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1. Introduction
1.1. Definition of an unsolicited medical opinion
Medical doctors sometimes make diagnoses in persons who did not ask for their medical
opinion. This may occur when doctors see signs of disease in strangers outside of hospitals
or medical practices, e.g., when an off-duty dermatologist in a shopping mall notices a dark
mole on a stranger’s neck, classifies the lesion as suspicious for melanoma and goes on to
tell the stranger about his/her suspected diagnosis (Preller and Salloch 2018a). Since many
physicians will encounter situations in which they make a diagnosis in a stranger, and many
patients may at some point receive medical opinions they did not request, offering and
receiving an unsolicited medical opinion is highly relevant to both physicians and patients.
The unsolicited medical opinion raises ethical questions that directly involve physicians and
patients. It is important to investigate these questions and seek solutions to this ethical
problem.
In the literature, authors have offered several, often similar, definitions of the “unsolicited
medical opinion” (Ratzan 1985; Moseley 1985; Mitchell 2008; Bercovitch and Perlis 2012).
Ratzan defines the unsolicited medical opinion as physicians offering a diagnosis to
“strangers who may possess an undiagnosed medical condition” (Ratzan 1985). Moseley
describes the unsolicited medical opinion as “a medical opinion [made to] an unsuspecting
individual, an individual who did not invite such an intrusion” (Moseley 1985). Moseley also
states that the medical opinion must concern a “serious health problem” (Moseley 1985).
Mitchell describes the unsolicited medical opinion as “when [doctors] see signs of disease
(or hear complaints of symptoms) in a person who has not approached them for advice—a
passer-by diagnosis’’ (Mitchell 2008). Furthermore, it has been noted that the unsolicited
medical opinion mostly takes place outside of the usual medical context (Mitchell 2008).
The above shows that the unsolicited medical opinion involves certain elements: a diagnostic
encounter mostly outside of the formal medical context, the absence of a doctor-patient
relationship, a clinical diagnosis made by a physician, and a disease that is relevant to an
individual’s health and which, by some likelihood, has not yet been diagnosed.
In this thesis, the unsolicited medical opinion is defined as a situation in which medical
doctors, outside of the formal medical context, make a clinical diagnosis relating to a severe
illness in persons who are not their patients and offer these persons a medical opinion
concerning that diagnosis.
5

Part of the moral problem of the unsolicited medical opinion derives from doctors’ training.
Doctors are extensively trained in the skill of clinical diagnosis, which includes the
recognition of signs as indicators of disease. Clinical diagnosis includes inspection, such as
diagnosing leg oedema as an indication for heart disease, a swollen thyroid gland (or goitre)
as an indication for thyroid disease or jaundice as an indication for, among others, liver
disease. In fields like dermatology, clinical inspection is used extensively, for instance in
diagnosing suspicious skin lesions such as melanoma. In medical practice, suspicious findings
collected via clinical inspection may lead to further tests—such as imaging, blood tests,
biopsy—and occasionally to the initiation of treatment. In some cases, clinical inspection
itself, with varying accuracy, can already point to serious conditions, such as malignancy or
chronic disease. Outside of hospitals and medical practices, doctors cannot simply switch off
the skill of clinical diagnosis: they continue, to some degree, to look at other persons with
skilled eyes and, albeit unwillingly, make clinical diagnoses.
The literature offers numerous examples of clinical diagnoses made in the informal context.
One example is that of a British physician, who diagnosed himself to be suffering from
acromegaly (his hat had become too small for his head), only to realise that his medical
colleagues had already had the suspicion for several years, without confessing their thoughts
to him (Ratzan 1985, p. 147). Mitchell mentions further real-life examples, including a
medical doctor who recognised the clinical signs of hyperthyroidism (sweating, tremor,
goitre) in an airport security worker, a neurologist who diagnosed the movements
associated with chorea in a theatre-goer and an ophthalmologist who was able to detect the
signs of eye cancer in a hyper-realistic portrait painted by Chuck Close (Mitchell 2008, p. 85).
1.2. What ethical questions are raised by the unsolicited medical opinion?
The central problem of the unsolicited medical opinion is that it poses a moral challenge for
the physician: a possible disease, which may lead to a serious loss of health, is recognised in
a person who is not the physician’s patient, outside of the formal medical context.
The fundamental ethical question is: Does a medical doctor who makes a clinical diagnosis in
a stranger, outside of the formal medical context, have an ethical obligation to offer an
unsolicited medical opinion?
This ethical question involves some related questions: If physicians do have an ethical
obligation to offer an unsolicited medical opinion, are there any limiting factors to this
6

