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Abstract
Objectives: To further develop an index for detecting disguised paternalism, which might in�uence
physicians’ evaluations of whether or not a patient is decision competent at the end of life. Disguised
paternalism can be actualized when physicians transform hard paternalism into soft paternalism by
denying the patient’s decision-making competence.

Methods: A previously presented index was further developed to make it possible to distinguish between
high and low degrees of disguised paternalism using the average index of the whole sample. We
recalculated the results from a 2007 study to compare to a 2020 study. Both studies are about
physicians’ attitudes towards, and arguments for or against, physician assisted suicide (PAS).

Results: The 2020 study showed that geriatricians, palliativists and middle aged physicians (46-60 years)
had indices indicating disguised paternalism, in contrast with the results from the 2007 study, which
showed that all specialties (apart from GPs, surgeons and older physicians) had indices indicating high
degrees of disguised paternalism.

Conclusions: The proposed index for identifying disguised paternalism re�ects the attitude of a group
attitudes towards physician assisted suicide. The indices make it possible to compare the various
medical specialties and age groups from the 2007 study with the 2020 study. Because disguised
paternalism might have clinical consequences for the rights of competent patients to participate in
decision-making, it is important to reveal disguised hard paternalism, which could masquerade as soft
paternalism and thereby manifest in practice.

Introduction
Medical paternalism is an attitude that physicians may have towards patients, though this attitude is
currently considered problematic. The patient-physician relationship is supposed to be based on patient-
centered care with respect for the patients’ rights to participate in decision-making, which, in turn, is based
on the principle of autonomy (1). In principle, patient autonomy means that there is no reason for a
physician to make decisions about what is in a competent patient’s best interest. If they make decisions
on behalf of a competent patient anyway, that is called hard paternalism. It can happen that a patient is
considered to be not competent and a physician makes surrogate decisions in the best interest of such a
patient; this is called soft paternalism. Even though there are differences among countries and cultures, a
general tendency is that hard paternalism is considered outdated and inappropriate (2). The physician
often still knows and understands more that the patient about medical matters, but this does not imply
that he or she always knows what is in the patient’s best interest. The patient might have preferences and
values that differ from those of the physician. For example, if a patient prefers a shorter life time with
higher quality of life to a longer life with lower quality of life, there might be a genuine value-con�ict with
the physician, who could prefer to have it the other way around. In the end, however, after an adequate
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amount of information has been acquired in order to prevent misunderstandings, a physician is supposed
to respect a competent patient’s values and preferences (3).

If a physician �nds that a patient’s preference is in con�ict with that physician’s basic values about what
is harmful (e.g., it contradicts the physicians interpretation of the dictum “do no harm”, also called the
non-male�cence principle), then the physician might try to persuade the patient to change her or his mind
about the things the physician thinks is harmful. In the attempt to persuade the patient, the physician
might use different strategies, from soft nudges to hardcore paternalism where the physician makes
surrogate decisions about what is for the patient’s own good (4, 5). 

Since physicians today are generally aware that hard paternalism implies disrespecting and wronging a
competent patient, physicians’ efforts to in�uence the decision making of patients is often unintentional.
Instead, physicians may covertly express tacit values that unconsciously in�uence the provided
information to the patient, or the evaluation of whether or not the patient is competent (4). A Swiss study
about physicians’ personal values indicated an increased risk among some physicians for arbitrariness
when determining patients’ decision-making capacities (6, 7). There are also indications that whether a
palliative physician offers patients palliative sedation depends on that physician’s own personal values
(1, 4). Letting one’s own values inadvertently in�uence evaluations of patients, especially in regards to the
decision-making competency, can result in classifying a patient as incompetent. We refer to this process
as disguised paternalism. 

This kind of disguised paternalism was examined in a study from 2007 about Swedish physicians’
attitudes towards physician assisted suicide (PAS) in which the physicians were also asked prioritize
among different arguments for or against PAS (8, 9). In the context of this study, it is possible to develop
an index of disguised paternalism (8). In the present paper, we report the results of our 2020 repeat of the
2007 study and further develop and validate this index of disguised paternalism as well as analyze its
consequences.

Methods
In the 2007 survey, participants were presented with 10 �xed response arguments that were either in favor
of PAS or against PAS, and they were asked to prioritize the arguments according to their own
professional opinion about which arguments were most persuasive to them. In the 2020 survey, the
number of �xed response options were reduced to four arguments. Two of these arguments favored PAS
(a. based on the autonomy principle by itself, or b. based on the thinking that the autonomy principle
should overrule the non-male�cence principle) and two arguments were against PAS (a. the patients do
not know their own best interest, and b. the thinking that the non-male�cence principle should overrule the
autonomy principle). The arguments against PAS are the disguised paternalism arguments (8, 9).
Although there were more arguments for physicians to prioritize in the 2007 study, we have re-calculated
this prioritization so that those answers are comparable with the 2020 study. In the 2007 study, 339 (out
of 614) physicians had prioritized one of the same four arguments (8) that also were part of the 2020
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study and the corresponding number from the 2020 study was 617 physicians (out of 819) (9). In the
2007 study the remaining 275 physicians prioritized other arguments (8). A randomized sample of
physicians in six medical specialties were compared (general practitioners, geriatricians, internists,
oncologists, psychiatrists, surgeons) and in the 2020 study, all Swedish palliative care physicians were
also included. (Palliative care did not become a medical specialty until 2015.) We also presented the
index for different age groups of physicians, where <46 years is the group of younger physicians, 46-60
years the middle-aged group, and >60 the group of older physicians. 

