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Neuroethics and Psychiatry
Neil Levy and Steve Clarke.

The past twelve months have witnessed dramatic developments in neuroethics. As well as
several monographs on neuroethics, there has been the establishment of a new journal
(simply entitled Neuroethics [1]) entirely devoted to it; at the same time, the American
Journal of Bioethics [2] has begun to devote three issues per year to the topic. There is
considerable overlap between the topics covered in neuroethics and the kinds of ethical
and conceptual issues with which psychiatrists have long been concerned.
Neuroethics is concerned, inter alia, with ethical issues arising in the application of
technologies and techniques stemming from the sciences of the mind. Thus biologically
informed psychiatry falls within its purview. So too does the prescription of
antidepressants, anti-psychotics and other psychopharmaceuticals. These latter have been
the focus of much neuroethical interest. Whereas earlier neuroethical concern focused
largely on antidepressants and methylphenidate used in the treatment of Attention Deficit
Hyperactivity Disorder (ADHD), more recently the focus has been on propranolol for the
prevention of post-traumatic stress disorder (PTSD).
PTSD is a very serious and debilitating condition, affecting millions of people
worldwide. Following exposure to a traumatic event, around 8.1% of men and 20.4% of
women develop PTSD, yielding a lifetime prevalence rate of 5% for males and 10.4% for
females in the United States [3]. Clinical trials on propranolol, a beta-adrenergic
antagonist commonly prescribed for the treatment of hypertension, have yielded
promising though still preliminary results in the prevention of PTSD, when it is
administered within the first six hours after exposure to trauma [4, 5]. Clearly the
prevention of PTSD is a desirable goal, but – following the lead of the President’s
Council on Bioethics [6] – some neuroethicists have worried that achieving this goal
comes at an unacceptable cost.
In their 2003 Report the President’s Council worried that propranolol might encourage
wrongdoing by reducing consequent feelings of remorse; members also worried that it
would flatten the quality of human life by mitigating the negative emotional experiences
that make us who we are [7]. Concerns like these continue to be heard. Warnick [8]
worries that mitigating the effects of trauma will reduce opportunities for personal
growth. He notes that positive post-traumatic growth (PTG) often co-occurs with PTSD
and suggests on this basis that preventing the latter will also prevent the former. But as
PTG is found in a greater proportion of trauma sufferers than is PTSD, the latter cannot
be necessary for the former. Hurley [9] argues that erasing trauma blocks epistemic
access to the meaning of traumatic events; similarly Evers [10] suggests that propranolol
might promote what she calls mendacity: even if users recall what happened, because
they have been innoculated against the emotional effects of trauma they will live as
though the traumatizing events had not occurred.

These claims recall arguments long directed at other psychopharmaceuticals such as
antidepressants and methylphenidate, for instance Elliott’s [11] suggestion that the use of
antidepressants threatens to render our lives inauthentic, cutting us off from sources of
meaning. Insofar as propranolol blunts the emotional intensity of memories, the
arguments due to Warnick [8] and Hurley [9] seem to be unsuccessful: it is surely false
that only people who have fully experienced terrible actions understand the ways in
which these are awful. Warnick’s and Hurley’s concerns face a common criticism: they
seem committed to claiming that PTSD is really, on balance, beneficial to the patient on
all or most occasions, such that we ought not to prevent it. But the claim that PTSD is
actually, on balance, beneficial to the patient on all or most occasion is highly
counterintuitive, especially in light of the high costs of PTSD to sufferers, their families
and the communities that they participate in.
Another worry, which echoes the concerns of the President’s Council [7] centres on
issues of identity. Memory is significantly constitutive of human identity; hence a drug
that targets memory systems may threaten the individual’s sense of continuity of personal
identity or even the individual’s sense of being a self [12, 13, 10]. Though these are
important issues, which should be considered where future developments in memory
altering drugs are concerned, they seem overblown in light of the evidence regarding
propranolol. It has been taken by millions of people over several decades; though short
term memory loss is a recognized (rare) side effect, the degree or extent of this memory
loss has never been significant enough to threaten peoples’ sense of having an identity
[14].
The President’s Council was a creation of President George W. Bush, and generally
reflected his conservative political orientation. It may be, in fact, that many of the
concerns it expressed reflected nothing so much as anxiety caused by novel technologies
and interventions. It is worth noting that empirical work in neuroethics – broadly
construed – supports the notion that anxiety can cause, or be mistaken for, moral
judgments [15].
Since the President’s Council’s 2003 report, other concerns about propranolol have been
expressed. One such concern centres around implications for the legal system. Memories
are primary forms of evidence in courts. Kolber [16, 17; see also Evers, 10] has argued
that we need to balance social interests in preserving memories – as evidence in
litigation, for example – with individual rights to freedom of memory. He suggests that
situations in which our interest in preserving memories overrides individuals’ rights may
sometimes arise. Tenenbaum & Reese [18] advance similar concerns over the loss of
memories as evidence for courts and as valuable information for societies. However, it
may be that these concerns are unrealistic, at least at present, given the effects of existing
psychopharmaceuticals like propranolol, which blunts the emotional intensity of
memories without erasing them. There is some evidence that propranolol actually
improves recall of events for some subjects affected by trauma [19]. Nevertheless, more
powerful drugs that genuinely erase memories may be developed (see Kolber [20], for