obligation, which would justify not acting? A more practical question is also raised: How
should a physician approach the person in whom an unsolicited diagnosis is made?
1.3. The scope of the topic
It is necessary to distinguish the scenario of the unsolicited medical opinion from that of the
medical emergency. The medical emergency is defined by time: if a medical intervention
does not happen, a sudden loss of life or health will ensue, e.g., in cases of myocardial
infarction or stroke. The medical emergency is explicitly dealt with in the legal and the
ethical realm, as will be discussed below. By contrast, the situation arising from the
unsolicited medical opinion is one in which the underlying pathology may not pose an
immediate health risk, but, if not addressed, may in some cases lead to a severe loss of
health (e.g., metastasised melanoma or a skin infection leading to sepsis).
In three publications, different aspects of the topic are explored. The first publication argues
in favour of the unsolicited medical opinion, following a utilitarian approach (Preller and
Salloch 2018a). The second publication offers an overview of the arguments involved in the
unsolicited medical opinion with reference to the existing literature on the subject, drawing
particular attention to ethical-theoretical approaches (Preller and Salloch 2018b). The third
publication, a comment on an original article, deals with a related topic: the unsolicited
mental health diagnosis (Preller et al. 2018). Patients sometimes seek medical advice for a
specific biological medical problem, e.g., chronic headache, from a medical doctor, only to
receive a mental health diagnosis without their having consented to the examination of
mental health issues (O'Leary 2018). This issue differs from the unsolicited medical opinion
sketched above, since the patient agrees to the medical treatment in general, but not
necessarily to the inclusion of psychosocial health.
2. Background: The literature of the unsolicited medical opinion
2.1. Overview
A small body of literature exists relating to the unsolicited medical opinion. The largest
source consists of articles which explore the unsolicited medical diagnosis and related topics
from the perspective of different ethical theories. Specifically, authors have applied virtue
ethics (Wardrope and Reuber 2016), contract theory (Wardrope and Reuber 2016; Moseley
1985), principlism (Leavitt et al. 2005) and care ethics (Mitchell 2008) to the topic. A single
empirical study exists that investigates the attitudes of the public and the medical
community towards the unsolicited medical opinion (Zwitter et al. 1999). The medical
7

professional codes of most large medical bodies are mostly silent on the topic but contain
some related guidelines that may be applicable. The legal literature—which will not be fully
addressed in this dissertation— includes elements that have indirect relevance to the topic.
2.2. Professional guidelines and the law on unsolicited medical opinions
The medical ethics codes of professional medical bodies offer one possibility to obtain
principles guiding the medical profession (Mitchell 2008). Most of the codes published by
professional medical bodies provide little guidance on the unsolicited medical opinion. Often
the guidelines only contain subjects indirectly related to the unsolicited medical opinion. A
principle mentioned in several guidelines is the suggestion to exercise caution when
establishing doctor-patient relationships. The German Medical Association’s model
professional code for medical doctors, for example, stipulates that the “The patient’s right to
refuse recommended examination and treatment measures is to be respected.”
(Bundesärztekammer 2018). The American Medical Association’s Code of Medical Ethics
states: “medical doctors are not ethically required to accept all prospective patients. Medical
doctors should be thoughtful in exercising their right to choose whom to serve” (Code of
Medical Ethics | AMA). As Mitchell points out, one provision in the guidelines that could be
interpreted to encourage unsolicited medical opinions is the AMA’s provision to “support
access to medical care for all people” (Mitchell 2008). Another related topic is that of
medical doctors’ duty towards the public. This is seen in some codes that explicitly mention
medical doctors’ responsibilities beyond their own patients. The United Kingdom’s General
Medical Council’s Good medical practice guidelines 2013—even if silent on doctors’ duties
outside of the hospital—mentions the vague duty to “protect and promote the health of
patients and the public.” (General Medical Council). It is more likely, however, that this
provision is intended to cover fields such as political activism (Mitchell 2008).
This dissertation does not concern itself with the ethical or legal obligations arising from
emergency situations and does not aim to cover the legal implications of the unsolicited
medical opinion. Although sometimes discussed as similar situations in the literature (Ratzan
1985; Moseley 1985), this dissertation excludes emergencies, such as stroke, myocardial
infarction, or sudden injury. These scenarios are very different from non-emergency,
informal situations, which are rarely immediately life-threatening but may become so in due
time. Moreover, emergency medical situations are covered quite well in several professional
guidelines and, although less established in common law countries, many countries, e.g.
8

