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Abstract 

In this article, I examine how a feminist bioethical and Mad Studies approach to bioethics regarding 

mental health service users/refusers reveals the predominance of sanism in contemporary bioethical 

discourse and the organization of psychiatric and medical services through psychiatric competency 

assessments. In particular, I consider Edwards (2010) and Hubbeling (2014) as examples of bioethical 

work that argues if individuals with a psychiatric diagnosis, who are deemed competent, refuse 

treatments their decision should be overruled by psychiatric paternalism. I assert that Edwards’s and 

Hubbeling’s respective arguments fail to recognize: (1) the vulnerability of mental health service 

users/refusers, (2) the discriminatory and intersectional biases that often underlie psychiatric 

diagnoses, (3) the potential harm caused by paternalistic interventions, and (4) that for some 

individuals Madness is an important aspect of their identity. In response, I posit that a feminist 

bioethical and Mad Studies perspective offers an alternative means of addressing complex cases of 

competency in life-threatening situations that respects individual’s autonomy by fostering decision-

making ability. An implicit suggestion of the article is the value of a relational and intersectional feminist 

bioethical and Mad Studies approach, which is concerned with preventing traumatic psychiatric 

violence by respecting Mad knowledge as legitimate, as well as making mental health services 

accessible and useful to mental health users/refusers by fostering autonomy.  
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Introduction 

One of the recurrent concerns for the Mad1 Movement, an umbrella term used to denote 

multiple grassroots and transatlantic mental health user/refuser, Mad, and psychiatric survivor 

organizations founded around the 1960s, has been the involuntary, i.e. forced, ‘treatment’2 and/or 

hospitalization, often more accurately described as incarceration3, of those with a psychiatric label 

(LeFrançois, Menzies, and Reaume, 2013, pp. 3-6). It is a social misconception that these violent and 

dehumanizing psychiatric practices have ceased in twenty-first century Western 

countries/Anglosphere. Nelson (2003) asserts that “mental illness” is marginalized in the field of 

bioethics, and usually only “appears as a ‘special case’ in broader discussions of autonomy, 

competency, and informed consent” (p. 179). Despite the ongoing political action of anti-psychiatry 

groups since the 1960s, there remains a gap in bioethics literature to address their concerns.  

  Mad Studies contributes to the field of feminist bioethics by highlighting the otherwise ignored 

experiences of mental health users/refusers or psychiatric survivors to interrogate mental health 

practices. An ongoing and vital issue for Mad futurity is how to intervene with current mental health 

practices to construct an anti-sanist system that privileges Mad knowledge and respects Mad 

personhood, to ensure that those who are accessing mental health services choose those resources, 

rather than having ‘treatment’ imposed on resistant persons. Thus, an implicit suggestion of the article 

is that a feminist bioethics and Mad Studies approach to ethics in mental health can produce structural 

changes to mental health services, such that they would be equally concerned with preventing the 

traumatic experiences of psychiatric survivors, while also making services accessible to mental health 

users/consumers. 

This article focuses on critiquing bioethics scholars who argue to extend psychiatric 

paternalism to mental health users/refusers deemed to be competent, whereas current practices only 

enforce ‘treatment’ without consent if the individual is deemed incompetent. Sherwin (1998) describes 

paternalism as physicians basing treatment plans on their “own judgment about what would be best 

                                                   
1 The capitalization of Mad is purposive and denotes my affiliations with Mad Studies, where the 
previously pejorative label of “mad” has been reclaimed as a positive alternative to the clinical 
diagnosis of ‘mental illness.’ I positively identify as a Mad scholar and a mental health service user.  
2 I put ‘treatment’ in single quotations to complicate the assumption that all mental health services are 
regarded as desired care by mental health service users/refusers in all contexts.  
3 See Bonnie Burstow, 2013, p. 82-85.  
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for their patients, with little regard for each patient’s own perspectives or preferences” (p. 21). 

Weyrauch (2000) notes that incompetency “is a legal term that describes persons who are found 

unable to properly exercise certain individual rights and legal prerogatives due to mental incapacity,” 

but that there exist multiple assessment methods of competency, and, as a result, there exists a 

degree of inconsistency and arbitrariness in determinations of mental capacity (pp. 765-766). A 

common practice in psychiatry is when individuals are deemed incompetent or deemed to meet “the 

diagnosis- and risk-based criteria,” specific to the region, they can be involuntarily hospitalized and 

‘treated’ against their will until their release, and sometimes release can be contingent on ‘out-patient’ 

drug compliance (Wildeman, 2014, p. 256). Although it is difficult to extract bioethical discussions from 

a legal and geographically specific context, because of the variation in mental health related laws 

between countries, this article will exclusively consider the theoretical bioethical ramifications of the 

existence and possible extensions of competency assessments from a feminist and Mad Studies 

perspective. The intention of the article is to demonstrate how a feminist bioethics and Mad Studies 

approach to competency assessments would ideally prohibit their use, or at the very least, require 

practitioners to foster autonomy before competency is assessed and then respect the decision-making 

of those deemed competent, even if they refuse medically advised ‘treatment.’ 