discussion of a case that involves the use of an already existing drug, propofol,
deliberately to completely erase memories).
The prescription of psychopharmaceuticals to children raises special concerns. The focus
of ethical debate here is methylphenidate prescribed for the treatment of ADHD. Some
scholars are suspicious of the very existence of this condition, arguing that its diagnosis
and treatment is in fact simply a method of social control over difficult children [21, 22]
(Graham 2007; Hawthorne 2007; see [23] for a discussion of social attitudes toward this
question in Italy). Another concern centres on the overmedicalization of childhood, with
ordinary conditions coming to be seen as disorders requiring interventions [23]. Both of
these concerns are echoed in the debate over propranolol; Henry et al. [14] argue that
overmedicalization by drug companies in pursuit of profit and subsequent exploitation of
vulnerable patients is the biggest ethical problem with the drug.
The past twelve months has seen significant work on issues related to informed consent
in neuropsychiatry. It is a standard condition of medical practice in the Western world
that before an operation or course of medical treatment can take place, the doctor
conducting the operation or recommending the course of treatment must obtain the
informed consent to the operation or course of treatment in question. This means that the
patient must be provided with sufficient relevant information to enable them to make an
enlightened decision regarding medical treatment. In order to enable this to occur, the
doctor in question is expected to provide the relevant information and assist the patient in
comprehending unfamiliar terminology. Mutatis mutandis for prospective participants in
medical experiments [24]. Informed consent is a particularly vexed topic in psychiatric
care as many psychiatric patients suffer from cognitive deficits and their competence to
consent to complicated medical procedures may be in question [25]. A large number of
neuropsychological conditions are associated with diminished capacity to consent to
treatment [26] and a variety of different tools have been developed to assess decisionmaking capacity in patients and research subjects [27].
Capacity to consent comes in degrees, but for legal and ethical reasons practitioners are
required to determine whether a patient or prospective participant in a medical study or
experiment is competent to provide consent, and competence is a threshold concept.
Possessing a particular magnitude of decision-making capacity is necessary to make one
competent to provide consent to a particular type of operation or course of medical
treatment. Because different types of consenting decision require different degrees of
decision-making capacity and because some decision-making tasks draw on different
skills, competence to consent can vary from situation to situation. A patient may be
competent to consent to one class of operations but at the same time lack competence to
consent to another class of operations.
Because we do not yet understand how much ordinary decision-making occurs, we are
not very good at determining whether individuals are competent to consent to particular
operations. Compounding the problem, it turns out that bioethicists and psychiatrists
assess capacity to provide consent in quite different ways, and so they often offer
different assessments of competence in particular cases [28]. In practice we tend to

