair
10 times this afternoon.

If I ask, however: “Why does B. hear voices?”,
what answer can I have? Many people would say:
because she has schizophrenia.

This is not a meaningful answer, but rather an
empty sentence. This sentence amounts to say: B.
hears voices because she hears voices. We should
understand why this is so.

Schizophrenia is a clinical term denoting a
wide spectrum of disorders (4). B. has been diag-
nosed as having paranoid schizophrenia because
she has some of these disorders (for example delu-
sions, intrusive thoughts, and others). When I say
that B. is a paranoid schizophrenic, all I mean is
that B. suffers from these disorders. I do not know
why she suffers from these disorders. I only know
that she suffers from these disorders. I say that she
is schizophrenic because I can see that she has these
disorders, not because I can explain them. I say that
she is schizophrenic (=that she suffers from delu-
sions, intrusive thoughts, ideas of reference, etc.),
but I can give no explanation of why she is schizo-
phrenic (=why she suffers from delusions, intrusive
thoughts, ideas of reference, etc.).

In other words, the term schizophrenia sum-
marises, in a single word, a number of disorders,
and says nothing about the cause of these disorders.
Thus the diagnosis has descriptive value, not ex-
plicative value.

Of course the psychiatric diagnosis also has an
important predictive value (5). If I am told that B.
has paranoid schizophrenia, I shall not be surprised
when she tells me that “voices” commanded her to
wash her hair, and I will probably be able to predict,
at least approximately, what is going to happen to
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her at some point. However good I may be in pre-
dicting her behaviour, though (what may be mis-
taken for the ability to explain it) I am still unable
to provide the reasons for her disorders. I will have
to say that B. is (classified as) “schizophrenic” be-
cause she has a certain pattern of disorders. I do not
know why she has these disorders, and that is the
only truth.

We may outline the argument as follows:

Paranoid schizophrenia=(a term that) refers
to/summarises a number of disorders (delusions, in-
trusive thoughts, etc.)

Proper definiton

Question (1): Why has B. been diagnosed with
schizophrenia?

(or: “Why is B. - called - schizophrenic?”)

Answer (1): Because B. has the following dis-
orders: delusions, etc.

Proper answer, logically correct

Question (2): Why B. has the following disor-
ders?

(or: Why does B. hear voices?”)

Answer (2): I do not know

Proper and true answer

Answer (3): Because B. suffers from schizo-
phrenia

Tautological answer

=to say:

B. has the following disorders, delusions etc.,
because B. has the following disorders, delusions
etc. (schizophrenia in fact means having the fol-
lowing disorders, delusions etc.)

Answer (3) is clearly an improper, tautological
statement (6).

This kind of logical error is often made in psy-
chiatry. Here, there is the tendency to believe that,
once we give a name to a phenomenon, then
(miraculously), this name provides an explanation
of such a phenomenon.

Let us make some other examples, to make
sure that the argument is fully understandable.

It is often argued that people fear open spaces
because they are agoraphobic. However, being ago-

raphobic means fearing open space. Then, if I say:
“I fear open space because I am agoraphobic” (=I
fear open space)? my statement is empty.

The same thing holds or gambling: suffering
from pathological gambling means being unable to
control one’s desire to gamble. Is it not a tautology
to say: “I cannot control my gambling because I
suffer from pathological gambling” (=uncontrol-
lable gambling)?

However often these arguments occur in psy-
chiatry, they are still logically fallacious. The num-
ber of times in which they are used does not modi-
fy their tautological nature.

Acknowledging that in the majority of cases
the diagnosis of mental illness merely has descrip-
tive character has important consequences. It im-
plies that the fact that someone has (been diagnosed
as having) mental disorder does not necessarily say
something conclusive, and often says nothing about
the individual’s capability to make their own deci-
sions, even relating to their own mental health. It
follows that non-consensual interventions cannot
be justified (even partly) on the grounds that the in-
dividual has been diagnosed as having mental ill-
ness or mental disorder. Therefore, we should ac-
cord to people with mental disorders the same re-
spect we accord to everybody else.

This of course does not mean that we should be
indifferent to the individuals’ destiny. Some forms
of paternalism may be ethical, and I will explain
when paternalism may be justifiable.

3. When is Paternalism Ethical?
Some Theories

If we demand respect for the autonomy of peo-
ple with mental disorders (as we demand for the au-
tonomy of all other people), does it follow that pa-
ternalism is always unethical? This claim would be
highly counter-intuitive. However, how can we jus-
tify non-consensual interventions, once we have
committed ourselves to the principle of respect for
individual autonomy?

