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The right to refuse diagnostics  

and treatment planning by Artificial Intelligence 

 
Abstract: In an analysis of artificially intelligent systems for medical diagnostics and treatment planning we 
argue that patients should be able to exercise a right to withdraw from AI diagnostics and treatment planning 
for reasons related to 1) the physician’s role in the patients’ formation of and acting on personal preferences 
and values, 2) the bias and opacity problem of AI systems, and 3) rational concerns about the future societal 
effects of introducing AI systems in the health care sector. 
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INTRODUCTION 

The use of artificially intelligent (AI) systems for medical diagnostics and treatment planning is being 

heralded as one of the great avenues forward for modern medicine. In a number of countries AI systems 

such as IBM’s Watson or Google’s Deepmind are being tested in different health care settings.1  

 Enthusiasts for these developments claim that there are strong reasons for implementing 

such systems. By taking into account vast amounts of diverse research and personal health care data and 

by the ability to process data and reach decisions much more quickly than humans, AI systems will in the 

near future lead to more precise and efficient diagnostics and treatment planning than what may be 

achieved by physicians.2 There is growing evidence that this may be true.(1–6) If the claims are true an 

increased precision and efficiency of diagnostics and treatment planning will not only lead to better health 

care outcomes through early and precise detection and intervention but also to more cost-efficient health 

care services. The exact scope and strength of the arguments and evidence is open to question. We take no 

position on this, but the analysis in this article accepts for the sake of argument that they are true.  

 In this article we consider whether patients should be able to exercise a right to withdraw 

from AI diagnostics and treatment planning in their individual case and have diagnostics and treatment 

planning performed by a physician.3 We first explicate the different shapes such a right could have and its 

relation to the right ”not to be subject to a decision based solely on automated processing” is guaranteed 

by article 22 of the European Union’s General Data Protection Regulation (GDPR)  We then analyse three 

clusters of  arguments which in different ways justify to the effect that patients should be able to exercise 

this right for reasons related to 1) the physicians’ role in the patient’s formation of and acting on personal 

preferences and values, 2) the bias and opacity problem of AI systems, and 3) rational concerns about the 

future societal effects of introducing AI systems in the health care sector. We argue that the last of these 

clusters of reasons provide the strongest support for a strong, general right to withdraw from AI 

                                                             
1 In this paper we use the term ’AI systems’ to cover both systems based on ’Symbolic AI’ and systems based on machine learning 
techniques such as deep learning and neural networks.  
2 In this paper we use the term ’physician’. Diagnostic and treatment decisions are also made by many other types of health care 
professionals, but we are focusing on medical doctors because they are involved in many of these decisions. 
3 There is a parallel issue raised by AI controlled treatment, e.g. AI controlled surgical robots, but this is outside the scope of this 
paper. 
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involvement in diagnostics and treatment planning. Throughout the analysis we consider 

counterarguments, relating to costs, practicality and the potential negative effects in relation to the rights 

of other patients. 

 AI systems may be involved in generating the general evidence base for medical decisions, 

e.g. by conducting automated meta-analyses. This use of AI systems is outside the scope of this paper for 

two reasons. First, it does not engage all three types of reasons that are involved in the individual patient 

case. Second, it is distinct by being a practice aimed at generating generalisable knowledge and not 

preference-sensitive, individualised decisions.  

 

A RIGHT TO WITHDRAW FROM AI DIAGNOSTICS 

What would a right to withdraw from AI diagnostics entail? It may be argued, that a right to withdraw from 

AI diagnostics and treatment planning is already encompassed in the generally acknowledged right to 

informed consent, i.e. that neither diagnostic interventions nor treatments can be performed without the 

informed consent of the patient. A patient therefore already has a right to refuse AI involvement. But the 

patient also has a right to health care provision, and this right is not completely waived or extinguished if 

the patient refuses a specific health care intervention. An example is the well-known case of Jehovah’s 

Witness’ refusing blood transfusion on religious grounds. Jehovah’s Witnesses are in most countries 

offered alternative treatments, such as blood sparing surgery. Another example is the case of patients 

suffering from severe ‘needle phobia’. Their health care would be individually designed according to the 

specifics of their needle phobia and the interventions they need in order to minimise the need for blood 

sampling, injections, and infusions etc. The right discussed in this article to withdraw from AI diagnostics 

and treatment planning mirrors the right given to patients in these examples. It is not only a negative right 

to refuse a particular type of intervention, but also a positive right to insist on and be provided with an 

alternative type of intervention, i.e. in this case diagnostics and treatment planning performed by a 

physician. The right we argue for is therefore not coextensive with the right to informed consent.  

