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Abstract
There is significant controversy over whether patients 
have a ’right not to know’ information relevant to 
their health. Some arguments for limiting such a right 
appeal to potential burdens on others that a patient’s 
avoidable ignorance might generate. This paper develops 
this argument by extending it to cases where refusal of 
relevant information may generate greater demands on a 
publicly funded healthcare system. In such cases, patients 
may have an ’obligation to know’. However, we cannot 
infer from the fact that a patient has an obligation 
to know that she does not also have a right not to 
know. The right not to know is held against medical 
professionals at a formal institutional level. We have 
reason to protect patients’ control over the information 
that they receive, even if in individual instances patients 
exercise this control in ways that violate obligations.

It is widely believed1–4 that doctors require very 
strong reasons if they are to withhold information 
from patients that is relevant to their health and 
care. In other words, as a patient I have a Right 
to Know information that is relevant to my health. 
Somewhat more contentious is the claim that I have 
a corresponding claim to medical ignorance, that is, 
a Right Not to Know (RNTK).

As generally understood, both the Right to Know 
and the RNTK will not qualify as genuine rights on 
some analyses of that term. McDougall notes that, 
although they may commonly be presented as such, 
it is difficult to defend the relevant claims as ‘prior-
itised non-outweighable’ interests, which cannot be 
overridden in any circumstances.5 In other words, 
it cannot be that one has either a claim to have or 
reject information that applies in all circumstances 
no matter what the costs. Instead, I will understand 
both purported rights as claims to which significant 
priority must be given, and which can only be over-
ridden by certain kinds of equally weighty claims. 
While rights in the relevant sense may ‘trump’ less 
significant interests, they need not be absolute.6

Two central arguments for a RNTK are the appeal 
to harm and the appeal to autonomy.i With respect 
to harm, the thought is that sometimes medical 
news can be extremely distressing, while diagnosis 
of other conditions can lead to social stigma and 
discrimination.7–9 Particularly where there is no 
effective cure, receiving a diagnosis may simply not 
be worth it for the patient. Opponents of the RNTK 
object that in many cases, the harms involved in 
receiving unwanted medical knowledge are ‘tran-
sient and mild’.10–12

i An alternative grounding rests on our interest in 
privacy. Laurie argues that unsolicited information 
necessarily encroaches on private space which has 
“presumptive inviolability”.48 See also Herring and 
Foster.13

The appeal to autonomy relies on the idea that 
an autonomous life is guided by an agent’s own 
choices.13–17 A person should therefore not be 
forced to receive information she does not want 
because that would mean she was not directing her 
own life.

Arguments against the RNTK also invoke 
autonomy, harm to others and in some cases harm 
to the patient.12 18 With respect to autonomy, 
Harris and Keywood argue that even if a patient 
wants to avoid certain information about them-
selves, an appeal to autonomy cannot support this 
because autonomous decision-making requires rele-
vant information.19 Similarly, Rhodes argues that 
refusing to hear relevant information amounts to 
leaving matters to chance, and that ‘if autonomy 
is the ground for my right to determine my own 
course, it cannot also be the ground for not deter-
mining my own course’.20 ii A related argument 
concerns the rights and obligations of medical 
professionals; Hull rejects a RNTK on the grounds 
that knowledge is necessary for informed consent, 
and that without informed consent, certain medical 
procedures would constitute assault.21

The RNTK has been challenged more specifically 
with respect to genetic information on the grounds 
that the decision about whether to hear medically 
relevant information does not only affect the indi-
vidual patient. Since genes are shared among family 
members, genetic information about myself is also 
(probabilistic) genetic information about my biolog-
ical family.22–28 iii If I have information about myself 
that is also inherently information about my family, 
I may have an obligation both to hear it and to pass 
it on.