Germany (Strafgesetzbuch § 323c 2017) or France (Code pénal - Article 223-6 | Legifrance)
include a “duty to rescue” in their criminal law, by which persons can be held liable for failing
to offer assistance in case of a life-threatening emergency. Some countries also include
“good Samaritan laws” to protect those intervening during a medical emergency from being
charged, but these are mostly reserved for medical emergencies and probably do not cover
less acute scenarios (Bercovitch and Perlis 2012). This dissertation deals with clinical
diagnoses of diseases that are not immediately life-threatening but, if left untreated, may
prove life-threatening or lead to severe disability over time. These scenarios fall beyond the
scope of the law as they mostly go unnoticed to laypersons and will rarely lead to any legal
implications for the medical doctor (Mitchell 2008). This lack of legal relevance, however,
does not reduce their potential seriousness.
2.3. Ethical-theoretical approaches to the unsolicited medical opinion
2.3.1. Contract theory
Contract theory holds that morality derives from an agreement between all those involved in
and affected by a moral action (Ashford et al. 2018). This agreement is often referred to as a
“social contract”, which rational persons, as moral equals, would be able to agree upon
(Ashford et al. 2018). Similarly, in the context of medical ethics, contract theory holds that
the relationship between the medical profession and society should be viewed as an
agreement involving duties and privileges for both sides. Society (represented by the state)
offers the medical profession certain privileges, such as official accreditation, self-regulation
and protection against competition. In return, the medical profession agrees to provide
health care to society and promote the health of patients and the public (Wardrope and
Reuber 2016).
Moseley draws on this interpretation of contract theory to argue that medical doctors have
an obligation towards strangers in the case of an unsolicited medical opinion because
medical doctors “belong to a moral community which is dedicated to helping the sick and
injured and which is accepted and sanctioned by society” (Moseley 1985). For the
unsolicited medical opinion, this would imply that, because physicians belong to the medical
profession—which has entered into a social contract agreeing to promote the health of
patients and possibly the public—physicians have an obligation to offer an unsolicited
medical opinion to members of the public, even if they are not their patients. However, as
Wardrope and Reuber point out, the duty to promote the health of patients and the public
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does not necessarily make every physician responsible for all possible patients as not all
responsibilities applying to a collective (the medical profession) are distributed equally to all
members, i.e., to each individual physician (Wardrope and Reuber 2016). It is unlikely that
the imprecise duty on the medical profession to promote the health of patients should apply
to specific situations involving individuals, like the unsolicited medical opinion in informal
situations. If contact theory is applied, it seems improbable that rational persons, acting as
moral equals, would agree to a social contract that would place a duty on doctors to act in all
informal situations towards all members of the public in the absence of a doctor-patient
relationship. Contract theory does not seem able to support physicians offering an
unsolicited medical opinion to strangers.
2.3.2. Virtue ethics
Virtue ethics originated in ancient Greece and is based on the concept that the source of
moral rules or “the good” can be found in what is natural to human beings (Kuhse et al.
2016). The theory holds that everything—including human beings—has an end and that
living in accordance with that end would further the good (Kuhse et al. 2016). Virtue ethics
avoids looking at fixed rules to determine appropriate conduct, focussing instead on
personal habits and dispositions that help further natural ends. For Edmund Pellegrino, one
of the essential ends of medical doctors is the clinical encounter, which should contain as its
end “the right and good healing action for a particular human being” (Pellegrino 2006).
In their 2016 article, Wardrope and Reuber argue for medical doctors’ occasional duty to act
even in the absence of a formal doctor-patient relationship (Wardrope and Reuber 2016).
Although the authors primarily see medical doctors’ duties as based on contractual theory,
they realise that the codified rules guiding medical doctors’ conduct contain little on doctor’s
duties in casual encounters. The authors thus seek to expand medical doctors’ existing
duties by turning to virtue ethics. To expand medical doctors’ existing duties, the authors
single out the virtue of phronesis or practical wisdom. The medical doctor that possesses
practical wisdom would adopt an attitude of non-complacency, accepting that existing
health care systems do not always cover the needs of patients and that occasionally it may
be necessary for medical doctors to go beyond the normal responsibilities attributed to
them. Such a virtuous medical doctor would offer medical assistance even in the absence of
a formal doctor-patient relationship (Wardrope and Reuber 2016). If virtue ethics is applied
to the unsolicited medical opinion, an argument can be made that the virtuous doctor, who