There are many different types of possible physician involvement in diagnostics and 

treatment planning, and it has to be explicated and justified what kind of physician involvement the right 

we are discussing entails. At one end of the spectrum physician involvement may simply mean that 

physicians are involved in some way. A little further along the spectrum it may mean that physicians 

evaluate the quality of AI recommendations. And at the opposite end of the spectrum it would mean that 

that physicians take care of all diagnostics and treatment planning without any AI involvement. The right 

therefore comes in weak and strong versions.  

In some cases, AI functionality is an integral part of a particular diagnostic device, e.g. ECG 

equipment which will provide an interpretation of the ECG trace. It is likely that more and more devices will 

have such functionality and that it will in practice become impossible to completely avoid AI involvement in 

the diagnostic process. Nevertheless, there are many steps between a particular piece of diagnostic 

information, a final diagnosis and the development of a personalised treatment plan, and it makes sense to 
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ask whether there is a right to insist on the amount of AI involvement in this process being minimised. This 

would still be a fairly strong right.  

In the European Union the right ”not to be subject to a decision based solely on automated 

processing” is guaranteed by article 22 of the General Data Protection Regulation (GDPR) if the decision 

significantly affects a person(7). This prohibition applies to “decisions that affect someone’s access to 

health services”, and human involvement has to be meaningful and “it should be carried out by someone 

who has the authority and competence to change the decision. As part of the analysis, they should consider 

all the relevant data”.(8, p. 21 & 22) How strong a right to physician involvement this is depends on the 

interpretation of the requirement to consider all the relevant data. If it implies that a physician reads the 

entire patient record, this is fairly strong right. If it only implies that a physician briefly scans the input to 

and output from an AI system, it is a much weaker right. It is clear, however, that the GDPR right is weaker 

than a strong right to refusal of AI involvement since the strong versions of this right entail that patients 

may insist that the entire diagnostic and treatment planning process is carried out by a physician without AI 

involvement.   

 

THE PATIENT’S’ MEDICAL AND NON-MEDICAL PREFERENCES AND INTERESTS 

AI systems are, ex hypothesi, likely to be highly precise and effective in finding the right diagnosis and 

proposing the best treatment for a patient. The best treatment can be understood both as the most 

medically effective treatment and as the intervention that will be most cost-effective given the 

particularities of the patient.  

Finding the right treatment cannot, however, be reduced simply to such an exercise of 

medical expertise. It is also an ethical exercise. In finding the right treatment the patient’s’ preferences and 

interests of relevance for treatment decisions must be considered. The patient’s’ preferences and interests 

may differ from those of the health care system. The physician must try to ascertain these preferences and 

interests and take them into account in reaching a treatment decision. The key question therefore is, if it is 

possible for the AI systems to take these interests adequately into account in their treatment planning?  

 

Adequate identification of patients’ medical and non-medical preferences 

Without communicating with the patient, one may suggest that AI systems could take into account the 

medical and non-medical preferences and interests of patients on the basis of data from health records of 

various kinds and data from non-health related databases. Deriving personal, health related preferences 

from social media data is an active area of AI research.(9,10) AI methods have, for instance, been 

developed in order to provide individualised information in online health communities based on the 

individual’s prior engagement with and contribution to threads in the community.(10) There are several 

reasons for being sceptical about the adequacy of this as a general strategy: 

 

1) Limited availability of data about patients’ medical and non-medical interests 

2) Lack of updated data about patients’ medical and non-medical interests 
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3) Privacy protected data about non-medical interests 

  

Patients have medical preferences. They may e.g. prefer treatment by pills rather than injections. Patients 

also have non-medical preferences of relevance for treatment planning. They may e.g. hold family-life to be 

valuable, where this entails a medical preference for treatments that minimise hospitalisation. 