Philosophers who ascribe a primary normative
value to autonomy often produce an argument in
justification of paternalism, which, as we shall
shortly see, is hardly defensible, especially if ap-
plied in the psychiatric context. The argument is
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that we ought to respect the autonomy only of those
individuals who possess it, that is, persons, or
moral agents (7). The principle of autonomy, so it is
argued, only stands for some creatures, and only for
some human beings, those, in John Stuart Mill’s
words, “in the maturity of their faculties” (8). Mill
excluded children, those who are in need of care by
others, and barbarians from the principle of auton-
omy. We do not have a moral duty to respect the au-
tonomy of those who are not moral agents or even
persons. We may rather have a duty to protect them.
In these cases, non-consensual interventions, in the
individuals’ best interests, are not a violation of
their autonomy (something they do not possess),
and no moral blame can be attached to it.

Those who believe that we should only respect
the autonomy of some creatures, namely “persons”
or “moral agents”, have an additional theoretical
problem to solve: which creatures may be consid-
ered as “persons” or “moral agents”?

4. The Principle of Autonomy, and
Individuals’ “Moral Status”

It is generally agreed that not all creatures are
persons, and a number of influential philosophers
also argue that not all human beings are persons. In
An Essay of Human Understanding, John Locke
described a person as a “thinking intelligent Being,
that has reason and reflection, and can consider it
self as it self, the same thinking thing in different
times and places” (9). On this line, philosophers
such as, for example, H. Tristram Engelhardt Jr.,
John Harris (10) and Peter Singer (11) have devel-
oped their own views. Engelhardt defines persons
as “entities who are self-conscious, rational, free to
choose and in possession of a sense of moral con-
cern” (12). He argues that not “humans”, but “per-
sons” are special. Adult competent human beings
have an intrinsic moral status that is much higher
than that of human foetuses or of adult frogs. A
high moral status is not a strict domain of human
beings. Persons, in fact, are not necessarily hu-
mans. Whilst there are non-human entities that are
persons, there are human entities that cannot be
considered as persons: these are foetures, infants,
seriously mentally impaired people, and comatose
individuals with no hope of recovering. According
to Engelhardt, we ought to respect the creatures that
possess a high moral status because of their moral

status. We might instead be required to protect
those who possess a low moral status, according to
the principle of Beneficence (13).

He writes:

The morality of autonomy is the morality of
persons. For this reason it is nonsensical in general
secular terms to speak of respecting the autonomy
of foetuses, infants, or profoundly retarded adults,
who have never been rational. There is no autono-
my to affront (14).

Gerald Dworkin develops a similar argument.
According to Dworkin, to be considered as persons,
human beings should be able to define themselves,
and to give shape and significance to their own life.
Only those individuals are able to define them-
selves and to give shape and significance to their
own life are entitled to our respcet. The case of “in-
competents”, he writes, is “relatively unproblemat-
ic” (15), because incompetents do not reach the
minimal threshold above which creatures are moral
beings.

In a similar way, John Rawls states that only
human beings who participate in the deliberation
are a part of the moral community. In order to par-
ticipate in the deliberation, and therefore, to be con-
sidered as a part of the moral community, they
should manifest peculiar characteristics and prefer-
ences, for example, they must be rational and able
to manage their own affairs (16).

The idea that we only ought to respect “per-
sons” or “moral agents”, and that we should at most
protect those who do not fall in the “high-moral-sta-
tus” group, meets with several difficulties, particu-
larly when it is applied in the psychiatric context.

5. Who Belongs to the “High-Moral-Status”
Group?

The main difficulty involved in the idea that
we only ought to respect those who possess a high
moral status is, of course, that we do not have a
clear idea of who possesses it. Many of us would
agree that, for example, an embryo is not a moral
agent “whose actual decisions should be respected”
(although the status of “person” of the embryo is
more controversial). I am also sure that both you
and I assume we possess it, and would vigorously
complain if someone claimed otherwise.
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However, there are situations in which it is un-
clear whether we should (or even whether we rea-
sonably could) ascribe to an individual one “moral
status” or the other. This problem is particularly
acute in the psychiatric context (17). Of course
there are severely isolated individuals, with whom
any relationship is often extremely basic. However,
not all people with psychiatric illnesses are severe-
ly isolated. On the contrary, most people with men-
tal disorders are sometimes able to make their own
decisions, even relating to their own mental health
(18). A person may in fact be unable to control his
aggressive impulses in a socially acceptable way,
but nonetheless he may be able to make decisions
about medical or psychiatric treatment (19). Those
who have episodic illnesses may be able, during the
phases of remission, to decide how they want to be
treated when in the acute phases of their illness
(20). Which moral status should we ascribe to these
individuals? The “high” or the “low”?

