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Abstract: The nocebo effect, a phenomenon whereby learning about the possible side effects
of amedical treatment increases the likelihood that onewill suffer these side effects, continues
to challenge physicians and ethicists. If a physician fully informs her patient as to the potential
side effects of amedicine thatmay produce nocebogenic effects, which is usually conceived of
as being a requirement associated with the duty to respect autonomy, she risks increasing the
likelihood that her patientwill experience these side effects and therefore suffer (unnecessary)
harm, a violation of the duty of nonmaleficence. If, on the other hand, she intentionally
withholds side effect information in an effort to protect her patient from suffering unneces-
sary harm from side effects, which is consistent with the duty of nonmaleficence, she violates
the duty to respect patient autonomy. In this paper, the author discusses several previous
attempts to deal with the nocebo effect and explains their weaknesses. He then proposes a
means of managing the nocebo effect and argues that it does not share the weaknesses found
in previous approaches. He concludes with a discussion of a simple, yet practical tool that
might help clinicians manage the tension resulting from the nocebo effect.

Keywords: nocebo effect; nocebo dilemma; patient autonomy; duty of nonmaleficence; side
effects; duty of informed consent; withholding information

Introduction

Much has been written about the placebo effect, a phenomenon whereby a fake
treatment—a biologically inert or inactive substance, like a sugar pill—improves a
patient’s condition. Recently, ethicists have turned their attention to the nocebo
effect, the negative counterpart or mirror phenomenon of the placebo effect.1 The
nocebo effect is a phenomenon whereby learning about the possible side effects of a
medical treatment increases the likelihood that one will suffer these side effects or
that the side effects will be exacerbated. Presumably, the nocebo effect is triggered
by the patient’s anxiety or expectation that a negative effect will occur.2

The ethical problem associated with the nocebo effect is that it creates a tension
between a physician’s duty to respect patient autonomy and her duty of nonmalefi-
cence. If a physician fully informs her patient as to the potential side effects of a
medicine (or procedure) that may produce nocebogenic effects, which is usually
conceived of as being a requirement associated with the duty to respect autonomy,
she risks increasing the likelihood that her patient will experience these side effects
and therefore suffer unnecessary harm, a violation of the duty of nonmaleficence. If,
on the other hand, she intentionally withholds side effect information in an effort to
protect her patient from suffering unnecessary harm from side effects, which is
consistent with the duty of nonmaleficence, she violates the duty to respect patient
autonomy or the duty to obtain informed consent. In short, the physician faces an
ethical dilemma. She can either discharge the duty of nonmaleficence or the duty to
respect autonomy, but she cannot discharge both duties.3

Numerous studies demonstrate that the nocebo effect is real. In a study of erectile
dysfunction among patients being treated with beta-blockers, when participants
were not told the name of the drug they were taking or the possible side effects, 3.1
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percent reported erectile dysfunction, a known side effect of beta-blockers. When
participants were told only the name of the drug, the percentage of those who
reported this side effect rose to 15.6 percent, andwhen theywere told both the name
of the drug and the potential side effects, 31.25 percent (a 1000 percent increase over
the first group) reported erectile dysfunction.4 In a different study, researchers
investigated how mentioning the possible side effects of aspirin (to treat unstable
angina) in the informed consent form would affect the rate of withdrawal from the
study. Researchers reported that when the side effects were mentioned in the
informed consent form, there was a six-fold increase in participant withdrawal
“because of subjective, minor gastrointestinal symptoms.”5,6,7

Some ethicists believe that the nocebo effect does not pose a problem or a dilemma
for physicians, because informed consent and/or the duty to respect autonomy are
best conceived of as being grounded in or motivated by beneficence or the patient’s
best interest requirement. Hence, there is not a conflict between autonomy and
nonmaleficence. Those who believe that the nocebo effect creates tension between
autonomy and nonmaleficence attempt to balance ormanage the tension between the
two competing duties. I begin this essay with a brief discussion of several previous
attempts to manage the nocebo dilemma. I explain that these approaches share
severalweaknesses or flaws, including that they are overly paternalistic andmay lead
to a disparity of treatment resulting from implicit bias. I then propose a means of
managing the nocebo effect and argue that it does not share the weaknesses found in
previous approaches. I conclude this essay with a discussion of a simple tool that
might help clinicians manage the tension resulting from the nocebo effect.