I consider Edwards’s “Beyond mental competence” (2010) and Hubbeling’s “Decision-making 

capacity should not be decisive in emergencies” (2014) as examples of bioethical work that could 

potentially perpetuate psychiatric violence because they recommend the extension of psychiatric 

paternalism from incompetent to competent mental health users/refusers. They both argue that when 

individuals with a psychiatric label, who are deemed competent, refuse treatment(s) that their decision 

should be overruled by psychiatric paternalism under certain conditions (Edwards, 2010, p. 274; 

Hubbeling, 2014, p. 229). Thus, even people who are deemed competent to make their own decisions 

would be overruled by psychiatrists and other medical professionals. While the main critique of the 

article is focused on this proposed extension of psychiatric paternalism to competent mental health 

users/refusers, the article also suggests that competency assessments of mental health 

users/refusers are inherently paternalistic and function to reinforce a stratified power dynamic between 

psychiatrists and mental health users/refusers that enacts and enables psychiatric violence. 

Edwards is affiliated with the University of Western Australia in Perth and has been publishing 

annually in the realm of bioethics on the topic of mental competence and involuntary psychiatric 
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treatment since 2009. Hubbeling is based in London, England and works for the Wandsworth Home 

Treatment Team, a “community based mental health service providing care and treatment in the 

community as an alternative to hospital admission” (NHS Trust, 2016). Edwards and Hubbeling are 

not outliers nor are their views exceptions in the field4. I have chosen to examine Edwards’ and 

Hubbeling’s scholarship because I argue that they provide examples of the most persuasive, and thus 

the most dangerous, type of argument for psychiatric paternalism, in that they ground their arguments 

in concern for the (physical) health or ‘best interests’ of the individual based on their presumed value 

systems. Edwards and Hubbeling are most likely to be read by bioethicists as grounded in 

compassion, rather than prejudice; a reading that I hope to invert through my critique of their respective 

positions, which I argue are damaging to mental health users/refusers and not at all in their ‘best 

interests.’ It is easy to imagine the desirability of forcible psychiatric or medical treatment if we imagine 

a loved one in potential jeopardy, rather than considering how we might want to be treated if we are 

determined to be mentally competent and yet still all our wishes and refusals are interpreted as 

‘inauthentic.’5 

Relying on a feminist bioethical and Mad Studies approach, I assert that Edwards’s and 

Hubbeling’s respective arguments fail to recognize: (1) the vulnerability of mental health 

users/refusers, (2) the discriminatory and intersectional biases that often underlie psychiatric 

diagnoses, (3) the potential harm caused by paternalistic interventions, and (4) that for some 

individuals Madness is an important aspect of their identity. In response, I posit that a relational and 

intersectional feminist bioethical and Mad Studies approach demands that if assessments of mental 

competency take place that there are methods to foster decision-making autonomy before they occur 

to ensure that if mental health users/refusers reject potentially life-saving treatment this refusal reflects 

their personal values and eliminates the impetus for extending psychiatric paternalism to competent 

individuals who refuse treatment. This approach also limits the harmfulness of psychiatric paternalism 

and psychiatric violence and acknowledges the legitimacy of Mad perspectives. 

                                                   
4 Edwards (2010) and Hubbeling (2014) are two recent examples, but their similar position on 
psychiatric paternalism is not uncommon in bioethics literature (see Rudnick, 2002; Tan, Hope, 
Stewart, & Fitzpatrick, 2006).  
5 The notion of ‘authenticity’ in decision-making is a key aspect of both Edwards’ and Hubbeling’s 
respective arguments, which will be explored in greater depth in the next section.  
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Arguments in Favour of Increased Psychiatric Paternalism 

1. Edwards  

In his article, Edwards (2010) argues that because there are cases of competent 

patients6 who refuse treatment(s), which psychiatrists and/or doctors believe are in their best 

medical interest, lack of competence (determined through psychiatric assessment) is only one 

possible situation that requires psychiatric paternalism (p. 274). Edwards defines mental 

competence as “the set of mental capacities that are required for a particular task,” and 

psychiatric paternalism as “aimed at preventing a person self-harming (not just physically) due 

to mental illness” (pp. 275, 273). He states that psychiatric paternalism is permissible when 

individuals are unable to fulfill their goals and values, which he posits comprise the self (p. 273-

4). He identifies two cases in which patients will be unable to govern their lives in the 

aforementioned manner: 1) when patients cannot pursue their goals because they are mentally 

incompetent, and 2) when patients experience impositions that change their goals without 

impeding their capacity to pursue them, which he categorizes as an “impairment of self” or a 

“judgment shift,” i.e. they are deemed competent, but refuse treatment (p. 274). Edwards posits 

that there is a distinction to be drawn between imposed goals and values that are a symptom 

or product of “mental illness, indoctrination or addiction” and an agent’s “central or ‘settled’ 

goals” (p. 274). He suggests that imposed goals are identifiable because they are goals that 

the individual in question would have rejected prior to the onset of the ‘mental illness,’7 but now 

they accept fully and identify as their most central goals (p. 274). Significantly, Edwards clarifies 

that a psychiatric diagnosis and a “sudden self-discovery” is not sufficient cause to justify 

paternalism, rather the medical practitioner must be able to identify that the ‘mental illness’ is 

altering the individual’s treatment related decision-making (p. 274). 