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makes a diagnosis in a stranger, would offer the stranger an unsolicited medical opinion
because such a doctor—possessing the virtue of practical wisdom—would know that there is
a likelihood that the illness remains undiagnosed. By offering an opinion, the doctor works
towards achieving the ends of a medical doctor. The persuasive force of this argument
seems weak since the contents of a “virtuous doctor” leaves a lot of room for interpretation,
and the principle of non-complacency is not intuitively linked to offering an unsolicited
medical opinion.
2.3.3. Care ethics
Care ethics sees the basis for ethical decisions not in rigid, abstract rules and principles, but
instead as flowing organically from the particularities of human relationships (Baggini and
Fosl 2007, p. 13). In his 2008 publication, Mitchell applies care ethics in favour of the
unsolicited medical opinion. Although he primarily sees an obligation towards persons a
medical doctor may have a close relationship to, Mitchell extends the debate, seeing caring
as a “reciprocal activity encompassing attention to ourselves, our friends and intimates, but
also including others within our social environment with whom we are not acquainted”
(Mitchell 2008). In this sense, the argument is made that it is ethical for doctors, in some
cases, to offer strangers a medical opinion. Whether a formal obligation exists towards these
strangers, is not addressed. Appealing to care ethics seems a valuable way to extend the
rigid duties set for physicians since care ethics includes the particularities of each human
encounter and goes beyond abstract rational rules and principles. It is, however, also this
lack of rigidity that limits care ethics’ use in seeking a clear ethical position on doctors’ duties
when they make a clinical diagnosis. Care ethics does not offer any clear answers and risks
creating a treatment-bias favouring those persons that are closer to the physician, leaving
strangers at a disadvantage.
2.3.4. Principlism
In their highly influential work Principles of Biomedical Ethics Beauchamp and Childress
established four principles to use when considering an ethical problem in medicine:
autonomy, non-maleficence, beneficence and justice (Beauchamp and Childress 2013).
These principles were partly applied by Leavitt et al. in considering the broader topic of
informal medicine from a principlist perspective (Leavitt et al. 2005). The authors conclude,
by using the principles, that no formal obligation arises for the medical doctor when facing
encounters outside of official medical practice and that a “case-based approach”, aiming to
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reach a balance between the potential danger for the patient and the drain on a medical
doctors’ time, should be followed. (Leavitt et al. 2005).
Despite Leavitt et al.’s findings, if applied directly to the unsolicited medical opinion, the
principles can be used in favour of and against intervention.
One principle that seems to support offering an unsolicited medical opinion is the principle
of beneficence. Beauchamp and Childress explicitly state that the principle of beneficence
asks more of moral agents than other principles since moral agents “must take positive steps
to help others, not merely refrain from harmful acts” (Beauchamp and Childress 2013).
Following the principle of beneficence—which includes preventing harm to others
(Beauchamp and Childress 2013)—an argument can be made for doctors to act when they
make informal diagnoses of disease that is likely to cause harm to persons (Preller and
Salloch 2018b).
A key argument against the unsolicited medical opinion can be made based on the principle
of autonomy and the principle of non-maleficence (Preller and Salloch 2018b). Autonomy
can be interpreted as an individual acting freely according to a self-chosen plan
encompassing “self-rule that is free from both controlling interference by others and
limitations that prevent meaningful choice” (Beauchamp and Childress 2013). Part of a
patients’ autonomy is the right to decide for themselves whether to seek medical treatment,
which includes the right to decide whether to permit someone to diagnose them with an
illness and the right to decide whether to receive a diagnosis or a professional opinion
concerning their health. The unsolicited medical opinion limits patients’ freedom to decide
about their own health choices since the physician overrides the patient’s right to choose
whether to allow diagnosis and whether a patient wants to receive a medical opinion (Preller
and Salloch 2018b). Furthermore, the unsolicited medical opinion may infringe upon the
principle of non-maleficence. Non-maleficence contains the obligation not to cause harm to
others and is similar to the well-known maxim of primum non nocere (Beauchamp and
Childress 2013). Nonmaleficence differs from beneficence, since it does not entail a positive
action but merely “intentional avoidance” of harmful actions. (Beauchamp and Childress
2013). Nonmaleficence poses an essential limitation on the unsolicited medical opinion.
Since clinical diagnoses are often inaccurate, and because offering a medical opinion to a
stranger may induce psychological stress, the unsolicited opinion probably infringes on the
principle of nonmaleficence (Preller and Salloch 2018b).