This latter argument relies on harms to others 
as the grounds for rejecting a RNTK. It is there-
fore not one that can be immediately refuted by 
an appeal to autonomy. For even if we think that 
a patient’s autonomy automatically rules out giving 
them information that they do not want for pater-
nalistic reasons, that is, for reasons of their own 
good, it cannot perform the same role with respect 
to harms to others. In the existing literature on the 
RNTK, we can also find some brief references to 
rejections in other cases that are based on harm to 
third parties. Harris and Keywood imagine an indi-
vidual who does not wish to know their HIV-status 
but does wish to carry on being sexually active.19 
Kielstein and Sass consider a ‘duty to know’ in the 
context of being a responsible parent.29 Finally, the 
Council of Europe’s discussion of rights in biomed-
icine suggests that the various rights outlined—
including a RNTK—may be limited in cases where 

ii See also.12 49 50 Bortolotti11 offers a critical discus-
sion of this view.
iii See2 41 51 52 for critical discussion.
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this is necessary for ‘public safety, for the prevention of crime, 
for the protection of public health or for the protection of the 
rights and freedoms of others’.1 In all cases, the RNTK is at least 
bounded by the likelihood that ignorance will involve passing on 
costs to others.

Such an argument may take two forms. The stronger form 
argues that once suitably strong interests of other people besides 
the patient are involved, the patient no longer has a claim against 
their doctor (or other medical professionals) not to tell them 
relevant information. They may even lose the right that their 
doctor does not tell others, that is, those affected, the patient’s 
normally private medical information. The weaker form of this 
argument is that while medical professionals still have obliga-
tions to their patients to respect their wishes not to know, it is 
no longer morally innocent of the patient to enforce that right. 
On this view, while the patient still has the RNTK in an institu-
tional context, they do not have such a right at a more general 
moral level. I will say more about this idea of rights operating at 
different contexts shortly.

Arguments against the RNTK that appeal to the interests of 
those besides the patient typically focus on harms to particular 
individuals who have some connection to the patient (eg, existing 
family; possible future children; sexual partners). Some authors 
do also consider the broader social good. Rhodes supports a 
duty to participate in population studies,20 while Knoppers and 
Chadwick note that such participation might be supported by an 
appeal to solidarity.30

But it is also possible to argue for a defeasible moral obligation 
to acquire relevant knowledge about one’s health—and, thus, the 
absence of a moral right not to do so—in a different way. This 
argument appeals to a further obligation: not to impose unrea-
sonable, avoidable burdens on others. In a pluralistic, liberal 
society, individuals should have considerable freedom to pursue 
the kind of life that they consider best. Such pursuit, according 
to classical liberalism, should be constrained neither by appeal 
to either the individual’s own welfare, nor the purported irratio-
nality of their values.

However, this position does not rule out all moral constraints 
on individual citizens in their pursuit of the good life. In partic-
ular, we may still hold that in our free actions, individual citizens 
have an obligation to reduce where reasonable the costs to others 
in society. If I face two possible ways of pursuing my goals, and 
one involves imposing greater burdens on the rest of society, it 
is consistent with liberal political values to say that I ought to 
choose the less burdensome option. Note that the argument is 
importantly not that anyone has the right to force me to pursue 
the less burdensome method of pursuing my reasonable goals. 
As I detail further on, there are many things that I have a moral 
obligation to do or refrain from doing, but which nobody has a 
right to force me to do, or coercively prevent me from doing. 
For instance, I ought not knowingly give misleading directions 
to tourists, and I ought not snap at innocent questions from my 
children just because I have had a bad day. But while people 
might morally condemn or chastise me for these behaviours, 
nobody ought to force me to act differently.

In some cases, patients who refuse relevant medical informa-
tion will make their health problems worse, more complicated 
and more expensive to treat. If such patients live in a society 
that provides publicly funded healthcare, and they make a claim 
for such care (as they have every right to do), then their initial 
refusal of information has increased the overall costs to the rest 
of society. When their refusal of information was unreasonable 
(I discuss this below), then they have violated a moral obliga-
tion not to unreasonably impose burdens on others. However, 

this does not mean that anyone is entitled to force them to hear 
the relevant information. While there might be some levels of 
burden that would justify this latter choice, there is no reason 
to suppose that the two levels—that is, the degree of burden 
at which one has a moral obligation not to impose it, and the 
degree at which others have a right to stop you imposing it—are 
the same.