Edwards argues that psychiatric paternalism is not only justified, but desirable, in 

specific cases where patients’ decision-making is influenced by ‘mental illness,’ addiction, or 

                                                   
6 I use ‘patients’ to remain consistent with Edwards’s and Hubbeling’s terminology.  
7 I use ‘mental illness’ to remain consistent with Edwards’s, and later Hubbeling’s, terminology, but 
use scare quotes to denote my resistance to this term.  
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indoctrination8, because paternalism in these cases defends the patients’ authentic self-

defining characteristics and fundamental core values when they cannot protect them 

independently (pp. 275, 277). Consequently, he advocates for a “‘liberal’ approach to 

paternalism,” which holds that an individual’s immediate wishes can be ignored by appealing 

to that person’s “own central goals, desires, [or] values” (pp. 277-278). According to Edwards’s 

theory of personal identity, the ‘self’ only exists meaningfully if it is consistent over time, and, 

as a result, an “other self” is created when there is a change in the “narrative unity” of the self 

(pp. 279, 284-285). Thus, Edwards argues that in cases where it can be demonstrated that a 

patient’s values have shifted and become incompatible with their previous views it is 

permissible to use psychiatric paternalism, even if the patient is deemed mentally competent 

because their current decisions are being made by an ‘other self,’ not their ‘authentic self’ (p. 

285). 

 

2. Hubbeling 

Similar to Edwards, Hubbeling is particularly concerned with cases of patients who are 

diagnosed as ‘mentally ill,’ deemed to be mentally competent, but refuse treatments that are 

seen to be in their best medical interests (p. 229). Like Edwards, Hubbeling also evokes the 

idea that patients have genuine, stable goals and values that are disrupted by the development 

of a ‘mental illness,’ and, as a result, it is “counterintuitive to respect their treatment refusal” 

because their immediate wishes are not consistent with their ‘authentic’ desires (p. 229). He 

presents mental competency as being composed of the following four abilities: “to understand 

the relevant information,” “to reason about treatment options,” “to appreciate the situation and 

its consequences,” and “to express a choice” (p. 230). However, even if these four abilities are 

present in a mental health refuser, Hubbeling argues that the act of them refusing treatment 

deemed necessary for survival by a physician and/or psychiatrist is adequate grounds to not 

comply with their stated choice, as long as the involuntary treatment persists only for a short 

                                                   
8 Edwards does not specify or provide examples of what he considers to be ‘indoctrination.’ He 
includes indoctrination as an example of how someone “may act against his usual goals and values, 
without being mentally ill or incompetent,” although the article focuses on people with a psychiatric 
diagnosis (2010, p. 274).  
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period of time (p. 230). He notes that the only acceptable alternative solution is an advanced 

directive, but that patients’ earlier preferences are usually unavailable (p. 229). As a result, he 

argues that in emergency scenarios where patient refusal is “potentially life threatening” or may 

result in “severe disability,” it is permissible to “allow compulsory treatment of patients with 

decision-making capacity […for] the period in which improvement can be expected, i.e. a 

couple of months at most” (p. 229, 236). Hubbeling suggests that some patients, post-

treatment, agree with their doctors’ decisions to overrule their refusals, which lends validity to 

psychiatric paternalism (p. 230).  

  Hubbeling considers three case studies of individuals with psychiatric labels of anorexia 

nervosa, depression, and borderline personality disorder respectively, in order to justify his 

claim that individuals with psychiatric diagnoses make treatment refusals that are against their 

best medical interests and could potentially cause death (p. 230). For instance, he claims 

competent individuals diagnosed with anorexia nervosa might refuse psychotherapy, eating, 

and the use of a nasogastric tube, despite the long-term health risks associated with nutritional 

deprivation and the eventuality of starvation (pp. 230-231). Similarly, Hubbeling considers the 

example of a person diagnosed with depression who refused to eat, to drink, and to receive 

electroconvulsive therapy (ECT)9 (p. 232). Finally, Hubbeling uses the example of a woman 

diagnosed with borderline personality disorder who “drank antifreeze and refused renal dialysis 

which would probably have saved her life” (p. 233). Significantly, the woman was deemed 

competent to refuse the treatment and arrived at the emergency ward with a letter “stating that 

she did not want to be treated if she were to drink antifreeze,” and, as a result, she was not 

treated and died (p. 233). 

With respect to all these cases, Hubbeling posits that the patient’s decision-making 

capacity is altered by their mental state in a manner that was not detected by their competency 

assessment, but he does not advocate for expanding the criteria for competency (p. 233-234). 

He states that the best solution is the postponement of a decision in these difficult cases, but 

if time constraints do not permit delay because the patient is in immediate risk of dying, then 

                                                   
9 It is relevant to note that the Coordinating Committee of the Coalition Against Psychiatric Assault 
(CAPA) prioritizes eliminating ECT, arguing it is a violation of human rights and a form of torture (Weitz, 
2013, p. 159). 