None of these preferences may be stated in the patients’ records or in any available health 

care database, and data that will allow for an adequate prediction of such preferences and interests may be 

very limited. Even if data about patients’ medical and non-medical preferences are available in health care 

databases, it could be outdated and thus not reflect the patients’ current preferences and interests at a 

given point in time. Patients’ preferences are often unstable, ill-informed and inconsistent.(11–13) It is 

difficult – if not impossible – to determine reliably the patients’ current and true preferences and interests 

solely on the basis of historic data in patient records or other databases. Data in non-health related 

databases, e.g. data from social platforms or consumer data of various kinds, may provide insights into 

patients’ non-medical preferences and interests. Access to such data is, however, protected by privacy 

regulation, and it is unclear whether AI systems in the health care sector will be allowed to access such 

data. Data from social platforms are also notoriously unreliable as indicative of real preferences since such 

platform ’performance’ involves a large element of ’impression management’.(14) Physicians can engage 

patients in discussion about their current preferences and help patients to understand how these relate to 

their treatment options. They therefore do not have to rely on previously collected data. 

 AI systems may, one may venture, at some point in the future be able to engage in 

communication with patients and credibly imitate the role of the physician as sketched above(15), and this 

will lead to more accurate predictions about the patients preferences and interests relevant for treatment 

planning.  In order to achieve this, AI systems would have to be able to engage a patient in open-ended and 

meaningful conversation about all aspects of human life. Think, for instance, of a consultation with a 

woman who has been investigated for breast-cancer where she has to be told that she has cancer and have 

an initial discussion about treatment options. In such a consultation all aspects of human life – biological, 

psychological, social, sexual, spiritual etc. – may be relevant in order to understand what is important to 

her in relation to the very significant decisions she will have to make. A human doctor will be able to do 

this, but no currently existing AI system can. As long as AI systems do not have this ability to engage in 

open-ended, meaningful conversation with patients about their preferences, some patients may have a 

good reason to prefer the involvement of physicians. 

 

 

THE BIAS, DISCRIMINATION AND OPACITY PROBLEM OF AI 

The introduction of AI systems raises particular ethical concerns around bias and discrimination and the 

control of bias and discrimination. 

The potential of biases in AI systems’ decision-making has already been extensively 

discussed.(16–19) While bias is not necessarily an ethical problem, it may lead to discrimination defined as 



 5 

ethically problematic bias that violates considerations of justice and equality.(20–23) This can happen in at 

least three ways. First, bias may be inherent in the algorithms governing the AI systems in their diagnostics 

and treatment planning. Algorithms may thus favour overdiagnosis and overtreatment to underdiagnosis 

and undertreatment. Second, bias may ensue from systems imitating human decision-making simply 

because such decision-making occasionally may be biased, e.g. by training systems on test data tagged by 

humans. Physicians may be prone to discrimination on the basis of age, and if the system is trained using a 

set of cases where age-bias occurs the system may end up with the same bias. Third, bias may unwittingly 

result from AI systems’ decision-making. Imagine an AI system trying to make decisions that maximises 

health care outcome. The best possible treatment may require a high degree of patient compliance. There 

is evidence suggesting that patient compliance is associated with age such that patients in the age group 

60-70 years old are the most compliant and the middle-aged among the least compliant.(24,25) Thus, an AI 

aimed at maximising the health care outcome may use this evidence and end up not offering the best 

possible treatment to middle-aged patients and thus de facto discriminate against such groups.  

The problem of bias in AI systems’ decision-making is exacerbated by the opacity of many of 

these systems, i.e. that the decision-making procedure cannot be fully explicated.(26–28) We can detect 

possible bias in the pattern of decisions made by AI systems, but if we cannot understand the decision 

making algorithm it becomes much more difficult to prove that the system is biased in ways that will lead 

to ethically problematic discrimination. A statistical analysis may show that a system provides different 

treatment advice for young and old patients. This is possible bias and possible discrimination, but it may 

also reflect treatment relevant differences between age groups. If we cannot understand the decision-

procedure of the system other than in purely mathematical terms, it becomes very difficult to distinguish 

between problematic bias and appropriate age-related treatment advice. 

 That AI systems may discriminate in ways that are difficult to detect constitutes a reason for 

granting individual patients a right to withdraw from AI diagnostics. It may be argued that there is trade-off 

between the benefits of using AI systems and potential discrimination in the form of unequal treatment. 

However, the state is committed to non-discrimination and equal treatment and can therefore not make 

such a trade-off. We could not imagine a minister of health publicly declaring that we have implemented an 

AI system with great benefits, but which is known to be discriminating against a particular group of citizens. 