Some clarifications are required. First, this argument applies 
most clearly to a publicly funded health system, where financial 
burdens do not fall directly on the patient. A patient who pays 
for their own care may act unwisely in refusing relevant informa-
tion but may not act immorally (at least in virtue of the current 
argument). However, it is important to note that this is not 
straightforward. For instance, actions in the private healthcare 
market may have effects on a parallel, public system (eg, by using 
up resources such as the working time of medical professionals, 
or scarce medicines). Moreover, there may be parallel obliga-
tions within private systems to others in that system. Finally, in 
many countries even patients who pay for private medical care 
have access to publicly funded care in some forms. For instance, 
in an emergency, we do not check whether the patient is a public 
or private patient before calling a publicly funded ambulance, 
for obvious reasons.

Second, it is worth acknowledging that the problematic aspect 
of exercising the RNTK is, strictly speaking, in the predictable 
choices that follow, that is, choices that make one’s health worse 
or more difficult to treat. In some cases, patients might be able 
to avoid imposing unreasonable burdens on others by following 
medical advice despite remaining ignorant. But this will not 
always be possible; some medical advice that would alleviate a 
particular condition might be contraindicated for a patient who 
did not have that condition. In such cases, the very fact that 
certain advice was given would tell a patient what they did not 
want to know.

Finally, the argument applies only to the imposition of unrea-
sonable burdens. My example above involved a case where the 
same good could be pursued in more or less burdensome ways. 
But in other cases, it may be necessary to make a choice that will 
burden others more, in order to pursue something that one could 
not otherwise acquire, or to avoid a serious harm. My argument 
thus recognises that there are cases, perhaps many, where the 
additional health, and cost, burdens that stem from choosing not 
to know may be a reasonable choice when compared with the 
alternative.31–40 The relevant obligation is not, importantly, an 
obligation to minimise the demands one makes on the healthcare 
system. In addition, the argument applies only to cases where 
ignorance would lead to a greater overall health burden, that is, 
cases where the medical condition can be successfully treated or 
mitigated. Individuals who refuse information about their health 
status with respect to conditions that cannot be treated may fail 
other obligations (eg, to their close relatives), but do not thereby 
fail an obligation not to impose greater burdens on the health 
system.

I suggest, therefore, that in addition to existing objections to 
an absolute RNTK, we may add cases where choosing to remain 
ignorant would impose unreasonable costs on the rest of society.

If we do have an obligation to know in such circumstances, 
what does this imply about a RNTK? On first glance, it might 
seem that the answer is straightforward. One might think simi-
larly to Rhodes who, discussing specifically genetic conditions, 
writes that ‘if someone has a right to genetic ignorance, he has 
no duty to pursue genetic knowledge, and if someone has an 
obligation to pursue genetic knowledge, she has no right to 
preserve her genetic ignorance’.20 This is supposed to follow 
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directly from the meaning of the terms ‘right’ and ‘obligation’. 
So, it might seem that in cases where we have an obligation to 
receive information, we cannot also have a RNTK that same 
information.

But the RNTK is not so straightforward as this argument 
implies.14 41 42 For the right is typically discussed and claimed in 
the context of the relationship(s) between patient and medical 
professionals. As such, the RNTK is, in practice, a right ‘not to 
be told’ unwanted information, typically held against medical 
professionals.43 44

I emphasise once more the difference between the existence of 
a moral obligation per se, and the existence of an obligation that 
others have a right, or even a duty, to enforce. The obligation 
I have proposed is that one not impose unreasonable burdens 
on others. But one might accept that we all have such an obli-
gation yet note that it is often difficult to tell whether someone 
satisfies the relevant criterion of reasonableness. A doctor who 
is confronted by a patient who says that he does not wish to 
receive medically relevant information does not know—at least 
initially—whether this refusal is reasonable or not. As such, 
even if the patient genuinely is violating an obligation, it may 
be impermissible for the doctor to enforce the putative obliga-
tion by telling the patient the relevant information. It may even 
be impermissible for her to moralise to the patient by trying to 
make him feel guilty. For even if the patient would violate an 
obligation were his refusal of information to be unreasonable, 
the burden placed on others is not sufficiently significant to 
warrant the risk of placing pressure on someone who has a legit-
imate reason for avoiding medical information.