Previous Attempts to Manage the Nocebo Effect

As stated above, one way to deal with the nocebo dilemma is to claim that the
nocebo effect does not create a dilemma for health care providers. Rebecca Wells
and Ted Kaptchuk, for example, assert that the duty to obtain informed consent is
grounded in ormotivated by the principle of benevolence (or nonmaleficence). They
explain, therefore, that there is not a nocebo dilemma, because in those instances in
which informed consentwill harm patients, the duty of beneficence trumps the duty
to obtain informed consent, and physicians should not fully disclose the potentially
harmful information.8 Such an approach is dangerous, in that grounding informed
consent in benevolence (or nonmaleficence), or defining autonomy in a way that
conceptually subordinates autonomy to benevolence (or nonmaleficence), paves the
way for the return to the days of medical paternalism. In addition, most ethicists
(including myself) and many patients believe that the justification for informed
consent is not merely that it protects patients. Rather, informed consent is justified
by the duty to respect autonomy, and autonomy is separate and distinct from
benevolence (and nonmaleficence). Tom Beauchamp and James Childress explain,
“the primary function and justification of informed consent is to enable and protect
individual autonomous choice.”9

If we accept that autonomy is a distinct value that grounds the duty to obtain
informed consent and that autonomy and nonmaleficence are in conflict when there
is a potential for nocebogenic effects, the nocebo effect can be a true problem for
physicians, who must choose between giving priority to autonomy or to nonmale-
ficence or must somehow balance these two values.
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Beginning sometime in the early to middle 1970s, in response to the paternalism
that dominated the physician-patient relationship, respect for autonomy became
an important topic of discussion among bioethicists. In the early 2000s, the
pendulum had swung from an almost complete priority for paternalism to priority
for autonomy. In 2003, Raanan Gillon famously stated: “I personally believe that
emphasis on respect for autonomy is in many circumstances morally desirable and
why I personally am inclined to see respect for autonomy as primus inter pares—
first among equals—among the four principles.”10,11

Subsequently, the pendulum began to swing in the opposite direction as ethicists
began to question the prominence of autonomy and the strength of the requirement
to obtain informed consent. Shlomo Cohen, Onora O’Neill and others point out that
articulatingwhat is the foundation of informed consent and defending the centrality
of informed consent and full disclosure is extremely difficult.12,13 Discussing the
work of O’Neil, Cohen states:

The list of the myriad irrationalities that people ordinarily exhibit in
decision-making defies repetition, and this contradicts the presumption
that the practice of obtaining informed consent, in its common universal
form, rests on a duty to respect people’s autonomous choice.14

Nevertheless, Cohen andO’Neill recognize that there is a duty to obtain informed
consent, and following O’Neil, Cohen states that “its ethical point is indeed more
elementary than respect for autonomous choice: it is to provide reasonable assur-
ance that a patient has not been deceived or coerced.”15 Given this understanding of
the duty of informed consent, Cohen concludes that there is a duty to provide
information, but this duty is not so strict that a physician can never withhold
information (or at least consider withholding information) if doing so is consistent
with the duty of nonmaleficence.