 

 
JEMH · Open Volume 10 | Page 8 

© 2019 Journal of Ethics in Mental Health (ISSN: 1916-2405) 

 

ARTICLE  

their refusal can be overridden through psychiatric paternalism for a limited time period (p. 235-

236). Furthermore, Hubbeling argues that it is important to follow up with mental health refusers 

given non-consensual ‘treatments’ in emergencies to check if they agree in hindsight. If they 

do not agree, then they may be spared from future non-consensual treatments, and then 

doctors and/or psychiatrists should reconsider their treatment practices (p. 236). 

After my critique of Edwards and Hubbeling, I argue that by fostering competency before 

competency assessments take place, individuals are adequately positioned to autonomously 

make decisions according to their personal values and goals, such that psychiatric paternalism 

in life-threatening cases is unnecessary. Because even if mental health users/refusers reject 

treatment that is potentially life-saving, like the woman who drank antifreeze, this action is still 

more reflective of their ‘authentic’ wishes than non-consensual ‘treatment.’ 

 

Critiques of Edwards and Hubbeling 

1. Vulnerability of Mental Health Users/Refusers 

Edwards and Hubbeling fail to consider the vulnerability of mental health service 

users/refusers. Bergstresser (2011) emphasizes the extreme dichotomy of power relations 

between psychiatrists and users/refusers, reinforced by competency assessments that allow 

psychiatrists to impose their own judgements on users/refusers to either limit or eliminate their 

autonomy (p. 225). Paternalism is inherent to competency assessment but extending 

paternalism to mental health refusers deemed competent renders all mental health 

user/refusers vulnerable. Mad scholar Liegghio (2013) argues that one form of psychiatric 

violence is the epistemic violence of disqualifying individuals with a psychiatric label as 

“legitimate knowers at a structural level,” thus undermining Mad knowledge to privilege psy-

knowledge as the only legitimate discourse of mental health (pp. 123-124). Liegghio suggests 

the inherit vulnerability of being a mental health user/refuser because their validity as knowers 

is undermined and they are constructed as “incompetent” and “dangerous” to further “disqualify 

and deny the person’s knowledge and ways of knowing” (p. 125). Thus, the act of paternalism 

is a form of epistemic violence, in that it takes for granted that the mental health user/refuser’s 

knowledge and perspective is not as legitimate as their psychiatrist’s, and because competency 
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assessments facilitate this paternalism, mental health users/refusers are always and already 

vulnerable to this form of violence.  

Additionally, Rogers, Mackenzie, and Dodds (2012) consider how “within social policy 

contexts, the identification of a person or group as ‘vulnerable’ can lead to unjustified 

paternalism” (p. 26). Scully (2014) defines this phenomenon as “ascribed global vulnerability,” 

which refers to “the tendency on the part of the nondisabled to extrapolate a genuine 

vulnerability in one area of a disabled person’s life (e.g. physical weakness, economic 

precariousness) to a globally increased vulnerability stretching over the entirety of that person’s 

life” (p. 209). Likewise, persons diagnosed as ‘mentally ill’ and deemed incompetent to refuse 

involuntary hospitalization are often assumed to be incapable of making other, much less 

complex, decisions about their life and well-being while institutionalized. Bergstresser 

emphasizes the multiple ways in which psychiatric patients’ precarity is exploited to justify far-

reaching paternalism that denies them even minimal agency and human dignity:  

[…] clothing and belongings are taken away, ‘inmates’ are cut off from friends and 

relatives, told when and where to sleep, when and what to eat, and when to move or 

stay still; there is complete loss of privacy: ‘inmates’ can be observed whenever they 

urinate, defecate, or shower; bodies are forcibly subdued (events both experienced and 

witnessed), they are searched for ‘contraband’ and pharmacologically sedated; 

‘inmates’ are told that their opinions and thinking are actually symptoms or evidence of 

‘lack of insight’ into their true (damaged) personhood, along with constant questioning 

of the validity of their own perceptions and judgement. (p. 225-226) 

These examples highlight that patients are denied any level of autonomy while institutionalized 

and that their lives become ruled by paternalism, which fundamentally undermines their bodily 

and mental autonomy by suggesting that they are incapable of having insight into their own 

experiences. Because Edwards and Hubbeling do not acknowledge the vulnerability of mental 

health users/refusers in the current stratified psychiatric system, they do not consider how 

increasing psychiatric paternalism to competent individuals essentially allows for all mental 

health users/refusers to be stripped of autonomy by virtue alone of their psychiatric label. 
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2. Discriminatory and Intersectional Biases of Psychiatric Diagnoses 

Edwards and Hubbeling also obfuscate the discriminatory and intersectional biases that 

often underlie psychiatric diagnoses. For instance, psychiatric discourse in the nineteenth-

century asserted that “freedom caused mental illness in African Americans,” because 

according to white supremacist logic the natural state of Africans was one of “depravity, 

immorality, and even mental illness,” but slavery could civilize them (Taylor, 2016, p. 115). 