A trade-off can only legitimately be made by individuals, who decide to “take their chance” with a 

potentially discriminatory AI system, and therefore individuals must be granted a right to decide whether 

to make this trade-off.  

There is one further consideration in relation to the problem of the potential bias and 

discrimination of AI systems. This is that this problem is not specific to AI systems. Physicians may, as 

already noted above, be biased in their decisions too. Such biases may unintentionally lead to 

discrimination against particular groups of patients. However, there are many informal mechanisms that 

play a regulatory role in relation to physicians’ decision-making. Physicians are part of a health care 

community. Often diagnostics and treatment planning are the outcome of the work of a health care team, 

and unless the biases are shared within the team they are likely to be corrected. Furthermore, any instance 
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of intentional discrimination by a physician is likely to attract the attention of fellow physicians, and many 

hospitals/medical societies have policies for whistleblowing. Also, physicians must obtain informed consent 

from the patients before commencing treatment. The requirement of informed consent dictates that 

physicians shall provide the patient with adequate information about an intervention. Thus, the physician 

typically will have to face the patient and thereby allow the patient to engage in critical examination of the 

physician’s decision-making, and potentially require a second opinion. Finally, most physicians have 

received training in medical ethics and health law. They are acquainted with the principles and legislation 

that apply to their profession, and in many countries they have even pledged to act justly.  

There are also a number of formal mechanisms that play a regulatory role in relation to 

physicians’ decision-making. Patients can complain about physicians’ decision-making. Formal complaints 

may end up having a number of grave consequences for the physician including losing their job, being 

expelled from professional bodies and losing their license to practice medicine. Some jurisdictions require 

physicians to revalidate at regular intervals and this formal process often involves providing information 

from patients and members of their health care team on the behaviour of the physician in question. 

Although none of these informal and formal structural measures ensure non-discrimination by physicians, 

they confer significant costs on a choice to discriminate.  

AI systems cannot at present meaningfully participate in the social relations that are the 

basis for the informal and formal mechanisms that regulate physician behaviour. But, the developers and 

manufacturers of the systems can. Developers and manufactures are also subject to informal mechanisms 

of control, e.g. in the form of potential reputational damage, if an AI system is found to make 

discriminatory decisions. Whether these mechanisms are as effective as the mechanisms regulating 

physician behaviour is open to question and ultimately must be settled empirically. 

If patients have good reasons to believe that the mechanisms for detecting and avoiding bias 

and discrimination from AI systems are weaker than the mechanisms for controlling physician behaviour, 

then they must be able to refuse diagnostics and treatment planning by AI systems.    

 

RATIONAL CONCERNS AND DYSTOPIES 

A third argument in favour of a right to refuse diagnostics and treatment planning by AI systems is based on 

the patients’ fears and concerns. Patients may simply fear AI technology and therefore resist being 

diagnosed and have treatments suggested by such systems. This may take many forms. It may concern this 

technology as applied to their specific situation in the clinical setting, or it may concern the implications of 

the use of AI for the future state of society.(29) Among the possible undesirable societal effects are:  

 

1) That AI systems outmatch physicians which in turn reduces the level of human contact and care, or 

leads to the deskilling of physicians (30–32) 

2) That AI diagnostics and treatment planning become monopolised with a number of negative effects 

(33–35) 
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3) That AI systems take control of key institutions in society and become hostile towards humans (36–

39)    

 

In the following we will focus on whether rational concerns about undesirable societal effects of the 

introduction of AI in health care can justify a right to withdraw from AI involvement in diagnostics and 

treatment planning.  

 Let us define rational concern the following way: A person X has rational concern about a 

future state of the world Y if and only if: 

 

1) X believes that Y is undesirable,  

2) X believes that Y may occur,  

3) X can provide a coherent justification for how Y may result from the current state of society,   

4) the occurrence of Y is supported/not ruled out by existing scientific evidence, and  

5) the undesirability of Y is supported/not ruled out by a value-system which satisfies minimal 

requirements of public reason. 