This raises a further point. Whether a burden is reasonable 
depends in part on whether it is foreseeable. A patient who does 
not know anything about her health status may not be in a posi-
tion to foresee the risks of refusing information. There is, there-
fore, something almost paradoxical about the RNTK, where a 
minimal degree of information (ie, a sufficient amount to know 
that refusing further information would be risky) generates an 
obligation to acquire further information, whereas being less 
informed would generate no such obligation. We might avoid the 
air of paradox by suggesting that even if medical professionals 
ought not moralise to their patients, and even if they ought to 
respect their wishes to remain uninformed, they may still have 
an obligation to remind patients in general terms of the potential 
risks of refusing medically relevant information.45

Even if a member of a patients’ medical team were somehow 
to be in an idealised position to judge her patients’ reasons, it is 
consistent with a patient’s having an obligation to acquire infor-
mation that they have a right not to be told that information. 
For it is not the medical professionals’ task to enforce all of their 
patient’s moral obligations, even those that arise in a medical 
context. This way of thinking about the RNTK sees the respec-
tive obligation and right as operating at different levels, and for 
different reasons. For instance, if it is true that, as I have argued, 
an obligation to know medically relevant facts can be derived 
from a more fundamental obligation not to impose unreasonable 
burdens on one’s fellow citizens, then this obligation may be seen 
as operating at a fundamental moral–political level. But this is 
consistent with there being a right at the institutional–legal level 
not to know (or, more strictly, not to be told) medically rele-
vant information, a ‘right to do wrong’, which may be justified 
quite differently.46 For instance, it may not be that I have a basic 
moral claim on remaining ignorant of information that would 
help me fulfil other obligations, but rather that I have a moral 
claim on people in positions of social and institutional power 
(such as medical professionals) respecting my preferences about 

how they treat me. This is consistent with it being wrong of me 
to ask that I am treated in that way. It is thus overly simplistic to 
point to a (basic moral) obligation to know as evidence against 
an (institutional) RNTK.

Waldron describes the claim that I can have a legal right 
to perform a moral wrong as uncontroversial. As such, it is 
important to note that I am making a slightly stronger claim 
here: that is, I am not only stating the truism that I might have 
a legal right (due to its presence in the law of the country I live 
in) to do something that is wrong. Rather, I am agreeing with 
Waldron’s stronger claim, that it can be morally best to set up 
such legal protections against people being forced to do what is 
right. As Waldron notes, we can understand the claim that ‘P has 
a moral right to do A’ as implying that ‘It is morally wrong for 
anyone to interfere with P’s doing A’, which is compatible with 
‘P’s doing A is morally wrong’.46

For instance, consider what might happen if Dr Walker 
discovers that his patient Joe is infertile, and Joe plans not to 
tell his wife, Beth. Beth wants children, but Joe does not want to 
pay for in viro fertilisation, and so will persuade his wife to keep 
trying to conceive through sexual intercourse.

What Joe does is wrong. He has an obligation to tell his wife 
the truth. But this does not imply an obligation or permission for 
Dr Walker to force him to fulfil that obligation. I do not suggest 
that such cases will always be simple; if Beth is also a patient of 
Dr Walker’s, he may have conflicting obligations.47 My point is 
simply that even quite significant obligations do not imply a lack 
of rights; Joe has a right that his doctor respects his privacy, even 
if that facilitates him behaving immorally.

Similarly, an amended version of Waldron’s analysis can be 
applied to the case of the RNTK. First, I have suggested that 
the RNTK is held only against medical professionals. It need 
not, for instance, imply that it is wrong of my father to inform 
me of genetic information about himself, thereby indirectly 
informing me of information about myself. As such, we may 
say that I have an RNTK held against medical professionals, 
which implies, to adapt Waldron’s principle, that ‘it is morally 
wrong for medical professionals to interfere with my choosing 
to remain ignorant about my health status’. This is compat-
ible with that choice being wrong. Second, as I stated at the 
beginning of this paper, we need not understand such a right 
as absolute. So, we may wish to add, for instance, that it is 
morally wrong for medical professionals to interfere ‘except 
in circumstances where doing so is required to avoid serious 
harm to others’.