Specifically, psychiatrist Samuel Cartwright coined the psychiatric labels “drapetomania” to 

describe the condition of runaway slaves and “dysaethesia aethiopica” for troublesome slaves 

(p. 115). Along similar lines, Metzl (2009) argues that black men were over-diagnosed and 

socially constructed as schizophrenic in the 1960s during desegregation by white psychiatrists 

and the media to pathologize their political resistance of racial inequality (p. 114). Moreover, 

feminist scholars, particularly in the 1970s, critiqued the fact that women are disproportionally 

diagnosed with some ‘mental illnesses,’ and suggest such overrepresentation reflects how 

psychiatric labels are used as form of social control and punishment for ‘deviant’ sexual or 

social behavior in women (see Chesler, 1997; Gilbert & Gubar, 2000). Significantly, 

homosexuality was not removed from the Diagnostic and Statistical Manual of Mental Disorders 

until 1973—its third edition (Drescher, 2015, pp. 570-571). In 2007, American Psychiatric 

Association members Volkow and O’Brien released an editorial arguing that “some forms of 

obesity are driven by an excessive motivational drive for food and [obesity] should be included 

as a mental disorder in DSM-V” (p. 708). While the DSM-5 does not list ‘obesity’ as a ‘disorder,’ 

it is included as a “reason for a clinical visit in addition to, or in place of, the mental disorders 

listed” (APA, 2013, p. 22). In response to the continued inclusion of “gender dysphoria disorder” 

in the DSM-5, which pathologizes trans persons as ‘mentally ill,’ Kirby and Diamond (2014) 

argue that “it’s not enough to get our identities out of the DSM, because somebody else’s 

identity is in there […] it’s not enough to have this psychiatric model that we tweak. It’s a model 

that we need to get rid of” (p. 170). As Kirby and Diamond suggest, these examples of 

subjectivities, embodiments, and behaviours that have been pathologized and punished 

through psychiatric violence is not exhaustive, and instead points to the systematic use of 

psychiatric labeling as a method of control for marginalized or non-conforming individuals that 

is exacerbated by intersectional biases. As Secker (1991) and Martin (2001) highlight, 

psychiatric violence and competency discourse disproportionately effects marginalized groups 
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and masks other forms of intersectional oppression they experience (p. 295; p. 432). 

Significantly, these biases also influence the standard of care deemed appropriate or made 

available for marginalized individuals, in contrast to white, middle-class, or otherwise normative 

mental health service users/refusers (Bergstresser, 2011, p. 227). By not addressing the 

historical and current intersectional biases that underlie psychiatric diagnoses and treatment 

options, both Edwards and Hubbeling neglect how psychiatric systems perpetuate prejudices 

about which kinds of bodies should be subjected to medical surveillance, intervention, and 

violence that would be intensified with an increase in psychiatric paternalism. 

3. Potential Harm of Paternalistic Interventions  

Edwards and Hubbeling also disregard the potential harm caused by paternalistic 

interventions. Sherwin argues that when doctors act paternalistically they eliminate 

opportunities for individuals to make medical choices that are often important for their “self-

discovery or self-definition” and deny their autonomy (p. 21). Thus, paternalism is always, in 

this sense, harmful. Implicit in Sherwin’s definition is Haraway’s (1988) concept of “situated 

knowledges,” which rejects health care providers’ and scientists’ belief that their knowledge 

can be truly objective by arguing that all knowledge is situated, or contextualized, by the 

knower’s perspective (p. 581). The concept of situated knowledge undermines the assumption 

that medical or psychiatric authorities can know what is in the best ‘objective’ interests of the 

mental health service user/refuser, because they can lack privileged access to certain 

experiences that may be relevant to the user/refuser’s decision-making (p. 583). Haraway’s 

situated knowledge compliments Crenshaw’s (2011) concept of intersectionality, which uses 

the analogy of “traffic through an intersection” to illuminate how discrimination can come “from 

any number of directions, and, sometimes, from all of them” to create a multi-axis view of 

identity, privilege, and oppression (2011, p. 29). For instance, psychiatrists often come from a 

background of privilege, based on their race, sex, gender identity, sexuality, and socio-

economic status, that will limit their understanding of the decision-making process for mental 

health users/refusers from different subject positions. Edwards’s and Hubbeling’s respective 

assumption that paternalistic intervention is always in the best interests of patients is 

problematic because it ignores the inherit harm in paternalism and assumes that medical 

practitioners’ knowledge is privileged, which presumes that Mad knowledge is less legitimate. 
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  Edwards and Hubbeling also fail to consider that patients might refuse ‘treatments’ 

because they find them to be unacceptable to their desired standard of living, which relies on 

privileged knowledge of the individual’s value system not accessible to physicians. Hubbeling’s 

example of the person diagnosed with depression who refuses ECT (p. 232), is not comparable 

to an individual refusing life-saving medical treatment, in that ECT will not necessarily ‘save’ 

the life of the person by ‘curing’ their depression, rather it may cause irrevocable harm. For 

instance, treatments like psychotropic drugs and ECT have long-term—and possibly 

irreversible—side effects, including: memory loss, liver damage, hand tremors, loss of sexual 

desire, lack of mental clarity, changes in personality, and impairment of cognitive functioning 

that will inevitably change the person’s quality of life, possibly to an unliveable extent (Weitz, 

2013, pp. 158-161). Edwards’s and Hubbeling’s crude analysis of ‘lives saved’ versus ‘lives 

lost’ due to medical intervention does not consider the long-term quality of life for competent 

individuals ‘treated’ against their will, who are making judgments based on their own value and 

knowledge system. 