For Cohen, the key to managing the nocebo effect is balance. Cohen concludes
that when resolving the tension associated with the nocebo effect: “the duty to
disclose should be directly correlated to the ratio between the probability of a
specific side effect to occur after suggestion and the rarity of its occurrence as a
result of the real drug or intervention.”16 Cohen believes, therefore, that more
research must be conducted in order to determine the relative strength of the
nocebo effect with respect to different treatments/medications. Cohen further-
more suggests that the justification for nondisclosure is strengthened when a
patient is likely to be susceptible to nocebo induced effects. As Cohen explains,
patients who score high on the Somatization Scale are more likely to be susceptible
to the nocebo effect. Similarly, he surmises that optimists will be less likely to suffer
nocebo effects, given that they are more likely to experience (positive) placebo
effects. Possessing information pertaining to a given drug’s nocebogenic potential
and the likelihood that a patient is susceptible to the nocebo effect, the physician
can attempt to determine whether disclosure is appropriate. For example, if a
physician believes that a drug has a high nocebogenic potential and a patient is
highly susceptible to nocebo effects, the physician should withhold (or be inclined
to withhold) side effect information.

John Fortunato and colleagues, in a recent essay, suggest that Cohen’s approach
may be “ethically sound,” but given the realities of clinical encounters, especially the
lack of information concerning the nocebogenic potential of most drugs, Cohen’s
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approach is impractical. That said, Fortunato and colleagues do adopt one element
of Cohen’s approach.17 They suggest that in clinical situations, physicians should
focus solely on the “likelihood of an individual patient to experience nocebo effects
rather than on the susceptibility of a certain drug to nocebo effects.”18 If patients
demonstrate a high likelihood of being susceptible to nocebo effects, they believe
that withholding information is justified by the duty of nonmaleficence.

Fortunato and colleagues recognize that nondisclosure is inconsistent with the
duty to respect autonomy, and they try to mitigate the lack of respect for patient
autonomy (and/or the lack of informed consent) resulting from nondisclosure by
requiring physicians to follow-up patients whowere denied side effect information.
This follow-up consists of asking patients, who already have begun taking a new
medication, open ended questions or statements, like: “tell me about what you have
noticed since starting this medication.”19 Fortunato and colleagues admit that this
follow-up is not ideal, but claim that it will restore patient autonomy and provide
physicians the information they need to determine whether they should disclose
side effect information, while at the same time not induce nocebogenic effects (since
physicians disclose limited side effect information and do so only when patients are
experiencing specific side effects). Fortunato and colleagues believe that their
approach, unlike Cohen’s, is practical and could be utilized in real-world clinical
situations.

Cohen and Fortunato and colleagues’ approaches share several defects. As
explained above, Cohen’s approach is impractical in real clinical encounters, and
this lack of practicalitymotivated Fortunato and colleagues to construct a new,more
simple approach. Although I appreciate Fortunato and colleagues’ approach,
especially their attempt to salvage autonomy with a follow-up, I question whether
it would, in fact, be practical or useful in many clinical situations. The only times in
which their approach could be utilized is when physicians know (or can ascertain)
the likelihood that a specific patient will experience the nocebo effect. They suggest
that physicians can make this determination by looking at a patient’s score on a
Somatization Scale or by observing patients in an effort to discover markers for
nocebo susceptibility, like a history of experiencing adverse reactions to drugs or
medications. In an era in which patients are referred to specialists who don’t know
them or in which patients frequently change physicians and/or receive basic
medical care from walk-in clinics or emergency rooms, it is likely that in many
cases (perhaps most cases) physicians will be unable to acquire this information.
Although Fortunato and colleagues’ approach may be more practical than Cohen’s
approach (which suffers from this same defect), it will be unusable inmany (or even
most) clinical situations.20

A second defect associated with both Cohen and Fortunato and colleagues’
approaches is that they have the potential to decrease trust in physicians. If patients
(and the general public) learn that physicians withhold information when they
believe that doing so will improve patient outcomes, patients (and the general
public) may come to question whether physicians are telling the truth in many or
most medical encounters. This lack of trust is especially relevant to the problem
discussed in this essay. If patients come to believe that physicians may be with-
holding side effect information, they may conduct their own investigations in order
to determine whether their treatments have undisclosed side effects, and they will
do so after they have left their physicians’ offices. This last is problematic in that
physicians will not be present to put this newly discovered information into
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perspective. In addition, sophisticated patients who value autonomy and informed
consent, and who are aware that physicians might withhold information if their
patients have a high level of susceptibility to nocebogenic effects, may present
themselves in a way that decreases the likelihood that their physicians will believe
they are susceptible to these effects. Evenworse, highly anxious patients, who know
that their physicians might withhold information if they somehow reveal that they
are anxious, might try to hide their anxiety in order to receive complete information.
This would be unfortunate, as these patients might benefit from physician inter-
actions that are aimed at informing their patients and reducing patient anxiety.21