The disguised paternalism index was calculated by taking the difference between how many respondents
prioritized the two autonomy based arguments (A) and how many prioritized the non-male�cence-
principle arguments (NM); the difference was then divided by the number of those who prioritized the NM
arguments:

The size of the difference determines the size of the index. The smaller the index, the higher degree of
disguised paternalism and vice versa. If NM is larger than A, the difference will become negative, which
would be a very small index and accordingly a very high degree of disguised paternalism.

There are no certain boundaries for amounts of disguised paternalism. The idea is to compare the indices
of the different specialties, different age groups, and whether the index changed from 2007 to 2020. In
the present text, the dividing line between high and low amounts of disguised paternalism is based on the
average index for that group – indices below the average index from the two study samples indicates a
high degree of disguised paternalism (see Table 1).

Research ethical approval: The study was approved by the Swedish Ethical Review Authority, Dnr: 2020-
01842.

Results
A comparison of the 2007 results to the 2020 results in terms of calculated indices for each specialty
(and a separate index for palliative care physicians) is presented in Table 1. For the 2007 study, the
average index 0.38, meaning that < 0.38 represents a high degree of disguised paternalism whereas >
0.38 represents a low degree of disguised paternalism. The corresponding average index for 2020 was
0.21.

Discussion
In the results of the 2007 survey, GPs and surgeons, together with the middle aged (46-60 years) and the
oldest physicians (>61 years), had low (or in the case of the oldest physicians, very low) degrees of
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disguised paternalism (that is, their indices are well over the 0.38 average). Geriatricians, internists,
psychiatrists and oncologists had high degrees of paternalism (as indicated by indices less than 0.38),
while the youngest age group (<46 years) had very degrees of disguised paternalism (as indicated by the
negative index value). 

Analysis of the 2020 survey results revealed a somewhat different pattern of disguised paternalism
among the specialties. GPs, surgeons, and psychiatrists had low degrees of disguised paternalism, as did
the youngest group of physicians and the oldest group of physicians (all above the 0.21 average).
Internists, oncologists, and the middle-aged group were slightly below the average, indicating a high level
of disguised paternalism, while geriatricians, palliativists had negative indexes, indicating that the
physicians in these two specialties had quite high degrees of disguised paternalism. 

Comparing the 2007 indices to the 2020 indices, we can see that the groups that changed the most in
terms of relative amounts of disguised paternalism are geriatricians, psychiatrists, and the youngest
physicians. Geriatricians were less paternalistic in the 2007 study than the 2020 study; in contrast,
psychiatrists and the group of youngest physicians were more paternalistic in 2007 than 2020. The main
results of the 2020 study showed that most specialties, with the exception of geriatricians, were more pro-
PAS in 2020 than they were in 2007 (9). (In the 2020 study, a majority of palliativists were against PAS,
but no comparison to 2007 is possible.) 

Comparing the age groups, we see that in 2007, the youngest group of physicians had a high level of
disguised paternalism, while the middle-aged and oldest group did not. In 2020, the middle-aged group
had a high level of disguised paternalism, while the oldest and youngest did not. Of course, many
individual physicians who were in the youngest group in 2007 have aged into the middle-aged group in
2020. If this trend continues, we might expect that a survey performed in 2033 would reveal that middle-
aged physicians (i.e., today’s young physicians) would have a lower degree of disguised paternalism than
today’s middle-aged physicians.

Geriatricians and palliativists

The most relevant result for discussing PAS and other end-of-life issues is the high level of disguised
paternalism among geriatricians and palliative care physicians. In 2007, this specialty had a high level of
disguised paternalism, but in 2020, the index became negative, indicating an even higher degree of
disguised paternalism. This trend in this specialty might re�ect a reaction to the ongoing covid-19
pandemic, where many elderly and frail patients, sometimes also cognitively impaired, died under
conditions that, under normal circumstance, would have meant they would have been offered to palliative
care (10) – even the dysphemism “euthanasia” was used in the Swedish debate when discussing elderly
patients with covid-19 (11). The majority of these patients would not have been referred to emergency
hospitals under normal conditions, but during the pandemic, not treating patients suffering from covid-19
pneumonia was considered to be a type of assisted dying (11). The use of terms like ‘palliative care’ and
‘euthanasia’ might have in�uenced geriatricians and their attitudes towards the PAS issue, and stressed
the importance the non-male�cence principle. Some of the geriatric patients may have been physically
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frail with several comorbidities, but still mentally competent, and we do not know what they would have
preferred. Some of these patients might also have a dementia diagnosis, and it is possible that
geriatricians were trying to protect these non-competent patients. When patients are not competent and
the physician makes decisions on their behalf, this is referred to as soft paternalism. Disguised
paternalism is not about soft paternalism, but rather about hard paternalism, and disguised paternalism
is actualized when, for instance, a geriatrician transforms hard paternalism to soft paternalism by
considering a competent patient as non-competent as a way to justify their decisions. 