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Principlism offers a differentiated view on the unsolicited opinion. The principle of
beneficence can be applied in support and the principles of autonomy and nonmaleficence
against the unsolicited opinion. Obtaining a general moral answer on the unsolicited opinion
from these principles is problematic since the weight of the principles will depend upon the
specifics of each applicable case.
2.4. Summary of the existing literature
As has been shown, the unsolicited medical opinion has been indirectly addressed from the
perspective of several ethical theories. The most persuasive arguments that can be made in
favour of the unsolicited medical opinion seem to be based on principlism. Weaker
arguments are offered by contract theory, virtue ethics and care ethics.
However, few of the theories seem to directly address the central problem of the unsolicited
medical opinion, namely that consequences matter in medical decisions. Whether a medical
doctor decides to offer a patient a medical opinion may involve a real loss of health. Unlike
other theoretical approaches, utilitarianism focuses on the consequences of actions. Since
the health consequences of acting (or refraining from acting) are at the centre of the ethical
dilemma, utilitarianism seems uniquely suited to offering viable solutions. Utilitarianism has
never been applied to the unsolicited medical opinion. Closing this significant research gap
offers a new perspective on this ethical problem.
3. A utilitarian argument in favour of offering an unsolicited medical opinion
3.1. Introduction to utilitarianism
Utilitarianism is an ethical theory based on the maximisation of well-being (Eggleston 2014,
p. 1). Although elements of the theory were already present in ancient Greek philosophy
(Eggleston 2014, p. 5), classical utilitarianism was developed in the 18th and 19th century by
Jeremy Bentham and later by John Stuart Mill (Kuhse et al. 2016). In determining whether an
action is right or wrong, utilitarianism holds that one must look at an action’s consequences.
The right action, according to utilitarianism, is the action that produces the greatest amount
of good (Driver 2009). Utilitarianism differs from other consequentialist theories, like
egoism, in that one of the theory’s key features is impartiality. Impartiality implies that the
consequences of an action must not only deliver the greatest good for an individual but for
all of those affected by the action, considered equally (Driver 2009). This view of impartiality
is echoed in the utilitarian maxim (attributed to Jeremy Bentham, but of unknown source) of
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“every man to count for one, nobody for more than one” (Nathanson 2018) and in Peter
Singer’s phrase of “equal consideration of interests” (Singer 1972).
In classical utilitarianism, the “good” was considered pleasure. This meant that the right
action is the one that leads to the greatest amount of pleasure and the smallest amount of
pain. Bentham famously held that pleasure and pain “…govern us in all we do, in all we say,
in all we think…”(Bentham 1789/2012). Since Bentham’s hedonism, there has been much
debate concerning the contents of the “good” that should be maximised. Mulgan points out
that contemporary utilitarian philosophers “talk in more neutral terms...[such as] well-being,
welfare” (Mulgan 2007, p. 61). Views on what “well-being” entails differ and can be broadly
categorised into three schools of thought: mental state or experience views, preference
views and objective lists (Mulgan 2007). Experience views echo classical utilitarianism in
stressing that well-being consists of achieving positive states of mind, such as pleasure
(Mulgan 2007). Preference theory views well-being as the greatest fulfilment of the
preferences for the individuals involved (Krantz 2002; Singer et al. 1993). In contrast to
positive states of mind and preference theory, objective list theory seeks to find things that
may be universally accepted as a part of well-being (Griffin 1988). The contents of objective
lists vary but mostly includes certain basic needs, what Griffin described as “what we need to
survive, to be healthy, to avoid harm, to function properly” (Griffin 1988).
Furthermore, in aiming to maximise well-being, utilitarianism does not always aim to
necessarily increase well-being. Just as circumstances exist in which it is possible to increase
well-being, circumstances also exist in which it is only possible to prevent a decrease (or loss)
of well-being. In a 1972 essay, Peter Singer used this inversion of the utilitarian argument to
argue that citizens of affluent countries have a moral obligation to help those suffering from
famine in poorer countries. He formulated this version of utilitarianism as: “If it is in our
power to prevent something bad from happening, without thereby sacrificing anything of
comparable moral importance, we ought, morally, to do it” (Singer 1972, p. 231). It is this
formulation of utilitarianism, with its focus on preventing a loss of well-being, that is used in
the argument below.
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3.2. A utilitarian argument for offering an unsolicited medical opinion in informal
situations
The argument is described in more detail in the attached paper (Preller and Salloch 2018a).
In this section, the key premises and conclusions of the argument are summarised. The
argument is based on five premises (P) and three conclusions (C).
•

