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Toleration and Healthcare Ethics

RAANAN GILLON

Toleration is a touchstone of contem-
porary liberal democracy, a “moral
duty” according to the 1995 UNESCO
Declaration on Tolerance,1 and a widely
accepted norm of liberal everyday life.
In the United Kingdom and many other
countries medical and nursing ethics
require doctors and nurses to be toler-
ant of a wide range of behaviors, atti-
tudes, and beliefs among their patients
of which they nonetheless disapprove.
Even if a doctor is a sincere Roman
Catholic he or she should tolerate
patients who seek abortion or contra-
ception: Although not required to pro-
vide either intervention, he or she
should, however, explain that other
doctors are available who can accede
to these requests. Medical and nursing
ethics require that patients who are
racist, sexist, homophobic, and or reli-
giously intolerant themselves ought
nonetheless to be tolerated and treated
by their doctors and nurses, at least

insofar as they are not being grossly
abusive or violent.

If a doctor or nurse discovers that a
patient is cheating the income tax
authorities, deceiving his or her spouse,
engaging in burglary, or growing can-
nabis in the garden, the doctor or nurse
is expected to tolerate, maintain con-
fidentiality, and treat as necessary. If a
competent patient makes what to the
doctor appears to be a grossly mis-
taken decision to reject a proffered life-
saving treatment, that decision must
nonetheless be tolerated, no matter
how wrong the doctor believes the
decision to be, no matter how tragic,
unnecessary, and harmful to others are
the consequences. Conversely, doctors
and nurses who are themselves in-
tolerant —who are, for example, reli-
gious zealots who try to convert their
patients to what they see as religious
truth or who are zealously racist, sex-
ist, or homophobic —such healthcare
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workers are not to be tolerated by
their peers: They require either reedu-
cation toward properly tolerant atti-
tudes and behavior —at least in the
context of their work —or expulsion
from their profession. In contempo-
rary Western healthcare ethics, tolera-
tion is widely regarded as a vital virtue
for all healthcare workers to possess.
Those that do not possess this virtue
and cannot or will not acquire it are
not to be tolerated as healthcare
practitioners.

Paradoxes

To require toleration of what many
would regard as intolerable behavior
by patients and simultaneously to be
intolerant of similar behavior when
manifested by doctors and nurses is
an example in the healthcare setting
of the so-called paradoxes of tolera-
tion. In politics these paradoxes show
themselves in the theory that tolerant
societies should be tolerant and the
fact that tolerant societies incarcerate
and sometimes kill those who threaten
to undermine their existence. In reli-
gion these paradoxes manifest them-
selves in theories of tolerance and
practices that are intolerant of other
religions or of branches of their own
that themselves reject such tolerance.
In liberal legal systems such para-
doxes appear in the form of laws
defending tolerance that include rig-
orously restrictive sanctions against
those who seek to undermine the exis-
tence of liberal legal systems.

But do these examples demonstrate
insoluble paradoxes? Are they, and the
paradoxes of toleration generally, sum-
marized and resolved in the eye-
catching T-shirt slogan “bombing for
peace is like fucking for virginity,”
seen while I was writing this piece?
Or does that slogan merely demon-
strate (even when tidied up) that tol-
eration is an important but limited

value in itself, that its preservation
where it is of value may require intol-
erance, and that the paradoxes of tol-
eration are only logically insoluble if
based on the mistaken assumption that
toleration is an absolute value? Al-
though I suspect that the answer to
each of these questions is “yes” in all
contexts in which the paradoxes of
toleration arise, I shall in this brief
article confine myself to toleration in
healthcare, and address only tangen-
tially or not at all toleration in its
more familiar contexts of religion, law,
and social and political philosophy.

Defining Toleration

Let me start by admitting immedi-
ately that it is difficult even to give an
uncontentious account of the meaning
of the term toleration. It clearly involves
self-restraint from acting against some-
thing that one dislikes or of which one
disapproves —one does not “tolerate”
what one likes or approves of, nor
does one “tolerate” that about which
one is indifferent. But what is meant
by acting against here? In particular, if
one asks a person to do something —to
turn down loud music, say — but
accepts the person’s refusal (even
though one could simply go and turn
down the radio or television oneself),
is the request to turn down the vol-
ume an example of intolerance? I am
inclined to think not, even though such
requests are surely forms of acting
against, trying to negate, or trying to
avoid enduring something one dis-
likes. Thus although it is undoubtedly
true that the person who, despite dis-
liking the loud music, says nothing at
all is more tolerant (of the loud music)
than the person who asks for it to be
turned down, both tolerate it. By con-
trast, the person who — having re-
quested and sweet reason having
failed —simply goes and turns it down
is clearly intolerant, at least of the
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loud music on that occasion. (He or
she may or may not be, in general, an
intolerant sort of person.)