The third defect associated with both Cohen and Fortunato and colleagues’
approaches is that their approaches may allow for significant implicit bias, which
may result in differential treatment along the lines of race, ethnicity and gender (and
other characteristics). Although I am unaware of the existence of any studies
exploring whether implicit bias might affect a physician’s judgment when attempt-
ing to determine whether a patient will be susceptible to the nocebo effect, given the
numerous empirical studies that demonstrate that implicit bias affects physicians’
treatment decisions, it is reasonable to assume that implicit bias could potentially
affect these judgments as well.22

As I explain in the final section of this essay, research suggests that implicit bias
can be mitigated by implementing strict protocols that encourage agents to treat
everyone in the same way (or consider the same information) when making
decisions. Cohen and Fortunato and colleagues’ approaches require physicians to
determine whether patients are highly susceptible to the nocebo effect, even if
physicians have had little or no prior interaction with patients. Physicians must
decide, often times quickly and based on the way patients present themselves,
whether their patients are highly excitable or anxious. This is the sort of activity that
allows implicit bias to affect physician-patient interactions.

The final and most profound defect associated with both Cohen and Fortunato
and colleagues’ approaches is that they do not instruct physicians to take into
account howmuch value patients attach to autonomy and informed consent. Surely,
there are patients who attach significant value to autonomy and informed consent,
and who want to be informed of side effect information, even if being informed has
the potential to increase the likelihood that they will suffer nocebogenic effects.
Cohen and Fortunato and colleagues would withhold information from these
patients if their physicians believe that they are likely to suffer nocebogenic effects.

Although Cohen and Fortunato and colleagues recognize the danger of imposing
a paternalistic relationship on patients, their approaches nevertheless run this risk.
Empirical evidence reveals that we ought to be concerned about medical paternal-
ism. In one study, researchers found that although 93 percent of the physicians
studied believed that patients’ expressed wishes and values deserved at least “a lot
of weight,” only 40 percent believed that patient autonomy should be the dominant
concern.23 The authors conclude: “While autonomy is regarded highly, doctors
often give equalweight to other considerations, such as their perception ofwhat is in
the patient’s best interest and guidelines from professional bodies.”24 In a different
study, researchers discovered that physicians treating some medical conditions are
likely to decide what treatment is best for their patients without providing patients
information concerning different treatment options or dangers associated with the
treatment the physicians want their patients to undergo. In this study of patients
who elected to undergo cardiac stenting, when amore conservative treatment was a
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viable option, only 10 percent of the stent patients reported that they had discussed
an alternative to stenting as a serious option.25 Furthermore, only 19 percent of stent
recipients “said their physicians” spent much time discussing “the reasons they
might not want the procedure.”26 And “only 16% said that they were asked about
their own treatment preference.”27

Clearly, the danger of medical paternalism is alive andwell, and any approach to
managing the nocebo effect must recognize this reality. As Colloca asserts when
discussing Fortunato and colleagues’ approach to managing the nocebo effect:
“forestalling the principle of autonomy to promote nonmaleficence has the risk of
imposing the traditional paternalistic approach.”28

Authorized Concealment

I suggest that it is imperative that physicians take into account patients’ values and
preferences when determining whether to disclose possibly harmful side effect
information. Not doing so may result in physicians subordinating autonomy to
nonmaleficence or beneficence (a return to paternalism)whilemany of their patients
may not support this subordination.