If it is in the power of someone to prevent a loss of well-being, without thereby
sacrificing anything of equal moral value, such a person should act as to prevent
the loss of well-being. (P1).

•

Health is necessary for well-being. (P2).

•

Thus, if it is in the power of someone to prevent a loss of health, without thereby
sacrificing anything of equal moral value, such a person should act as to prevent
the loss of health. (C1).

•

There exist cases in which illness diagnosed by visual inspection poses a serious
threat to the health of persons. (P3).

•

There exist cases in which medical doctors have the power to—with varying
accuracy—diagnose and treat illness diagnosed by visual inspection in informal
settings. (P4).

•

Thus, in certain cases, medical doctors who make a diagnosis by visual inspection in
informal settings, in persons who may be threatened by a serious disease, should
act as to prevent the loss of health, unless the medical doctors thereby sacrifice
something of equal moral value. (C2).

•

Unsolicited medical opinions can lead to psychological stress and unnecessary
diagnostics for patients. Medical doctors mostly do not sacrifice anything of equal
moral value to the loss of health associated with untreated illness. (P5).

•

Thus, in some situations, a medical doctor who makes a diagnosis by visual
inspection in an informal setting should intervene and offer an unsolicited medical
opinion. (C3).

The above argument begins with the utilitarian premise (P1), dictating that if it is in the
power of someone to prevent a loss of well-being, without sacrificing something of “equal
moral value”, he/she must act accordingly. In the next logical step (P2), well-being is
connected to health by arguing that health forms one of the basic requirements for well-
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being (Preller and Salloch 2018a). Following this, it is concluded that if it is possible to
prevent a loss of health, a person must act accordingly.
The third premise (P3) explains that serious illness may sometimes be detected via clinical
diagnosis. Some serious illnesses, such as melanoma and hepatitis, although common in
some countries, are often latent, and can to some extent be diagnosed by clinical inspection
(Preller and Salloch 2018a). The fourth premise (P4) holds that medical doctors are able to
diagnose illness by visual inspection in informal settings, albeit with varying accuracy. It is
acknowledged that visual inspection is an imperfect diagnostic tool, considering that even in
the ideal clinical context the risk of misdiagnosis by visual inspection remains high.
Nevertheless, it is argued that visual inspection still forms the first basic tool for detecting
many illnesses and should not be seen as the final diagnostic step, but rather as a first step in
a diagnostic process (which may, for instance, include imaging, blood tests, biopsy etc.).
Furthermore, it is shown that many illnesses like melanoma, liver disease and skin infections
can be visually diagnosed, are treatable and often show better outcomes if treatment is
initiated early (Shaw et al. 1985). Following this, it is concluded in (C2) that, in some cases,
doctors have the capacity to prevent a loss of health by making a visual diagnosis of serious
underlying diseases.
The fifth premise (P5) stresses the most important limiting factor regarding the unsolicited
medical opinion, namely the possible harm caused by offering an unsolicited medical
opinion. It is problematic that an act aiming at preventing a loss of health may by itself also
cause harm. The harm caused by the unsolicited medical opinion derives from the possibility
of the clinical diagnosis being inaccurate and leading to unnecessary tests and the possible
psychological stress caused by receiving an unsolicited medical diagnosis. It is argued that
much of this harm can be contained by the physician making the uncertainty of the diagnosis
clear and by being judicious in deciding when to intervene. A further limitation is the
consideration of a physician’s loss of free time. This loss, however, when measured against
the possible loss of health of a person, cannot be seen as an “equal moral sacrifice”,
especially considering that the intervention need not take up too much of a medical doctor’s
time.
3.3. Limitations to the unsolicited medical opinion
A fundamental problem with the unsolicited medical opinion and perhaps its limiting factor
is the problem of possible harm caused to the receiver of the unsolicited opinion. This harm
can firstly come in the form of psychological stress caused by receiving an unsolicited
16