In this paper I use the terms toler-
ance and toleration as synonyms that,
when applied to actions, mean self-
restraint from trying to enforce the pre-
vention of that which is disliked or
disapproved of, despite the tolerator
having the power to try to enforce its
prevention. When applied to persons,
they mean the disposition or tendency
or character trait of manifesting atti-
tudes and acts of tolerance or tolera-
tion. They contrast with intolerant,
which, when applied to actions, means
actions that try to enforce the preven-
tion of what is disliked or disap-
proved of and when applied to persons,
means persons who tend to try to
enforce the prevention of what they
dislike or disapprove of. There can, of
course, be various ways of trying to
enforce one’s will upon others, but I
simply assume that reasoning (if un-
accompanied by bullying of any sort)
is not one of them.

Not Necessarily a Moral Term

Toleration is not necessarily a moral
term, as Mary Warnock has so clearly
argued,2 for one can disapprove of,
yet tolerate, things about which one is
morally neutral (like loud music). I
recall that one acute dilemma in my
clinical practice was whether or not to
continue to tolerate —in breath-holding
self-restraint —the visits of a particular
patient who was totally unaware that
the smell of his feet would have made
a combination of durian fruit, ripe
camembert, well-hung pheasant, and
blocked lavatories a sweet-smelling
nosegay by comparison. (On his third
visit I discussed the matter with
him —he was most surprised that there
was anything offensive about his feet
but agreed to try washing his socks
rather than waiting until vacation for

his mother to do them.) My admit-
tedly ancient pocket Oxford dictio-
nary gives as examples of what one
might tolerate —“or find or treat as
endurable” —“Jews, polygamy, sweat-
ing [which is what reminded me of
my patient], infringement of copy-
right, slang, crude colours, bores.” Of
these, only tolerance of polygamy and
copyright infringement would be can-
didates for tolerance in a moral but
nontheological sense, assuming (char-
itably) that tolerance of Jews was
intended as an example of religious
toleration, the main focus of writings
on toleration from the 13th (yes, Aqui-
nas discusses a principle of toleration)
to the 20th centuries; the remaining
examples concern toleration of things
that may simply be disliked.

I started by pointing out that toler-
ance is regarded as a virtue in health-
care ethics, but of course it is no more
regarded as an absolute value —to be
manifested in all possible circum-
stances —in healthcare than in any other
context. I’ve already indicated that rac-
ism, sexism, homophobia, and reli-
gious intolerance exhibited by patients
need not be tolerated if accompanied
by violence or by gross abuse (doctors
and nurses are expected to tolerate a
certain amount of abuse!). Not every-
thing that a doctor or nurse discovers
about a patient has to be tolerated;
thus the important presumption of con-
fidentiality in healthcare ethics can and
should be overturned and the patient
reported to the appropriate authori-
ties if he or she is found to be threat-
ening the lives of others, for example
as a terrorist or murderer or rapist, or
even by continuing to drive a car after
a diagnosis of epilepsy. Although the
doctor must tolerate patients’ refusal
of lifesaving treatment for themselves,
such toleration does not extend to
refusal of (beneficial) lifesaving treat-
ment for their children. Although the
doctor is expected to tolerate the pa-
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tient’s cannabis growing in the gar-
den, he or she would not be expected
to tolerate and maintain confidential-
ity about the patient’s role as a major
supplier of heroin or crack cocaine.

Why Value Toleration?

But why should toleration be valued
at all? Various reasons are offered by
the great advocates of religious toler-
ation, among them Milton, Locke,
Spinoza, Voltaire, Kant, and Mill. These
justifications include pursuit of self-
interest, social harmony, the common
or greater good or the lesser evil, and
also the need for humility about the
extent of our knowledge of God’s
will. But perhaps the most important
justification offered by these and by
contemporary writers is what today
we would call respect for people’s
autonomy —their thought-out choices
for themselves, including their pri-
vacy choices and their freedom of con-
science. When one thinks about the
intolerance that leads patients to resent
their doctors or nurses in dysfunc-
tional clinical interactions, it is often
the ignoring or the overriding of their
autonomy that patients find most
objectionable.

Respect for Autonomy

Thus, analyzed in terms of the four
principles of medical ethics, toleration
is prima facie morally desirable because
and insofar as it tends to respect
people’s autonomy, and intolerance is
prima facie morally undesirable be-
cause and insofar as it tends to ignore
or override people’s autonomy. But of
course in any reputable account of
respect for autonomy, such respect is
morally required insofar as it is com-
patible with respect for the autonomy
of all whom it potentially affects. Thus
if toleration of one person’s autono-
mous choices for himself or herself

will result in infringement of other
people’s autonomous choices for them-
selves, the principle of respect for
autonomy does not require such toler-
ation, and it will become a question of
judgment in the context of competing
claims whether to be tolerant in the
circumstances.