Even if a patient is in a situation where it would be wrong of 
them to fail to seek out relevant information about their health, 
they may nonetheless have a legitimate claim against medical 
professionals that they not be given that information unless they 
consent to receive it. As Waldron notes, though, while such a 
right may imply an obligation on the part of others not to inter-
fere, that obligation may not itself be absolute. For instance, 
your right to be rude to people serving you in restaurants implies 
that I may not aggressively coerce you to politeness; but it does 
not imply that I may not chastise, criticise or attempt to reason 
with you. Similarly, a RNTK may be consistent with it being 
permissible for medical professionals to point out the potential 
negative effects of remaining ignorant. Nonetheless, this must be 
approached carefully; for instance, since I have suggested that 
the obligation to know depends on knowledge being necessary 
to avoid imposing unreasonable burdens on others, medical 
professionals should be confident that their patient lacks good 
reason to remain ignorant before attempting to persuade them 
to do the right thing. The difficulty of such a task may make it 
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pragmatically best to err on the side of caution in most or even 
all cases.

Opposition to the RNTK in practice, then, cannot derive solely 
from the claim that patients often have an obligation to acquire 
knowledge about their condition. Patients may have an obliga-
tion to know, and yet a right, held against medical professionals, 
not to be told information that they do not want to receive.

Contributors  BD is the sole author of this work.

Funding  This work was funded by the Wellcome Trust, grant 104848/Z/14/Z.

Competing interests  None declared.

Patient consent for publication  Not required.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  There are no data in this work

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://​creativecommons.​org/​
licenses/​by/​4.​0/.

ORCID iD
Ben Davies http://​orcid.​org/​0000-​0003-​4612-​7894

References
	 1	 Council of Europe. Convention for the protection of human rights and dignity of the 

human being with regard to the application of biology and medicine: convention on 
human rights and biomedicine. European Treaty series 164, 1997.

	 2	 Wilson J. To know or not to know? genetic ignorance, autonomy and paternalism. 
Bioethics 2005;19(5-6):492–504.

	 3	 American Medical Association. Code of medical ethics, opinion 2.1.1: informed 
consent 2006.

	 4	 Knoppers BM. From the right to know to the right not to know. J Law Med Ethics 
2014;42(1):6–10.

	 5	 McDougall R. Rethinking the ’right not to know’. Monash Bioeth Rev 
2004;23(1):22–36.

	 6	 Dworkin R. Rights as Trumps. In: Waldron J, ed. Theories of rights. Oxford: Oxford 
University Press, 1984: 153–67.

	 7	 McGleenan T. Rights to know and not to know: Is there a need for a genetic privacy 
law? In: Chadwick R, Levitt M, Shickle D, eds. The right to know and the right not to 
know. Aldershot: Avebury, 1997: 43–54.