Before proposing my own approach to managing the nocebo dilemma, I discuss
an approach that does take seriously patients’ valueswith respect to autonomy. This
approach, known as authorized concealment, instructs physicians to ask patients if
they would like side effect information to be withheld if this information has the
potential to harm them. Luana Colloca and Franklin Miller, who support this
approach, assert: “Authorized concealment constitutes a validwaiver by the patient
of the right to receive information about certain types of treatment risks, making it
consistent with autonomy.”29,30

Authorized concealment does allow patients to be involved in the decision as to
whether side effect information should be disclosed. However, as Fortunato and
colleagues explain, there is a practical problemwith authorized concealment. Asking
a patient to consent voluntarily to nondisclosure may increase patient anxiety, and
therefore have the effect of increasing nocebogenic effects. This is especially true of
highly anxious patients and those with high levels of somatization, as these patients
are likely to engage in behaviors like exploring the Internet to learn about a medicine
they are taking in an effort to find reassurance. Thus, “overt nondisclosure could still
carry, or even increase, the likelihood of nocebo responses in the portion of the
population that is most susceptible to experiencing nocebo effects.”31

To Disclose or Not to Disclose

When looking for an approach to manage the nocebo dilemma that takes into
account nonmaleficence, respect for autonomy, and physician trust, it is helpful to
distinguish between two types of cases. The first type of case (Type 1) involves
patients who know (or should know) what treatment they desire. Typically, these
are cases in which there is only one plausible treatment option (one option is far
superior to other options) or cases in which patients have more than one plausible
option, but they have already decided which option they will pursue. The second
type of case (Type 2) involves patientswho havemore than one plausible option and
have not yet decidedwhich option to pursue. Below, I look at both types of case and
explore how the duties of nonmaleficence and autonomy might affect informed
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consent and the decision towithhold or disclose side effect information. In addition,
I explore how nondisclosure might affect physician trust in both of these types
of cases.

In Type 1 cases, providing full disclosure has no medical value for the patient. In
fact, full disclosure only carries additional risks, in that full disclosure increases the
likelihood that patients will suffer from nocebogenic effects. Hence, nonmaleficence
provides an argument for withholding information.

Although withholding information is usually inconsistent with the duty to
respect autonomy, this is not true with respect to cases of the first type. If, as
Rebecca Wells and Ted Kaptchuk assert, informed consent is motivated by the
obligation to protect patients, there is little justification for full disclosure in cases of
this type. If, as Cohen asserts, the point of informed consent is to provide assurance
that patients are not being coerced, in Type 1 cases autonomy provides little or no
justification for full disclosure. Patients do not have a real choice because there is
only one option, or they have already decided whether to undergo a course of
treatment. Hence, one can hardly say that withholding information is coercive.32

One might believe that even if nondisclosure in Type 1 cases is consistent with
respecting autonomy, nondisclosuremay be dangerous in that it has the potential to
undermine trust in physicians.33 Trust can be undermined in at least two different
ways: (1) Patients (and the general public) might come to believe that physicians
withhold information in order to steer patients to what physicians believe is best for
patients—paternalism; or (2) Patients (and the general public)might come to believe
that physicians withhold information in an effort to steer patients to what phys-
icians believe is in their own interest. In Type 1 cases, it is unlikely that trust will be
undermined in either of these ways. The physician is not steering the patient toward
any treatment option; patients have already decided on a treatment option (or there
is only one option). In fact, although there may be exceptions, patients (and the
general public) maywelcome nondisclosure in this type of case in the sameway that
they welcome other behaviors that contribute to patient well-being, like a warm
smile or, in the case of an overly anxious patient, a consultation that puts the risks in
perspective.

We see, therefore, that nonmaleficence, autonomy and concern for physician trust
weigh in favor of nondisclosure in Type 1 cases. Let us look at Type 2 cases.