4. Madness as an Important Aspect of Identity 

Edwards’s and Hubbeling’s positions are also inflected by their value-laden judgements 

about ‘mental illness.’ Edwards and Hubbeling only discuss psychiatric labels as an ‘illness’ or 

‘disease’ that is necessarily dangerous and undesirable, and, as a result, they assume that 

patients should desire to eliminate or ‘recover’ from their perceived ‘mental illness,’ or else they 

are not genuinely acting in their best interests. In contrast, the Mad (Pride) Movement and Mad 

Studies scholars advocate accepting Madness as part of one’s identity. Like disabled persons, 

Mad individuals do not necessarily focus on ‘curing’ themselves, but instead on developing 

strategies, support networks, and potentially treatments that allow them to live their lives with 

integrity and autonomy in a sanist and ableist society (Wendell, 1989, pp. 104, 118-119). As a 

result, competent individuals may choose to refuse treatments deemed to be in their best 

medical interests because they embrace their Madness as a crucial and valuable part of their 

identity. Some scholars also embrace Madness as a political and cultural position that 

recognizes the validity of Mad experience and decenters the importance of psy-knowledge, 

such as the claim that competency or sanity are measurable or knowable qualities that can be 

determined by psychiatrists. Because Edwards and Hubbeling infer that Madness is 
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automatically an entirely negative experience they disregard that for many individuals Madness 

is a fundamental facet and positive aspect of their identity and forced treatment would amount 

to them being stripped of that identity, which highlights the importance of a Mad Studies 

approach to competency assessments and psychiatric paternalism to prevent future psychiatric 

violence. 

 

Feminist Bioethical and Mad Studies Approach 

A feminist bioethical and Mad Studies approach is relational, intersectional, and anti-sanist, 

and I argue it avoids the concerns I addressed with respect to Edwards’s and Hubbeling’s positions. 

Prior to Sherwin (1998), medical decisions were “constructed as a product of objective calculation on 

the basis of near perfect information,” which is why the concept of competency is so prevalent in 

medical discourse and so rigid (p. 24). Sherwin critiques this model and argues that autonomy is 

inherently relational, or socially situated, because no one makes decisions in a vacuum outside of 

social influences, including oppression and privilege (pp. 19-22). Relevant to this model of relational 

autonomy is Crenshaw’s concept of intersectionality, which highlights that identity has multi-axes, 

which means that forms of discrimination can compound and be simultaneous (Crenshaw, 2011, p. 

29). As a result, a relational and intersectional approach to the autonomy and competency of mental 

health users/refusers would necessarily take into account: their vulnerability, the discriminatory biases 

that often underlie psychiatric diagnoses, and the potential harm caused by paternalistic interventions. 

These factors would be fundamental to assessing and fostering a mental health user’s/refuser’s 

autonomy. For instance, a relational perspective would take into consideration how mental distress is 

often tied to experiences of oppression, economic precarity, and lack of political power (see 

Cvetkovich, 2012, pp. 12-13). A relational and intersectional approach is not incommensurable with 

the use of mental health services, but it shifts away from an individualistic and self-regulatory approach 

that is focused only on biological ‘cures’ to suggest that complex social circumstances and structural 

oppression can cause mental distress and undermine autonomy. 

Fostering autonomy prior to competency assessment eliminates the concerns raised by 

Edwards’s and Hubbeling’s respective extension of psychiatric paternalism to competent mental 

health users/refusers who refuse ‘treatment.’ For instance, Wildeman (2014) posits that power 
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imbalances inherit in a competency assessment can influence their outcome if those performing the 

assessment do not “recognize the subject’s reasons ‘as’ reasons” or recognize patients as having a 

role in determining the best methods of sustaining their health (p. 279). Wildeman is elucidating the 

importance of validating Mad knowledge within mental health systems to prevent epistemic violence, 

although she does not use that language. Significantly, for feminist bioethicists, fostering competency 

is not simply desirable, it is a fundamental part of respecting a patient’s autonomy (Dodds, 2000, pp. 

226-227). For instance, Dodds utilizes Meyers conception of “autonomy competency” to argue that 

medical decision-making goes beyond ensuring informed consent and should include consideration 

of how patients can develop the necessary competency skills required for self-discovery, self-

definition, and self-direction, as well as how “health-care contexts may impede the development of 

autonomy competency” (pp. 227-228). Along similar lines, Maeckelberghe (2004) articulates that 

autonomy competency is not a fixed state, but “something we develop, over and over again” when 

individuals re-evaluate their goals and commitments and can be undermined by systemic oppression 

and structural biases (p. 322). Building on these approaches, I argue that medical practitioners should 

foster autonomy competency prior to assessments, such that mental health users/refusers are in the 

best position possible to exercise their agency, including if they are deemed competent and refuse 

potentially life-saving treatment (p. 323). 