	 8	 Bortolotti L, Widdows H. The right not to know: the case of psychiatric disorders. J 
Med Ethics 2011;37(11):673–6.

	 9	 Bullock EC. Mandatory disclosure and medical paternalism. Ethic Theory Moral Prac 
2016;19(2):409–24.

	10	 Berkman BE, Hull SC, Biesecker LG. Scrutinizing the right not to know. Am J Bioeth 
2015;15(7):17–19.

	11	 Bortolotti L. The relative importance of undesirable truths. Med Health Care Philos 
2013;16(4):683–90.

	12	 Chico V. Requiring genetic knowledge: a principled case for support. Legal Studies 
2015;35(3):532–50.

	13	 Herring J, Foster C. ’Please don’t tell me’: The right not to know. Camb Q Healthc 
Ethics 2012;21:20–9.

	14	 Häyry M, Takala T. Genetic information, rights, and autonomy. Theor Med 
2001;22:403–14.

	15	 Andorno R. The right not to know: an autonomy based approach. J Med Ethics 
2004;30(5):435–9.

	16	 Sheehan M. Can broad consent be informed consent? Public Health Ethics 
2011;4(3):226–35.

	17	 Brownsword R, Wale J. The right to know and the right not to know revisited: Part 
one. ABR 2017;9(1-2):3–18.

	18	 Bullock EC. Free choice and patient best interests. Health Care Anal 
2016;24(4):374–92.

	19	 Harris J, Keywood K. Ignorance, information and autonomy. Theor Med 
2001;22:415–36.

	20	 Rhodes R. Genetic links, family ties, and social bonds: rights and responsibilities in the 
face of genetic knowledge. J Med Philos 1998;23(1):10–30.

	21	 Hull RT. Informed consent: patient’s right or patient’s duty? J Med Philos 
1985;10(2):183–98.

	22	 Austad T. Medical Ethics:The right not to know-worthy of preservation any longer? An 
ethical perspective. Clin Genet 1996;50(2):85–8.

	23	 Sommerville A, English V. Genetic privacy: orthodoxy or oxymoron? J Med Ethics 
1999;25(2):144–50.

	24	 Parker M, Lucassen AM. Genetic information: a joint account? BMJ 
2004;329(7458):165–7.

	25	 Surbone A. Genetic medicine: the balance between science and morality. Ann Oncol 
2004;15:i60–4.

	26	 Clarke A, Richards M, Kerzin-Storrar L, et al. Genetic professionals’ reports of 
nondisclosure of genetic risk information within families. Eur J Hum Genet 
2005;13(5):556–62.

	27	 English V, Sommerville A. Privacy and genetic information. encyclopedia of life 
sciences. Wiley, 2006.

	28	 Gilbar R. Communicating genetic information in the family: the familial relationship as 
the forgotten factor. J Med Ethics 2007;33(7):390–3.

	29	 Kielstein R, Sass H-M. Right not to know or duty to know? prenatal screening for 
polycystic renal disease. J Med Philos 1992;17(4):395–405.

	30	 Knoppers BM, Chadwick R. Human genetic research: emerging trends in ethics. Nat 
Rev Genet 2005;6(1):75–9.

	31	 Hallowell N. Doing the right thing: genetic risk and responsibility. Sociol Health Illn 
1999;21(5):597–621.

	32	 Ndinya-Achola J, Ambani J, Temmerman M, et al. The right not to know HIV-test 
results. Lancet 1995;345(8955):969–70.

	33	 Powers M. Privacy and Genetics. In: Burley J, Harris J, eds. Companion to Genethics. 
Oxford: Blackwell Publishers, 2002: 364–78.

	34	 Godard B, Cardinal G. Ethical implications in genetic counseling and family studies of 
the epilepsies. Epilepsy Behav 2004;5(5):621–6.

	35	 Eriksson S. Should results from genetic research be returned to research subjects and 
their biological relatives? TRAMES: A Journal of the Humanities and Social Sciences 
2004;8:46–62.

	36	 Heinrichs B. What should we want to know about our future? A Kantian view on 
predictive genetic testing. Med Health Care Philos 2005;8(1):29–37.

	37	 Christenhusz GM, Devriendt K, Dierickx K. To tell or not to tell? A systematic review of 
ethical reflections on incidental findings arising in genetics contexts. Eur J Hum Genet 
2013;21(3):248–55.

	38	 Hertwig R, Engel C. Homo Ignorans: deliberately choosing not to know. Perspect 
Psychol Sci 2016;11:359–72.

	39	 Hofmann B. Incidental findings of uncertain significance: To know or not to know - 
that is not the question. BMC Med Ethics 2016;17(1).