diagnosis. Secondly, harm can derive from the possibility of misdiagnosis, which is highly
relevant to a clinical diagnosis, made in an informal setting.
Furthermore, doctors can argue that they have a right to free time and that expecting them
to continue their work when off-duty would go beyond their responsibilities. It has been
shown that, although doctors often experience high job satisfaction, they often show low
satisfaction with their leisure time (Surman et al. 2016). Considering the above argument,
the measure by which a doctor must decide whether to intervene would be whether
anything of “equal moral worth” would be sacrificed. Following this argument, it would be
difficult for a doctor to justify sacrificing a small amount of his or her free time to make a
diagnosis and recommend further medical care in the formal context.
3.4. The design of the intervention
Now that it has been established that doctors, in some situations, have an obligation to offer
an unsolicited medical opinion, it must be noted that there is still a broad scope for
designing the specific intervention. As stated above, offering an unsolicited medical opinion
may lead to potential harm for the person receiving the diagnosis, either by obtaining an
inaccurate diagnosis or due to the psychological stress of receiving an unsolicited diagnosis.
Ratzan made several suggestions for the physician to consider before intervening: (a) There
must be a high likelihood of disease, (b) the illness should be latent, and (c) the physician
should be sufficiently knowledgeable on the matter (Ratzan 1985). In line with this approach,
it seems sensible to keep the intervention as limited as possible, while remaining effective.
The medical doctor must be seasoned in diagnosing the pathology in question. Professional
experience helps increase the accuracy of the diagnosis. There must also be a high likelihood
of disease. The likelihood of disease can, in some circumstances, be increased to some
degree if the pathology is already progressed and well-differentiated or if the physician
additionally considers whether a person belongs to a high-risk group for a specific illness,
e.g., a fair-skinned person is more likely to develop skin cancer than a darker-skinned
person. Furthermore, the physician must always keep the possible psychological stress
caused by an unsolicited opinion in mind. This can be reduced to some degree by a careful
communication style and by explicitly stating the uncertainty inherent in the unsolicited
opinion. An example may include a physician introducing himself to a stranger, indicating
that a symptom was noticed (without necessarily naming a specific illness associated with
the symptom) and that further medical help is advisable. The physician may then choose to
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leave their own contact details or that of a formal clinic (Preller and Salloch 2018a). In
general, the design of a physician’s intervention plays a decisive role in the ethical evaluation
of the unsolicited medical opinion.
4. The unsolicited medical opinion regarding patients with a possible mental illness
In a 2018 paper, Diane O’Leary explores the ethical implications of patients presenting with
“Medically Unexplained Symptoms” (MUS) (O'Leary 2018). MUS are defined as “symptoms
for which patients seek biological care where providers do not find biological explanations—
including cases where biological causes are present but unrecognised, cases of benign selflimiting symptoms with biological origins, and cases where psychosocial distress is the
primary causative factor” (O'Leary 2018). MUS is highly relevant in clinical medicine, with
some studies estimating that it accounts for 10-15% of all general practice consultations
(O'Leary 2018). One of the ethical problems singled out with regards to MUS involves the
question of informed consent. The ethical issue arises when doctors propose psychosocial
causes to patients presenting with biological symptoms, leading to patients receiving
unsolicited mental health care. This is, for instance, the case when a patient presents to the
hospital with stomach pain, is convinced that the pain has a biological cause, ends up with a
series of negative findings on the tests completed and finally receives the suggestion by the
doctors involved that the symptoms are psychosomatic in origin. O’Leary points out that it is
still unclear whether a patient consenting to biological medical care for a specific bodily
symptom, automatically also consents to mental health care.
In a comment on O’Leary’s paper, it is argued that the unsolicited diagnosis of mental
disorder may be justified in certain situations (Preller et al. 2018). The abovementioned
utilitarian argument is applied: If it is in medical doctors’ power to prevent a loss of health
(e.g., by an unsolicited medical opinion), without thereby sacrificing anything of equal moral
value, medical doctors should act as to prevent a loss of health.
In patients presenting with MUS, doctors can prevent a loss of health. After taking the
patient history, performing a physical examination and perhaps blood tests, doctors may
detect evidence of mental illness. One way of preventing a loss of health, if there is evidence
for this in the patient history, is to make a mental health diagnosis—albeit it arguably
unsolicited. Some disorders, like depression, are most effectively treated by a combination
of psychotherapy and pharmacotherapy and should be referred to mental health experts
(Cuijpers et al. 2009). The second way in which medical doctors can prevent a loss of health
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is by protecting patients presenting with MUS, where there is little evidence of biological
disease, from unnecessary, often invasive, diagnostics. An example for this would be the
case of psychogenic seizures, where the harm often results from unnecessary diagnostics
and treatment (computer tomography, anticonvulsive medication, even anaesthesia) can be
prevented (Wardrope and Reuber 2016). Thus, in some instances, offering an unsolicited
diagnosis of mental illness may prevent a loss of health.
5. Summary and conclusion
5.1. Summary of the three papers
Paper 1: Melanoma in the shopping mall. A utilitarian argument for offering unsolicited
medical opinions in informal settings.
In this paper, the unsolicited medical opinion is again placed into context and is specifically
explored from a utilitarian perspective. An argument is made in favour of the unsolicited
medical opinion based on the potential consequences of offering (or not offering) an
unsolicited medical opinion if a serious illness is suspected. The utilitarian principle of