It is perhaps interesting to report here a case
history as an example of how problematic it can be
to include someone in one category or in the other.

5.1. L.’s case

L. is a 35 year-old woman, who lives in a psy-
chiatric institute, in Italy, with a diagnosis of chron-
ic paranoid schizophrenia. She became pregnant as
a result of a one off sexual intercourse with a man
who was hospitalised in the same institute on a tem-
porary basis. When the man was told that L. was
pregnant, he suggested that she should end the
pregnancy. L. already had two children from a pre-
vious marriage. Because of her mental condition,
her children were placed for adoption. Later on, she
became pregnant again, and, despite the fact that
she is Catholic, she interrupted the pregnancy. This
time, when she became pregnant for the fourth
time, she knew that she would be denied custody of
the baby. This idea understandably terrorised her.
However, she believed that, for the child, being
born and living in a family was better than not com-
ing into existence at all. During a conversation, she
told me: the law requires a careful selection of
adoptive families. This means that these people will
probably be good, and probably they really want to
have a baby. I feel I’m making three people happy.
Probably my baby will receive much love and will
have a happy life; he will be able to go to the uni-

versity, to have a good job. I don’t want to deny my
baby all these opportunities. Everybody is suggest-
ing that I have an abortion, because they think that
I will not be able to stand the moment when my ba-
by will taken away. I know I’ll be miserable at that
time, but I won’t be much better otherwise. I would
live with the regret that, had I made a different
choice, my baby would be alive, and have had a
happy life.

At the time we had this conversation, L. had
persecution manias. She was convinced that every-
body hated her and wanted to kill her. She did not
trust anyone, including doctors, who tried to con-
vince her to interrupt the pregnancy. The psycholo-
gist suggested that she was projecting on others her
feeling shameful for having had occasional sex (a
sin, in her religion). Whether or not the psycholo-
gist was right, L.’s complex way of coping with the
whole situation made it extremely difficult for doc-
tors to approach her and give her proper medical
advice. Besides being convinced that everybody
thought she deserved to die, she was also afraid that
doctors might give her something to induce an
abortion. We tried to expalin to her that “doctors
would go to prison”, if they did something like that
(in Italy, coercive abortion is illegal), but, simply,
she did not believe us. Despite her inability to take
medical advice, however, L. indisputably manifest-
ed the capacity to decide about her pregnancy.
Some people may believe that she made the wrong
choice, but nobody can sensibly claim that her de-
cision was lacking autonomy.

Cases like this, (which are frequent in psychi-
atry) show that it is often impossible to determine
whether particular individuals meet the stated stan-
dards of personhood or of moral agency. Mental ill-
ness is a general label, but there are remarkable dif-
ferences among individuals, even among those with
the same diagnosis. Individuals may be able to
make decisions on a subject but not on another, or
to make decisions on a subject at one time but not
at another (21). Moreover, those who care for peo-
ple with mental disorders will have noticed that
even the most isolated individuals sometimes show
interest in something, can manifest preferences and
make choices, however basic these may appear.

It should also be noticed that the attempt to
separate moral agents (who deserve respect) and
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moral patients (who deserve protection) has impli-
cations that seem to be ethically unacceptable.

5.2. Other implications

On the one hand, including someone in the cate-
gory of “those who possess a high moral status” may
lead us to overlook their need to be protected, at par-
ticular times, and in some particular circumstances. It
is unclear why this lack of protection should be re-
garded as morally unproblematic only because the in-
dividual does not belong to the “vulnerable group”.

On the other hand, including someone in the
category of “those who possess a low moral status”
may lead us to violate the individuals’ autonomous
decisions, ranging from medical or psychiatric de-
cisions to the simplest tasks of daily life. Again, it
is unclear why these violations of autonomy should
be regarded as morally unproblematic only because
the individual does not meet stated standards of
personhood or of moral agency.