	40	 Takala T. Genetic moralism and health. Camb Q Healthc Ethics 2019;28(02):225–35.
	41	 Juth N. The right not to know and the duty to tell: the case of relatives. J Law Med 

Ethics 2014;42(1):38–52.
	42	 Räikkä J. Freedom and a right (not) to know. Bioethics 1998;12(1):49–63.
	43	 Nijsingh N. Consent to epistemic interventions: a contribution to the debate on the 

right (not) to know. Med Health Care Philos 2016;19(1):103–10.
	44	 Morrissey C, Walker RL. The ethics of general population preventive genomic 

sequencing: rights and social justice. J Med Philos 2018;43(1):22–43.
	45	 Sjöstrand M, Eriksson S, Juth N, et al. Paternalism in the name of autonomy. J Med 

Philos 2013;38(6):710–24.
	46	 Waldron J. A right to do wrong. Ethics 1981;92(1):21–39.
	47	 Surbone A. Social and ethical implications of BRCA testing. Ann Oncol 

2011;22:i60–6.
	48	 Laurie G. Recognizing the right not to know: conceptual, professional, and legal 

implications. J Law Med Ethics 2014;42(1):53–63.
	49	 Ost D. The ’right’ not to know. J Med Philos 1985;9:301–12.
	50	 Beauchamp T, Childress J. Principles of biomedical ethics. Fifth Ed.. Oxford: Oxford 

University Press, 2001.
	51	 Vehmas S. Just ignore it? parents and genetic information. Theor Med 

2001;22:473–84.
	52	 Liao SM. Is there a duty to share genetic information? J Med Ethics 

2009;35(5):306–9.

 on M
ay 18, 2020 at B

V
A

. P
rotected by copyright.

http://jm
e.bm

j.com
/

J M
ed E

thics: first published as 10.1136/m
edethics-2019-106009 on 29 A

pril 2020. D
ow

nloaded from
 

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0003-4612-7894
http://dx.doi.org/10.1111/j.1467-8519.2005.00460.x
http://dx.doi.org/10.1111/jlme.12113
http://dx.doi.org/10.1007/BF03351407
http://dx.doi.org/10.1136/jme.2010.041111
http://dx.doi.org/10.1136/jme.2010.041111
http://dx.doi.org/10.1007/s10677-015-9632-2
http://dx.doi.org/10.1080/15265161.2015.1039733
http://dx.doi.org/10.1007/s11019-012-9449-x
http://dx.doi.org/10.1111/lest.12080
http://dx.doi.org/10.1136/jme.2002.001578
http://dx.doi.org/10.1093/phe/phr020
http://dx.doi.org/10.1007/s41649-017-0012-1
http://dx.doi.org/10.1007/s10728-014-0281-8
http://dx.doi.org/10.1076/jmep.23.1.10.2594
http://dx.doi.org/10.1093/jmp/10.2.183
http://dx.doi.org/10.1111/j.1399-0004.1996.tb02353.x
http://dx.doi.org/10.1136/jme.25.2.144
http://dx.doi.org/10.1136/bmj.329.7458.165
http://dx.doi.org/10.1093/annonc/mdh660
http://dx.doi.org/10.1038/sj.ejhg.5201394
http://dx.doi.org/10.1136/jme.2006.017467
http://dx.doi.org/10.1093/jmp/17.4.395
http://dx.doi.org/10.1111/1467-9566.00175
http://dx.doi.org/10.1016/S0140-6736(95)90707-6
http://dx.doi.org/10.1016/j.yebeh.2004.06.016
http://dx.doi.org/10.1007/s11019-005-0101-x
http://dx.doi.org/10.1038/ejhg.2012.130
http://dx.doi.org/10.1186/s12910-016-0096-2
http://dx.doi.org/10.1017/S0963180119000070
http://dx.doi.org/10.1111/jlme.12117
http://dx.doi.org/10.1111/jlme.12117
http://dx.doi.org/10.1111/1467-8519.00092
http://dx.doi.org/10.1007/s11019-015-9650-9
http://dx.doi.org/10.1093/jmp/jhx034
http://dx.doi.org/10.1093/jmp/jht049
http://dx.doi.org/10.1093/jmp/jht049
http://dx.doi.org/10.1086/292295
http://dx.doi.org/10.1093/annonc/mdq668
http://dx.doi.org/10.1111/jlme.12118
http://dx.doi.org/10.1136/jme.2008.027029
http://jme.bmj.com/

	The right not to know and the obligation to know
	Abstract
	References