maximising well-being and minimising loss of well-being is applied to the problem, and it is
concluded that, in some circumstances, doctors should offer such an opinion. There are,
however, limiting criteria, especially considerations for potential harm caused by offering
such an opinion.
Paper 2: Der ärztliche Blick nach Dienstschluss –Blickdiagnosen außerhalb von Klinik und
Praxis und ihre ethischen Fragen.
In this paper, the topic of the unsolicited medical opinion is explored from the perspective of
several ethical theories: virtue ethics, care ethics, principlism and contract theory.
Arguments in favour of intervening can especially be made by applying utilitarianism and the
principle of beneficence. An argument can also be made by using contractualism and virtue
ethics, arguing for an extension of the ordinary duties ascribed to physicians in accordance
with the virtue of non-complacency. The strongest arguments opposing the unsolicited
medical opinion are based on principlism, particularly the principles of non-maleficence and
autonomy. It is concluded that no clear answers can be given as to whether offering an
unsolicited opinion would be ethical.
Paper 3: Unsolicited Diagnosis of Mental Disorder. Epistemic and Normative Perspectives.
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In a further contribution on a related topic, similar issues are explored in the context of the
diagnosis of mental illness in patients presenting with “medically unknown symptoms”. This
scenario is distinguished from the unsolicited medical opinion, in that it involves patients
who consent to medical treatment as such, but not necessarily to diagnostics and treatment
involving their mental health. As in the central argument of this thesis, a utilitarian principle
is applied to show that in some situations, offering an unsolicited mental health diagnosis,
may be effective in preventing a loss of well-being, which in this case is caused by possibly
invasive and harmful diagnostic examinations or the persistence of untreated mental illness.
5.2. Conclusion
Many medical doctors will at some point in their careers make a clinical diagnosis outside of
their formal work environment. These situations, especially if serious diseases are suspected,
may cause considerable moral unease for the doctors involved. To date, this topic has not
been thoroughly and systematically dealt with in medical ethics, and there is little to be
found in professional medical guidelines to assist physicians faced with this situation.
Intuitively, many in the medical profession may guard against offering an unsolicited medical
opinion, especially considering the high respect for the principle of patient autonomy in
current practice. This dissertation has shown that the topic is more complex and that
arguments may well be made in favour of intervening. Such arguments can be based on
several theoretical approaches (contractualism, principlism, virtue ethics, care ethics,
utilitarianism). The most persuasive argument in my view is based on utilitarianism. With its
specific focus on the consequences of actions (and the omission of actions), utilitarianism
seems best suited for dealing with the specifics of the unsolicited medical opinion. In this
dissertation, it was argued that physicians have a duty to offer an unsolicited medical
opinion if they make a clinical diagnosis of latent disease. The key limiting factor for the
unsolicited medical opinion remains considerations for the possible harm caused by such an
act to the person receiving the unsolicited diagnosis. The interventions must be considered
on a case-by-case basis and doctors must be judicious in choosing to offer an unsolicited
opinion. Despite the limitations to the argument, it must be stressed that doctors trained in
clinical diagnosis possess a very powerful skill to prevent harm. This skill is not only relevant
in the formal medical context but beyond it as well.
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Arguments against the unsolicited medical opinion are strongest when based on the possible
harm caused to the receiver of the opinion, on considerations for autonomy and on the
consideration for the principle of non-maleficence.
In our argument, we focussed largely on doctors. A topic of future research should be
whether these principles could also be applied to other branches of the medical profession,
such as professional nurses or medical doctors’ assistants who, in some cases, possess
similar diagnostic skills. Although it can certainly be argued that the obligations on doctors
also apply to the allied health professionals, an argument can also be made against
extending these principles to further branches. One aspect that still distinguishes doctors
from other professionals in the medical field is that doctors are specially trained and
experienced in falsifying their own diagnoses and that much of the diagnostic process relies
on further examinations to test the initial—often clinical—diagnosis. Nurses and other
professionals are often further removed than doctors from this constant testing of medical
hypotheses. This makes doctors more accurate and more careful in clinical diagnosis.
The topic should also be raised in medical ethics courses as a part of medical the medical
school curriculum. Asking students to debate the unsolicited medical opinion and
highlighting solutions to the topic from the perspective of different ethical theories, offers a
fruitful subject to test and challenge ethical convictions concerning the role of medical
professionals outside of the clinical environment as well as their role towards society.
In the third paper of this dissertation, the topic of MUS was considered. MUS is an area of
medicine that attracts many of the big problems in medical ethics, including paternalism,
consent and autonomy. The central ethical issue of MUS seems to remain the problem of
consent: Does a patient with bodily symptoms (even if they are atypical), who seeks medical
care, automatically also consent to psychosocial care? The argument was made that, if there
is evidence for mental illness, it should be diagnosed. The reasons it should be diagnosed is
because diagnosing it may prevent more harm than keeping it undiagnosed (via further,
often invasive and unnecessary medical tests). Diagnosing mental illness can also help
provide more effective treatment for the patient.
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6. List of abbreviations

AMA: American Medical Association
e.g.: for example
et al.: and others
i.e.: that is
MUS: Medically unexplained symptoms
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