In the same way that nonmaleficence motivates nondisclosure in Type 1 cases, it
does so in Type 2 cases. Autonomy, on the other hand, is more complicated. If
autonomy is conceived of as being motivated by patient protection (Wells and
Kaptchuk), nondisclosure may be justified. If, on the other hand, the point of
informed consent is to ensure that patients are not being coerced (Cohen), then
nondisclosure may be unjustified. If a patient has the choice of several potential
treatments, and the physician does not disclose the side effects of the different
treatment options, patients are not in the position tomake an informed choice. This
is especially true if well-informed patients (perhaps in consultation with their
physicians) are in the best position (or at least a better position than physicians
acting on their own) to determine how different side effects might affect their own
well-being. Not knowing, for example, that erectile disfunction is a side effect of a
medication may be an important piece of information for some patients and not
others. Presumably, the patient (perhaps in consultation with his physician) is in
the best position to determine whether the benefits from amedication or treatment
outweigh the risks, and patients who are not given the information to make an
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informed choice may believe that they were coerced or deceived (deception by
omission).

In addition, nondisclosure in Type 2 cases may undermine physician trust in the
twoways mentioned above. If physicians withhold information in Type 2 cases, the
patient (and the general public) may come to believe that physicians cannot be
trusted because they withhold information in order to steer patients to what
physicians believe is in their patient’s best interest (paternalism), or even worse,
that physicians withhold information because doing so is in their own best interest.

Up to this point, the focus has been only on the instrumental value of autonomy;
that is, full disclosure is valuable in those instances in which learning about side
effect information can help the patient make a decision that is in his own best
interests. But for some, autonomy also has intrinsic value. It is not unheard of or
illogical for a patient to claim that he wants to be fully informed, even if full
information might decrease his physical well-being. That is, patients who value
autonomymay believe that autonomy has intrinsic value, and its intrinsic value can
trump the instrumental value resulting from decreased autonomy. For example, a
patient may claim that he wants to be fully informed and make his own medical
decisions as opposed to having his physician make decisions for him, even if doing
so increases the likelihood that his physical wellbeing will not be maximized. For
patients who believe that autonomy has significant intrinsic value, autonomy
weighs in favor of full disclosure in both Type 1 and Type 2 cases. Of course, in
the sameway that it is difficult for a physician to determinewhether her patients are
susceptible to nocebogenic effects, it will be difficult for physicians to determine
how much value patients attach to autonomy.

The Clinic

This section examines the practical aspects of what has been discussed above and
describes an approach that physicians can use to manage the nocebo dilemma.

I suggest that withholding side effect information must meet a high justificatory
standard. Several concerns (discussed above) motivate this claim. First, allowing
exceptions to full disclosure may not adequately respect patient autonomy or a
patient’s desire to be fully informed (and has the potential to take us a significant
way along the path to medical paternalism). Second, exceptions to full-disclosure
run the risk of decreasing trust that physicians will tell the truth. In addition to these
concerns, any approach to managing the nocebo dilemma must take into account
clinical realities; that is, it must be practical and workable in the clinic. This last
includes limiting implicit bias.

As explained in the previous section, in Type 1 cases, nonmaleficence and
autonomy (when taking into account only the instrumental value of autonomy)
justify nondisclosure of nocebogenic effects. Furthermore, it is unlikely that nondi-
sclosure in Type 1 cases will decrease trust in physicians. Thus, I propose that in
clinical situations the default associated with Type 1 cases should be nondisclosure.

Type 2 cases are more complicated. Nonmaleficence justifies nondisclosure.
However, since patients in Type 2 cases have not decided on a treatment, the duty
to respect autonomy (when focusing only on its instrumental value) may justify or
encourage full disclosure. In addition, in Type 2 cases, withholding information has
the potential to decrease trust in physicians. I suggest that the default in Type 2 cases
should be disclosure.
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Like other defaults, the defaults proposed here can be overridden. If a physician is
involved in a Type 1 case, and the physician knows that the patient attaches a lot of
value to autonomy, the physician may consider overriding the default. Similarly, in
Type 2 Cases, if the patient attaches little or no value to autonomy and prefers
medical paternalism, the physician may consider overriding the default.34