Nonmaleficence

Can one ever do harm by being toler-
ant? My own analysis would reject
this possibility, while fully accepting
that toleration may permit harm to be
done. Thus by not joining up with
Medecins sans Frontieres I do not do
harm, even though I do not help to
prevent the medical harm that I could
help to prevent if I did join up. By not
telling the police about my dangerous
pedophile patient I do not do the harm
that he subsequently does when he
rapes a child, even though it is un-
doubtedly true that I fail to prevent
that harm and that I probably could
have prevented it. However, whether
or not I am right to make this dis-
tinction —one astonishingly sometimes
encounters those who deny that there
is any moral distinction possible be-
tween my doing a harm and my fail-
ing to prevent the same harm —it will
surely be the case that if sufficient harm
will be caused by tolerating bad behav-
ior in others and the amount of harm
could be sufficiently reduced by not
tolerating it, then it is morally desir-
able not to tolerate it. Conversely, if
sufficient harm will be caused by not
tolerating the bad behavior whereas
tolerating it would prevent that harm,
then toleration will be morally de-
sirable —as the lesser evil. Once again
it will be a matter of judgment what
will count as sufficient. Part of such
judgment is societal and manifested in
social and professional norms, values,
and pressures, formal and informal —
and part of such judgment is personal.
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Societal (including legal) and profes-
sional judgment does not require me
to join up with Medecins sans Frontieres
(this would be admirable but super-
erogatory and the harms of my not
joining up are tolerated). But societal
and professional judgments do require
me to report my dangerous pedophile
patient —the harms risked by my tol-
erating my patient and not reporting
him are not to be tolerated. (My per-
sonal judgment concurs in both cases.)

Beneficence

Can toleration ever fail to benefit?
Obviously it can. In any situation where
it would be possible for people to ben-
efit others and they do not try to do
so, they are tolerating failure to ben-
efit. One implication of this incontro-
vertible fact might be that toleration is
always prima facie wrong in such cases.
An alternative —and I believe correct —
inference is that the obligation of benef-
icence is limited or “imperfect” and
that, even prima facie, it is morally
permissible to tolerate failure to ben-
efit, except in those cases where there
is a prima facie moral obligation to
benefit. Joining Medecins sans Fron-
tieres provides an example where I do
not have a moral obligation to benefit
(admirable though it would be to do
so). But when I was a practicing doc-
tor I did have obligations to benefit
my patients. These obligations were
part of the general professional obli-
gation of nurses and doctors to pro-
vide healthcare benefits to patients,
and it is this commitment that justi-
fies, in the examples I have given,
both tolerance of what would be widely
regarded as intolerable behavior, when
manifested by patients, and intoler-
ance of the same sort of behavior when
manifested by our colleagues.

Differences in the scope of my obli-
gation of medical beneficence lead me
to a more controversial moral distinc-

tion. I am (albeit reluctantly) ready to
tolerate (in the sense of not trying to
enforce change of behavior —I would
certainly try to persuade) my HIV
patient’s marital deceit by maintain-
ing confidentiality when the deceived
spouse is not my patient. On the other
hand I am (also reluctantly) ready if
necessary to override my duty of
confidentiality —and thus not tolerate
my HIV patient’s deceit —when the
deceived partner is also my patient, to
whom I have a duty of medical care
or medical beneficence, if my patient
is not prepared himself to tell his wife
about his HIV.

Justice

Considerations of justice, too, may
prima facie require toleration in some
circumstances, intolerance in others.
Distributive justice in the context of
healthcare requires, prima facie, that
we distribute scarce healthcare re-
sources in proportion to people’s
healthcare needs. On the other hand,
distribution in proportion to need may
conflict with other relevant moral
obligations —for example, with the obli-
gation to respect a patient’s autono-
mous rejection of such resources. Such
rejection should, of course, be toler-
ated. On the other hand, demands to
jump the queue that are not based on
need should not be tolerated.

Rights-based justice requires, prima
facie, that we respect people’s rights
and are therefore intolerant of abuse
of those rights. (Some would see both
of my last two cases as examples where
rights-based justice requires me not to
tolerate my patient’s deceit of his wife,
whether or not the wife is my patient.)
Rights-based justice provides one of
the justifications for not tolerating vio-
lence and gross abuse in the context of
healthcare. On the other hand, as also
already mentioned, people’s rights to
have their autonomy, liberty, and pri-
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vacy respected prima facie require tol-
eration even when such toleration may
not be in their best interests and even
where it may cause some degree of
harm to others.