 

Rational concern is essentially a matter of being able to provide a consistent explanation of how the society 

may end up in an undesirable state that corresponds with scientific evidence and the reasonable 

judgement of a group of informed people.(40,41) Conditions 3 and 4 entail that a societal development 

must not only be logically possible, but at least minimally plausible in light of current knowledge and 

scientific evidence. It is logically possible that a violent revolution will break out in Denmark tomorrow, but 

there is no coherent justification for how this may come about given what we know about the current state 

of Danish society and the available evidence concerning the preconditions of revolution. Condition 5 entails 

that a societal development must be considered undesirable by a group of people who are able to provide 

reasons in public discourse that are intelligible to others. A completely idiosyncratic evaluation of a state of 

society as undesirable would therefore not count as a rational concern. Note that so defined rational 

concern is directed at a state of society that may not be a direct threat to the individual – the individual 

may not even come to experience it. Note also that so defined 1) rational concern is a matter of degree, 

and 2) it may or may not cause emotional distress to the individual.  

This account of rational concern implies that concern about how the introduction of AI 

systems may transform the health care system in the future is rational. It is rational to be concerned that AI 

systems may outmatch physicians, that AI diagnostics and treatment planning may become monopolised, 

and that AI systems may take control of key institutions in society. For all of these points of concern we can 

coherently explain how and why they may lead to an undesirable state of society, this explanation 

corresponds with scientific evidence and is endorsed by prominent researchers,(30–39)  and the predicted 

outcome is consistent with a view held by a group of citizens of what is an undesirable state of society.  

  

A right to act on rational concerns about a future state of society  



 8 

There are several reasons for believing that individuals should be granted a right to act on rational concern 

about the systemic effects of introducing AI technology in the health care system, i.e. a right to insist on 

different degrees of human involvement in diagnostics and treatment planning. More specifically, there are 

at least five reasons why rational concern about the harmful, societal effects of introducing AI technology 

in the health care system should be accommodated, and these are: 

 

1) Democratic reasons 

2) Reasons of autonomy  

3) Reasons of solidarity 

4) Consequentialist reasons  

5) Epistemological reasons 

 

In a democracy policy-making should be sensitive to the worries of citizens. Rational concern as defined 

above about the introduction of new AI technology in health care is not idiosyncratic, it is shared by groups 

in society and amenable to public reason. The patients’ rights and opportunities in a modern health care 

system are and should be sensitive to the views of the public in order to maintain its democratic legitimacy. 

This is not to say that the public opinion should dictate the rights and opportunities in the health care 

system. By granting patients a right to act on their rational concern about potential harmful, societal effects 

of introducing AI systems in the health care sector, patients are given an opportunity to express publicly 

shared concern. Obviously, there are other ways such concern may be democratically recognised, e.g. 

through elections and voting. It is unlikely, however, that the introduction of AI in health care will ever 

become a major feature of the election platforms of political parties, which means that citizens cannot in 

reality express their rational concerns through their voting behaviour. A right to withdraw from AI 

diagnostics would grant patients an opportunity to express their rational concern. Also, a right to withdraw 

from AI diagnostics and treatment planning is a right that a patient can exercise without infringing the right 

of other patients to benefit from AI. Implementing AI without the right to opt out entails the refusal to 

recognise the rational concerns of some citizens as legitimate. 

 To act on rational concern is to exercise rational agency and autonomy. By granting patients 

a right to act on their rational concern about potential harmful, societal effects of introducing AI systems in 

the health care sector, they are not only provided with an opportunity to protect themselves against the 

distress that fears and concerns may generate. They are also provided with an opportunity to consider in 

their choices harmful, societal effects that are not recognised as such in the health care system. In short, 

such a right would promote not only autonomy as a right to self-protection against harm, but also rational 

agency and autonomy in the sense of acting rationally on one’s conception of the good life and the good 

society. 

In the health care system, we accommodate some patients’ fears and concerns even when 

they are not shared by the majority and not rational by the definition given above. We have mentioned 

examples such as Jehovah’s Witnesses and patients with needle phobia above. These accommodations 
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reflect a solidarity-based case-by-case approach to patients’ fears and concerns: Such fears and concerns 

may strike people in different degrees at various different times for various different reasons, but in 

general we maintain on grounds of solidarity a health care system that is capable of accommodating such 

fears and concerns through the offer of alternative health care provision. But, if we maintain a solidarity-

based approach in cases of what many see as irrational fears and concerns, should we not also insist on a 

solidarity-based approach in cases involving rational concern? 