One may argue that, at the end of the day,
many psychiatric patients can at most choose their
T-shirt or the colour of their fingernails. These are
“non-important” matters, for which it would be in-
appropriate to disturb the “principle of respect for
individual autonomy”. However, it should be ac-
knowledged that autonomy is always valuable, in-
dependently on the “importance” of its object. How
would we feel if we were denied, for example, the
freedom to decide what to wear? Probably we
would do much more than disturbing the principle
of respect for individual autonomy, in order to de-
fend our freedom to decide on the simple matters of
daily life. The freedom to decide autonomously on
“non-important” matters is as valuable as the free-
dom to decide autonomously on “more complex”
matters. We should therefore respect the individu-
als’ autonomy, even if this amount to respecting
their decision to wear a T-shirt rather than another.

From the arguments developed in sections 5,
5.1 and 5.2 it follows that a theory of personhood,
or of moral agency, does not help in deciding when
paternalism may be ethical, particularly in psychi-
atric health care.

Thus far, we have seen that:

1. Paternalism cannot be justified (even partly) on
the grounds that the individual has been diag-
nosed as having mental illness or mental disor-
der (section 2).

2. Paternalism cannot be justified on the grounds
that the individual does not belong to the “high-
moral-status” group (sections 5, 5.1, 5.2).

So: on which grounds may paternalism be jus-
tifiable?

6. Weak Paternalism

The only form of paternalism that is coherent
with respect for individual autonomy is what Joel
Feinberg has called “Weak Paternalism” (22).
According to Feinberg, a person has the right to
prevent harmful conduct of another only when this
other is acting non-autonomously, or when a tem-
porary intervention is necessary to assess whether
that person is acting autonomously or not.

Whether or not I am justified in preventing you
from behaving in a certain way (except the case of
harm to others) depends on whether or not your
conduct is autonomous (23). As Mill argued, if I
saw you attempting to cross a bridge which had
been ascertained to be unsafe being unaware of the
danger, but I had no time to warn you, I may seize
you and turn you back without any real infringe-
ment of your autonomy (24).

Moreover, as has been explained in the previ-
ous section, what matters is not whether an individ-
ual is an autonomous agent, but rather whether that
particular conduct is significantly autonomous.
Autonomoy does not characterise the condition of
individuals. It refers rather to actions and choices
(25).

Therefore, we should not assess the individu-
als’ general autonomy (or their mental state). We
should rather assess whether specific actions and
decisions are autonomous (26). Whether or not the
individual has (been diagnosed as having) mental
illness, and whether or not he belongs to the “high-
moral-status” group, his autonomous decisions
should be respected, unless, for some other reason,
we want to adopt a prejudicial and discriminatory
attitude.

7. Conclusions

We all value autonomy, and cannot sensibly as-
sume that those who have mental disorders value
autonomy less than others do. Therefore, we ought
to respect the widest spectrum of autonomous ac-
tions and choices that people may be able to do or
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make, ranging from the most complex to the sim-
plest tasks of daily life, and, before restricting peo-
ple’s freedom of action in their own best interest
(even if they have a mental illness), we should as-
sess whether the conduct we want to prevent, lacks
autonomy in some significant way.

An objection may be that it may be difficult to
determine whether one’s conduct is significantly
autonomous or not. This is true. However, it should
be recognised that this difficulty is inevitably part
of the broader difficulty to understand other peo-
ple’s experience, and to relate to people who do ac-
tions and make decisions that are substantially dif-
ferent from the ones we would expect them to do.
The morality of paternalism will probably always
be controversial, and most times will conclude with
a moral doubt. Fortunately, however, there are
many different kinds of interventions. Coercion is
not the only inescapable alternative to “absolute re-
spect”. We can discuss with people, listen to their
reasons and explain ours, and prudence and good
sense are always available options.

Finally, it should be acknowledged that the
value of autonomy should not only be understood
and respected, but also protected and promoted. For
this reason, it is morally important that paternalistic
interventions be not only based on the careful study
of the conduct at stake, but also aimed at improving
the individuals’ capacity to act and choose au-
tonomously (27). The appeal to autonomy should
not be understood as a superficial appeal to a wide-
ly shared value. Stressing the importance of au-
tonomoy means rather insisting upon the moral
need for a task that requires effort, responsibility
and commitment to all the parties involved.

*I wish to thank Mr Adrian Horder, who has done the fi-

nal proof-reading of the paper. I also wish to express my

sincere gratitude for his valuable comments and criti-

cisms.
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