Allowing these defaults to be overridden is consistent with shared decision
making. Although shared decision making usually pertains to the process of
deciding a course of treatment, my focus is on providing an approach that involves
both patients and physicians in deciding the nature of the physician-patient
relationship, specifically of whether physicians should disclose side effect informa-
tion that will potentially increase the likelihood that patients will experience
nocebogenic effects.35 In order to accomplish this last, the physician needs to know
how much value patients attach to autonomy before deciding whether (non)
disclosure is appropriate or whether to override one of the defaults. As explained
above, onemeans of acquiring information pertaining to howmuch a patient values
autonomy is to discuss authorized concealment with one’s patients. However, this
approach is risky andmay unnecessarily harm patients, especially patients who are
likely to suffer nocebogenic effects.

A different way to acquire information pertaining to how much weight patients
attach to autonomy and informed consent is to utilize a tool that can help patients
communicate this information. Physicians can then take their patients’ values and
preferences into account and decide whether to override the defaults associatedwith
each type of case, without explicitly asking patients to consent to nondisclosure.

Most of us are familiarwith theUniversal PainAssessment Tool, a chart that assists
physicians in assessing the severity of pain their patients are experiencing. Patients
are shown the chart and asked to point to a number that best describes their level of
pain. One of the most well-known, theWong-Baker FACES Pain Rating Scale, shows
a series of faces, rating pain from zero to ten (using only even numbers) and contains
pictures of a smiling or frowning face above each of the numbers. Under the zero are
the words “NoHurt” and above the zero there is a smiley face. Under the ten are the
words “Hurts Most” and above the ten is very sad face, with tears.36

I suggest that a similar tool could be used to assess patient attitudes toward
autonomy.37 Although more research is necessary in order to determine what this
chart might look like or how it might work, imagine a simple scale from zero to ten,
just like the pain chart. On the far left, just above the zero, therewould be a picture of
someone surrounded by books and looking at a computer with a smile on her face.
On the far right, above the number ten, the same picture would appear, but the
personwould have a frown or an expression of pain or disapprobation. The pictures
might include a few words to help patients express their attitudes. Underneath the
zero, below the smiley face, would be the words: “I want to know the details,
regardless of the consequences.” Underneath number four would be the words
“Unless the potential harm is great, I want to know the details.” Finally, underneath
number ten would be the words: “I don’t want to know the details. Tell me only
what I need to know.”38

Before discussing treatment options (or perhaps at the beginning of an appoint-
ment, depending on the type of practice or specialty) a clinician could ask her patient
to select the number that best describes how he feels (or what he believes) about
learning about the details of different medical treatments or detailed medical
information.39 The clinician might preface this question with a short description
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of what she is trying to discover: “We know that some patients like to learn about all
the details associated with different treatment options, while others do not want to
learn this information. Knowing that different patients have different preferences,
our office makes it a practice to ask patients howmuch information they want to be
provided. Point to the number that best describes your attitude.”

Just to be clear, I recognize that development of a tool to measure how a patient
values autonomy is not an easy endeavor. Furthermore, I am not suggesting that
every physician should (or must) utilize an autonomy assessment tool in order to
determine whether the defaults should be overridden. Rather, I am suggesting that
the tool would be useful for those physicians who believe that a patient’s values
should drive the decision concerning whether to override the defaults. Physicians
who chose to use the tool and thereby learn about their patients’ values with respect
to autonomy and the sharing of information can make an informed decision as to
whether to override the defaults suggested above; that is, physicians can determine
whether nondisclosure, partial disclosure or full disclosure is appropriate for each
individual patient. I do not think it is a stretch to say that by providing the autonomy
chart to their patients, physicians are engaging in robust shared decision making.
Patients’ values are being taken into account when physicians consider whether to
share side effect information, thereby decreasing the likelihood that unwelcome
paternalism will infect the physician-patient relationship.

This tool is also helpful in that it will help limit the number of cases in which
physicians withhold information and patients seek the information in other places.
Avoiding this problem is important, because if patients discover side effect infor-
mation while searching the Internet at home, for example, there is no health care
provider present to put this information into context and thereby decrease the
likelihood that patients will become overly anxious (which, as stated above, may
increase the likelihood or severity of nocebogenic effects).