The other specialty with very high disguised paternalism index was palliativists. Palliative care
physicians take care of many suffering patients at the end of life, and seems reasonable to ask whether
this disguised paternalism in�uences decisions made by these physicians. There are indications that
palliativists’ personal values in�uence whether or not they apply palliative sedation (1, 4, 12), which is
particularly relevant because “good palliative care” together with palliative sedation is often claimed to be
an adequate or even better alternative to PAS (10). An international trend is that palliativists are currently
more inclined to provide continuous deep sedation on a patient’s request (13, 14). But this trend is not yet
observable in Sweden, which is problematic because continuous deep sedation on request could in many
(though not all) cases replace PAS (15). Some palliativists seem to have not only disguised paternalism,
but also the form of paternalism in which they claim that they are protecting a patient’s autonomy rather
than respecting it. Since such palliativists are referring to autonomy, their attitude becomes paternalism
in the in the name of autonomy, which is a sophisticated form of disguised paternalism (16). In practice,
a patient might request continuous deep sedation, but it order to protect the patient’s autonomy,
super�cial and intermittent palliative sedation is provided instead, even against the patient’s preferences
(5). Such a patient might be brought to consciousness up to four times per day in order to be asked
whether or not they would like to continue being sedated (1, 4). Representatives from the general public
have described such procedure as macabre or cruel and non-humane (17).

As can be seen from (especially) palliativists, disguised paternalism might have serious consequences
for patients within palliative care. If such patients are truly competent, their wishes and preferences at the
end of life should be respected. The 2020 study indicated that one in four palliativists supported PAS,
which still leaves a clear majority against PAS, and it has been shown that palliativists’ personal values
in�uence their practice and their regard for patients’ wishes (1, 4). Disguised paternalism is not solely an
academic issue – it has consequences when equal cases are not treated equally – and, accordingly,
disguised paternalism should be revealed when possible and counteracted. 

Strengths And Limitation
Several more �xed options for and against PAS were presented in the 2007 survey than the 2020 survey,
which meant that we had to eliminate 275 respondents when recalculating the 2007 results to compare
with the 2020 results. The 2007 study used two combined arguments, “non-male�cence should overrule
the autonomy principle argument” and “the patient does not know her/his own best”, and we subtracted
these collapsed numbers from all other arguments and accordingly the difference became somewhat
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higher (compared to the 2020 study) and accordingly also the average index. Using the average index as
the boundary for each separate study makes it somewhat easier to compare the two studies. 

It should be stressed that the indices are associated with the PAS issue, and therefore the results should
not be generalized to other areas and issues. The average index would �uctuate based on the
participants and circumstances, but would probably systematically change depending on when the
survey is done and how controversial the main issue is. Previously conducted studies indicated that the
in�uence of physicians’ own values and preferences are more expressed on issues that are more
controversial, and PAS is a controversial issue, at least in the Swedish medical context (18).

Conclusions
The study suggests that the proposed index be used as an indicator of disguised paternalism regarding
competent patients and that disguised paternalism might be present when reasoning about a
controversial issue such as physician assisted suicide. What the index tells us is that disguised
paternalism is quite common among certain age groups of physicians as well as certain specialties.
Overall, there was less disguised paternalism in the 2020 study than the 2007 survey. Palliativists, who
are the physicians actually treating suffering patients at the end of life, showed the highest degree of
disguised paternalism, which could have implications for when and if continuous deep palliative sedation
is offered.
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Tables
Table 1. The disguised paternalism indices among the different specialties and age groups for 2007 and
2020. The average indices are used to divide between a high degree of disguised paternalism (<0.38 and
<0.21) and a low degree of disguised paternalism (>0.38 and >0.21).GPs=General practitioners. Palliative
medicine was established as a specialty in 2015 and therefore not included in the 2007 study.
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Specialties Disguised paternalism indexes for
specialties and age groups 2007

Disguised paternalism indexes for
specialties and age groups 2020

GPs (40 - 17)/17 = 1.35 (54 - 41)/41 = 0.32

Surgeons (39 - 19)/19 = 1.05 (59 - 36)/36 = 0.64

Geriatricians (30 – 25)/25 = 0.2 (44 - 45)/45 = - 0.02

Internists (31 - 28)/28 = 0.11 (63 - 53)/53 = 0.19

Psychiatrist (27 - 27)/27 = 0.00 (54 -35)/35 = 0.54

Oncologists (27 - 26)/26 = 0.04 (47 - 41)/41 = 0.15

Palliativists - (15 - 30)/30 = - 0.5

Age groups:    

<46 years (59 – 67)/67 = - 0.12  (144 – 99)/99 = 0.45

46-60 years (96 – 67)/67 = 0.55 (102 – 111)/111 = 0.08

>61 years (41-13/13= 2.2 (94-70)/70 = 0.34

Average (196 – 142)/142 = 0.38 (340 – 280)/280 = 0.21

 