I will highlight a few steps that may be taken to foster the autonomy competency of mental 

health users/refusers before they undergo a competency assessment, but these examples are not 

exhaustive or without limitations. Wildeman notes that respectful relationships between mental health 

users/refusers and practitioners will foster decision-making capacity, in contrast to “crisis-inducing, or 

crisis-exacerbating actions,” which often dissolves existing competency (2014, p. 271). For instance, 

she points to “hospital emergency intake” rooms and “police lock-ups” as environments that are not 

conducive of thoughtful reflection, because they induce a sense of panic and lack of control, which 

suggests the need to develop alternative spaces that promote feelings of security (p. 271). Similarly, 

coercive practices of seclusion, “forced disrobing, […] the use of restraints, and forced injection with 

sedatives or anti-psychotic medications” should be eliminated because they compromise individual’s 

autonomy competency (p. 271). Mental health users/refusers should also have some choice in their 

treatment options and have the primary role in developing their ‘treatment’ plan. This plan may include 

non-medical care and making decisions that make use of their situated Mad knowledge of their own 

experience to determine what will help them. By addressing how the intake process, the stratified 
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power dynamic between psychiatrists and users/refusers, the practice of competency assessments, 

and/or the fear associated with the potential loss of autonomy, among other factors, contributes to 

how an individual may perform in an assessment or make decisions after an assessment, mental 

health service providers can promote autonomous decision-making that best reflects the individual’s 

values and goals, which validates the importance of situated and Mad knowledge. 

 

Conclusion 

In this paper, I have presented Edwards’s and Hubbeling’s similar arguments for the 

permissibility of psychiatric paternalism in cases when mental health users/refusers are deemed 

competent but refuse treatment that is judged to be in their best medical interests by their physician 

and/or psychiatrist. In response, I have considered some key concerns that their articles fail to 

address, including: (1) the vulnerability of mental health users/refusers, (2) the discriminatory and 

intersectional biases that often underlie psychiatric diagnoses, (3) the potential harm caused by 

paternalistic interventions, and (4) that for some individuals Madness is an important aspect of their 

identity. I then posit that a feminist bioethical anti-sanist approach responds to these concerns that 

are marginalized by Edwards and Hubbeling. My article argues that a feminist bioethical Mad Studies 

perspective offers an alternative means of responding to difficult cases of competency that respects 

mental health user/refuser autonomy by fostering decision-making ability before competency 

assessments take place, such that individuals who reject treatment are acting according to their 

personal values and situated knowledge, while recognizing that ideally these assessments should be 

eliminated because of their inherent paternalism. Moreover, Mad Studies contributes to the field of 

feminist bioethics by elucidating how the sanism implicit in Edwards’s and Hubbeling’s respective 

articles, and the structure of mental health systems, encourages and enables epistemic and 

psychiatric violence. A Mad Studies approach validates Mad experience and knowledge, which fosters 

autonomy before competency assessments, while also suggesting that these assessments and 

psychiatric paternalism are inherently flawed and harmful.  

 

 

 



 

 
JEMH · Open Volume 10 | Page 16 

© 2019 Journal of Ethics in Mental Health (ISSN: 1916-2405) 

 

ARTICLE  

References  

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th 

ed.). Washington: American Psychiatric Press.  

Bergstresser, S. (2011). The death of Esmin Green: Considering ongoing injustice in psychiatric 

institutions. International Journal of Feminist Approaches to Bioethics, 4(1), 221-230. 

Burstow, B. (2013). A rose by any other name: Naming and the battle against psychiatry. In B. 

LeFrançois, R. Menzies, & G. Reaume (Eds.), Mad matters: A critical reader in Canadian 

Mad Studies (pp. 79-90). Toronto: Canadian Scholars’ Press Inc. 

Chesler, P. (1997). Women and madness. New York, NY: Four Walls Eight Windows.  

Crenshaw, K. (2011). Demarginalizing the intersections of race and sex: A black feminist critique of 

anti-discrimination doctrine, feminist theory, and anti-racist politics. In H. Lutz, M. Vivar, & L. 

Supik (Eds.), Framing intersectionality (pp. 25-42). Burlington: Ashgate Pub.  

Cvetkovich, A. (2012). Depression: A public feeling. Durham: Duke University Press. 

Dodds, S. (2000). Choice and control in feminist bioethics. In C. Mackenzie & N. Stoljar (Eds.), 

Relational autonomy: Feminist perspectives on autonomy, agency, and the social self (pp. 

213-235). New York: Oxford University Press 

Drescher, J. (2015). Out of DSM: Depathologizing homosexuality. Behavioural Science, 5(4): 565-

575. 

Edwards, C. (2010). Beyond mental competence. Journal of Applied Philosophy, 27(3), 273-289. 

Gilbert, S., & Gubar, S. (2000). The madwoman in the attic: The woman writer and the nineteenth-

century literary imagination. New Haven: Yale University Press. 

Haraway, D. (1988). Situated knowledges: The science question in feminism and the privilege of 

partial perspective. Feminist Studies,14(3), 575-599. 

Hubbeling, D. (2014). Decision-making capacity should not be decisive in emergencies. Medicine, 

Health Care and Philosophy, 17(2), 229-238. 