Regardless of whether a physician chooses to use an autonomy assessment tool,
abiding by the defaults has the potential to limit implicit bias. Utilizing defaults
(or some other fixed structure) decreases the likelihood that a physician’s decision
to disclose or not to disclose information will be influenced by a patient’s race,
gender, or sexual orientation. And in those situations in which a physician uses the
autonomy chart, her decision pertaining to whether she should override
the defaults will be not be guided solely by her own subjective impressions of
the patient, but rather by information the patient communicates to his health care
provider.40

It should go without saying that when physicians do disclose information, they
should do so in a way that is least likely to result in harmful side effects. Luana
Colloca makes a similar point:

Clinical strategies to minimize the occurrence of nocebo effects should
include avoiding negative phrases when explaining interventions or med-
ical treatment, emphasizing the positive effects of the medical treatment,
taking time to allow the patient to ask about previous and actual negative
aspects of the medication, and providing adequate time for the patient to
internalize the information that has been given. 41

Finally, in those instances in which physicians choose to withhold information,
patient follow-up, like that suggested by Fortunato and colleagues, is appropriate.
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As explained in their essay, this is a means of respecting autonomy and obtaining
informed consent, albeit not the best way of doing so.

Although the approach I propose is similar in some ways to authorized conceal-
ment, it is different. As explained above, authorized concealment is dangerous in
that asking patients if theywant their physicians to withhold side effect information
may increase patient anxiety, especially in the case of those patients who are most
susceptible to the nocebo effect. Utilizing defaults and the autonomy assessment
tool is less likely to increase the anxiety of patients in that patients are not explicitly
told that information will be withheld. (And if a physician knows or has reason to
believe that her patient is extremely anxious, she may decide not to use the tool or
abide by the defaults.) Rather, patients are told that their health care providers want
to provide the amount of information their patients desire, without explaining that
they may withhold information in order to protect them from side effects. In
addition, patients are not asked to make a choice (whether they want their
physicians to withhold information), thereby avoiding the anxiety associated with
choosing a specific option.

Conclusion

There is no easy way to manage many of the tensions arising out of the relationship
between a physician and a patient. Although at times we may be tempted to try to
eliminate these tensions, I suggest that physicians and ethicists strongly resist this
temptation. We must remember that every physician and every patient is unique,
and the values, needs, desires, goals, etc., of every physician and patient contribute
to a unique couplet when a physician and patient decide to work together.

In this essay, I take the above seriously when I propose a means of managing the
nocebo dilemma. I suggest that physicians employ a system of defaults. In Type
1 cases, the default should be to withhold side effect information when doing so has
the potential to decrease the likelihood that patients will suffer nocebogenic effects.
In Type 2 cases, the default should be to disclose information pertaining to side
effects, even if doing so may increase the likelihood that patients may suffer these
side effects. Like most defaults, I suggest that these defaults can be overridden.
Whether to do so depends on both the patient’s and physician’s values pertaining to
autonomy and informed consent, and I propose a tool that physicians can use to
ascertain what her patient’s values are. Possessing this information can help
physicians manage the nocebo dilemma in a practical, workable way that takes
seriously their patients’ values with respect to autonomy, paternalism, and
informed consent, and balances these values with their patients’ desire not to be
harmed (and their owndesire not to harm their patients and to respect their patients’
autonomy). Finally, unlike other approaches to managing the nocebo dilemma, this
approach attempts tomitigate implicit bias and is unlikely to undermine public trust
of physicians.
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Philosopher’s Index “yields a striking zero result.” See Cohen S. The nocebo effect of informed
consent. Bioethics 2014;28(3):147–54, at 147.
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nonadherence and/or discontinuation of treatment increases. See, Barsky AJ, Saintford R, Rogers
MP, Borus JF. Nonspecific medication side effects and the nocebo phenomenon. Journal of the
American Medical Association 2002;287(5):622–7.
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