assume that people are competent to consent to medical procedures unless it can be
proven that they are incompetent to do so [29]. This is because we think it is very
important to respect people’s autonomy. We usually hold that it is better to err on the side
of caution and allow people who are incompetent to offer informed consent to make
decisions about their health care than to wrongly deprive even a few people of the
opportunity to decide for themselves whether or not to undergo health care. In other
words we are much more willing to tolerate false positives than false negatives when
peoples’ autonomy is at stake.
Palmer and Savla [26] and Northoff [30] both suggest that recent work on the
neuroscience of decision-making may enable us to develop more specific tests of valid
informed consent than those that are currently available. Northoff [30] views the potential
development of brain-based tests of decision-making as complementary to, rather than in
competition with, current diagnostic tests of decision-making, most of which take the
form of structured interviews or written tests [27]. However, this may be too concessive.
If very accurate brain-based diagnostic criteria were developed and were easy to
administer then it is difficult to see why we would still have any need for less accurate
structured interviews or written tests. As well as enabling us to develop more accurate
tests of decision-making capacity, developments in the sciences of the mind hold out the
prospect of enabling us to improve peoples’ decision-making capacity. Potentially
someone who is not competent to consent to undergo a particular procedure, because they
are not generally competent to make consenting decisions regarding their health care,
could be operated on so as to enable them to become competent to consent to that
particular procedure. Northoff [30] points out that this possibility raises a dilemma. Either
we do not treat the person in question on the grounds that they cannot provide informed
consent, or we violate their informed consent in order to improve their decision-making
capacities.
Issues related to informed consent have begun to be highlighted in debates about the
social acceptability of memory modifying drugs. Murphy & Illes [31] highlight two
issues related to informed consent in these debates. First, participants recruited to clinical
trials of memory modifying drugs may be particularly vulnerable and may not be able to
understand the risk and benefits of participating in such trials, so they may not be
competent to provide informed consent. Second, the modification of peoples’ memories
may have important social and legal implications. Henry et al. [14] consider the former
problem and they suggest that, at least in the case of propranalol, health professionals will
be likely to accept a lower standard of competence for the purposes of informed consent,
given that the potential benefits of propranolol far outweigh its risks. Tennenbaum &
Reese [17] consider the latter problem and suggest that we deal with it by including a
specification of the social and legal consequences of memory modification and then
allowing the individual to decide as part of the informed consent process whether they
wish to go ahead with memory modification or not. Henry et al. [14] effectively argue
that we should compromise out standards of informed consent for the sake of societal
benefit. In contrast, Tennenbaum and Reese [18] argue that we should uphold our
standards of informed consent in the face of extended social consequences. The rights of
the individual and the concerns of a broader society are often in tension with one another.

This new nexus of tension is likely to be the source of significant debate in the literature
for some time to come.
Properly assessing the objections to the use of propranolol requires further research, into
the effects of the drug on memories, on personal growth and also on cognition (Craigie
[37] notes that propranolol seems to induce a conservative bias in judgments under
uncertainly in some subjects, as well as reduced sensitivity to punishment cues). Given
the costs of PTSD to individuals and to society, it seems likely that this evidence will not
overturn a presumption in favor of its use. However, the debate concerning its costs
should sensitize us to potential problems with new drugs, as they come into development.
Like all other physicians, psychiatrists’ first ethical responsibility is to their patients [32].
However they are also citizens and community members; properly assessing the ethics of
any intervention requires considering its broader impacts. A perennial worry with regard
to any intervention that improves cognition is that it will place pressure on those who do
not wish to use such methods to employ them, in order to keep pace, and that it may
exacerbate inequality due to our unequal capacities to pay for interventions (see [33] for
review). This concern arises most naturally with regard to antidepressants used ‘off label’
as cognitive enhancements, but it has also been raised in the context of memory
alterations such as drugs used for the treatment of dementia [34]. As neurological
interventions grow in power, these concerns are likely to become increasingly pressing
[35, 36].
Assessing the range of challenges and dilemmas which fall under the purview of
neuroethics requires attention not only to individuals (the most natural focus of debates
over informed consent) but also to social concerns. Fully appreciating the concerns
focused on such apparently individually-focused interventions as the use of cognitive
enhancers or treatments for PTSD requires us not only to understand their implications
for the individual who might use them, but also for their society as a whole. Psychiatrists
are more used to focusing on individual patients than on their social settings when they
consider the ethics of their work; to that extent, neuroethics might serve as a valuable
corrective to the dominant strand of psychiatric ethics.
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