Kirby, A., & Diamond, S. (2014). Trans jeopardy/trans resistance: Shaindl Diamond interviews 



 

 
JEMH · Open Volume 10 | Page 17 

© 2019 Journal of Ethics in Mental Health (ISSN: 1916-2405) 

 

ARTICLE  

Ambrose Kirby. In B. Burstow, B. LeFrançois, & S. Diamond (Eds.), Psychiatry disrupted: 

Theorizing resistance and crafting the (r)evolution (pp. 298-308). Montreal: McGill/Queen’s 

University Press. 

Liegghio, M. (2013). A denial of being: Psychiatrization as epistemic violence. In B. LeFrançois, R. 

Menzies, & G. Reaume (Eds.), Mad matters: A critical reader in Canadian Mad Studies (pp. 

122-129). Toronto: Canadian Scholars’ Press Inc.  

LeFrançois, B., Menzies, R., & Reaume, G. (2013). Introducing Mad Studies. In B. LeFrançois, R. 

Menzies, & G. Reaume (Eds.), Mad matters: A critical reader in Canadian Mad Studies (pp. 

1-22). Toronto: Canadian Scholars’ Press Inc. 

Maeckelberghe, E. (2004). Feminist ethic of care: A third alternative approach. Health Care 

Analysis, 12(4), 317-327. 

Martin, N. (2001). Feminist bioethics and psychiatry. Journal of Medicine and Philosophy, 26(4), 

431-41. 

Metzl, J. (2009). The protest psychosis: How schizophrenia became a black disease. Boston: 

Beacon Press. 

Morrow, M., & Weisser, J. (2012). Towards a social justice framework of mental health recovery. 

Studies in Social Justice, 6(1), 27-43. 

Nelson, J. (2003). Bioethics and the marginalization of mental illness. Journal of the Society of 

Christian Ethics, 23, 179-197. 

NHS Trust. (2016). Wandsworth Home Treatment Team. Retrieved from: http://www.swlstg-

tr.nhs.uk/our-services/find-a-service/service/wandsworth-home-treatment-team 

Rogers, W., Mackenzie, C., & Dodds, S. (2012). Why bioethics needs a concept of vulnerability. 

International Journal of Feminist Approaches to Bioethics, 5(2), 11-38. 

Rudnick, A. (2002). Depression and competence to refuse psychiatric treatment. Journal of Medical 

Ethics, 28(3), 151-155. 

Scully, J. L. (2014). Disability and vulnerability: On bodies, dependence, and power. In W. Rogers, 

C. Mackenzie, & S. Dodds (Eds.), Vulnerability: New essays in ethics and feminist philosophy 



 

 
JEMH · Open Volume 10 | Page 18 

© 2019 Journal of Ethics in Mental Health (ISSN: 1916-2405) 

 

ARTICLE  

(pp. 204-221). Oxford, Oxford University Press.  

Secker, B. (1991). Labeling patient (in)competence: A feminist analysis of medico-legal discourse. 

Journal of Social Philosophy, 30(2), 295-314. 

Sherwin, S. (1998). A relational approach to autonomy in health care. The politics of women’s 

health: Exploring agency and autonomy (pp.19-39). Philadelphia: Temple University Press.  

Tan, J. O., Hope, T., Stewart, A., & Fitzpatrick, R. (2006). Competence to make treatment decisions 

in anorexia nervosa: Thinking processes and values. Philosophy, Psychiatry, and 

Psychology, 13(4), 267-282. 

Taylor, N. (2016). Driven toward madness: The fugitive slave Margaret Garner and tragedy on the 

Ohio. Athens: Ohio University Press. 

Volkow, N., & O’Brien, C. (2007). Issues for DSM-V: Should obesity be included as brain disorder? 

American Journal of Psychiatry, 164(5), 708-710. 

Weitz, D. (2013). Electroshock: Torture as ‘treatment’. In B. LeFrançois, R. Menzies, & G. Reaume 

(Eds.), Mad matters: A critical reader in Canadian Mad Studies (pp. 158-169). Toronto, 

Canadian Scholars’ Press Inc. 

Wendell, S. (1989). Toward a feminist theory of disability. Hypatia, 4(2), 104-124. 

Weyrauch, S. (2000). Decision making for incompetent patients: Who decides and by what 

standards? Tulsa Law Journal, 35(3-4), 765-789. 

Wildeman, S. (2014). Insight revisited: Relationality and psychiatric treatment decision-making 

capacity. In J. Llewellyn & J. Downie (Eds.), Being relational: Reflections on relational theory 

and health law. Vancouver: UBC Press.  

 

 

 

 



 

 
JEMH · Open Volume 10 | Page 19 

© 2019 Journal of Ethics in Mental Health (ISSN: 1916-2405) 

 

ARTICLE  

Acknowledgements: Thank you to Dr. Carolyn McLeod. This research was supported by the Social 

Sciences and Humanities Research Council of Canada.  

 

Competing Interests: none 

Address for Correspondence: sharri94@uwo.ca 

Publication Date: July 15, 2019 

 

mailto:sharri94@uwo.ca