Similarly, the conflicting demands
of legal justice have already been
alluded to. It requires us, again prima
facie, to tolerate and obey laws that
have come about through a morally
acceptable process even when we dis-
approve of them —though we are at
liberty to try to influence the demo-
cratic process to try to change them.
On the other hand, the laws them-
selves may require all of us, including
health professionals, to be intolerant
of certain sorts of law breaking and to
try to impose adherence to those laws
by others whom we know to be vio-
lating them. Hence, for example, the
obligation on all of us, including health
professionals, to report crimes that seri-
ously endanger others.

An Independent Virtue?

An interesting strategy that would give
toleration a near absolute value is pro-
posed by David Heyd. Under his
approach a distinction is made between
judgments about tolerating actions, atti-
tudes, beliefs, events, states of affairs,
and so forth and tolerating people.3

Toleration is then the process of switch-
ing one’s perception away from the
action, attitude, belief, state of affairs,
and so on of which one disapproves,
(the duck) and toward the person (the
rabbit) whom one tolerates. Toleration
is thus to be seen as a subclass of re-
spect for persons —a moral attitude to
others that typically disregards most
actions and opinions of the object of
respect. Three worries incline me to
reject this otherwise appealing idea.
First, respect for people’s autonomy —
always qualified by the need for such
respect to be compatible with respect
for the autonomy of all potentially

affected —is in my view the clear and
appropriate moral obligation and vir-
tue: “respect for persons” is too nebu-
lous a term, and facilitates, for example,
imposed social separation of women
from men, subjecting women’s auton-
omy to the will of their menfolk, impos-
ing their cloistering away from men and
their hiding of their bodies and faces
when they are allowed to be in the pres-
ence of men —often all in the name of
“respect” for their persons. Second, since
Heyd accepts that sometimes the appro-
priate attitude is to judge the action,
belief, behavior, and so forth, it is not
clear how the duck/rabbit gestalt switch
from action to person, or vice versa, is
different from, or superior to, the more
usual models of balancing, harmoniz-
ing, judging, prioritizing, or simply
choosing between moral values when
they conflict. Third, it is not clear to me
why we should tolerate, let alone respect,
persons whose actions, behaviors, or
speech are clearly persistently immoral.
There is a hint of the Christian doc-
trine of hate the sin, love the sinner in
Heyd’s proposal(!). It is not clear to
me in either case why we should.

Even under Heyd’s very tolerant
account of tolerance it is clear that
toleration is not and should not be
regarded as a moral absolute, required
in all possible circumstances, but rather
that it is sometimes morally desirable
and sometimes morally undesirable.
The examples I have outlined above
certainly do not support any notion of
toleration as a moral absolute. Rather,
the character disposition of tolerance
is like many other character disposi-
tions that are claimed to be “virtu-
ous”: It and they are to be assessed as
virtues when and insofar as they lead
or tend to lead to morally desirable
states of affairs. Where instead they
lead or tend to lead to morally undesir-
able states of affairs they are vicious,
not virtuous. Although I believe that a
tolerant disposition tends to make for
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a good doctor or nurse (though an
empirical study of this assumption
would be valuable, if difficult), even
tolerant clinicians are morally required
to assess particular circumstances
and/or particular people which or
whom they dislike or disapprove of,
and make decisions as to whether or
not they should tolerate them. Often
toleration is morally admirable, but
sometimes it is indeed morally undesir-
able, even morally despicable!4

Toleration as a “Default Position”

However, given that toleration is likely
to be a morally desirable mindset in
clinicians —the default position as it
were —and given that toleration pre-
sumptively involves respect for other
people’s autonomy, we as clinicians
should surely reflect carefully before
we decide, in a given set of circum-
stances, that toleration is morally
unacceptable and that we should
instead intolerantly try to impose our
views (a defining feature of intoler-
ance). We should reflect about how
much our proposed intolerance would
enhance respect for the autonomy of

all affected by our decision, how much
harm it would cause, especially, of
course, harm to health, how much
benefit —especially health benefit —it
would produce (including prevention
of harm, especially prevention of harm
to health), and how fair or just it would
be, whether in terms of use of scarce
resources, of respect for people’s rights,
or of respect for laws that have come
about in morally acceptable ways. If
we do so reflect we may often find
that toleration, despite our firm disap-
proval, is the best approach. Some-
times we may even find ourselves less
certain of our original firm disapproval!

Notes

1. The Declaration is reprinted in Ricoeur P, ed.
Tolerance: Between intolerance and the intol-
erable (Diogenes). Providence, RI: Berghahn
Book; 1996:207–13.

2. Warnock M. The limits of toleration. In: Men-
dus S, Edwards D, eds. On Toleration. Oxford:
Oxford University Press; 1987 at p. 125.

3. Heyd D. Toleration. Princeton, NJ: Princeton
University Press; 1996:10–7.

4. For some plausible examples see Cather-
wood J. An argument for intolerance. Journal
of Medical Ethics 2000;26:427–31.
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