There are also good consequentialist reasons for giving patients a right to act on their 

concerns about the harmful, societal effects of new AI technology. The potential harmful societal effects of 

introducing such technologies are manifold and ultimately may affect generations across space and time. It 

is not just worries that certain more or less narrow sectional interests will be violated sometime in the 

future. By giving patients a right to object AI involvement, the health care system introduces a mechanism 

that allows individuals to signal their concerns which may prevent these negative societal effects if enough 

people choose to act on their concerns. 

Finally, rational concerns are epistemologically sensitive to evidence. The patient’s rights and 

opportunities in the modern health care system are and should be based on whether or not there is 

evidence in favour of an option and its alternatives. There are strong ethical reasons for this. By giving 

patients a right to act on their rational concern about potential harmful, societal effects, they are given a 

right to act on concern that is sensitive to evidence. 

 

A WEAKER OR STRONGER RIGHT TO WITHDRAW FROM AI DIAGNOSTICS IN THE FUTURE?  

We have in this article explored three clusters of arguments to show that patients should be granted a right 

to withdraw from AI diagnostics and treatment planning, but have taken no position on which of the many 

possible versions on the spectrum from a weak to a strong right is best supported by the arguments.   

The arguments concerning the physician’s role in ascertaining the patients’ preferences  

imply that a physician must be involved in the diagnostic process and the treatment planning as long as AI 

systems are unable to engage in meaningful conversations with the patients about their preferences. 

Similarly, the arguments concerning the problems of bias and discrimination in AI technology only sustains 

a claim to physician involvement in the diagnostic and treatment planning process. Taken together the two 

arguments support a right to demand that physicians are actively engaging with patients about their 

preferences, and that any output from an AI system is scrutinised by physicians prior to implementation.  

The argument from rational concern points to a more extensive right to refuse any 

involvement of AI technology in diagnostics and treatment planning. This justification is not primarily based 

on a worry about AI involvement in “my” particular treatment, but a concern about the systemic effects of 

AI introduction and use in the health care system.  

The arguments presented in this article therefore show that there is a right to withdraw from 

AI diagnostics and treatment planning, and that this is a strong right in the cases where it is based on 

rational concerns about the systemic effects of AI use. The health care system should therefore allow 

patients to act on this right and take it into account when implementing AI systems. This will entail 
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implementing AI systems in such a way that it is possible to opt-out of AI involvement in diagnosis and 

treatment planning. However, like most rights this is not an absolute right. It may be limited by other 

concerns. Let us briefly sketch two issues. 

 First, there are both financial and practical considerations that may provide reasons to limit 

the accomodationsaccommodations that must be offered to patients that exercise a strong right to 

withdraw from AI involvement. Allowing some patients to refuse AI involvement may in some 

circumstances confer costs on the health care system because alternative provision will have to be made. 

In other circumstances it may lead to cost savings because patients who are strongly opposed to AI would 

avoid seeking health care until their conditions have progressed to a serious state. The net cost, if any, of 

implementing a right to withdraw from AI diagnostics and treatment planning depends on the exact 

implementation and cannot be predicted. It is ultimately an empirical question that cannot be settled a 

priori. It is also important to note that even if it was established that implementing a right to AI withdrawal 

increases costs this would not be a conclusive reason to limit such a right. We would need to balance the 

importance of the right against the magnitude of the costs. In the long run we would also need to consider 

to what extent we would need to maintain legacy competences. Is there, for instance, a duty to educate 

the next generation of physicians how to treat patients without the help of AI? This is, as we have indicated 

above, a question for future research, but may perhaps be elucidated through consideration of a possible 

analogy with a duty to educate all doctors to be able to function without access to the diagnostic 

equipment that is only available in the richer parts of the world. 

Second, there may be a risk that the distinction between a weaker and a stronger right will 

collapse in practice. Imagine that in the future AI technology will be more precise and efficient in 

diagnostics and treatment planning than most doctors. It will make decisions that are more likely to 

maximise the health benefits for the individual patient. In such a scenario, the literature on automation 

bias indicates that it is unlikely that physicians can remain wholly uninfluenced by the diagnostics and 

treatment planning of the AI technology. In making recommendations about treatment the physicians may 

come to be biased toward the suggestions made by the AI technology, and less sensitive to the particular 

preferences and interests of the individual.(42,43) If so, this can only be completely avoided if physicians do 

not have access to the information provided by the AI technology.    
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