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1 To be clear, we offer this as a friendly, approximate lens through which one might interpret Hawkins’s proposal—naturally, her proposed test 
involves laudable analysis of additional procedural limitations that are not our focus here. And it might be that the concept of “prudential mistake” 
is distinct from “mistake from the perspective of the true self.” But we would suggest, at least, that the true self might help explain Hawkins’s 
intuitions about the cases she describes.

Jennifer Hawkins (2024) offers two cases that challenge 
traditional accounts of decision-making capacity, accord-
ing to which respect for a medical decision turns on an 
individual’s cognitive capacities at the time the decision is 
made (Hawkins 2024; Appelbaum and Grisso 1988). In 
each of her described cases (involving anorexia nervosa 
and grief, respectively), a patient makes a decision that—
although instrumentally rational at the time—does not 
reflect the patient’s longer-term values due to being in a 
particular psychological state. Importantly, this state does 
not impair the patient’s cognition, but rather predisposes 
them to make a decision that conflicts with their own 
broader values, beliefs, or desires.

Under traditional understandings of decision-making 
capacity, the patient’s decision in either case must be 
followed by healthcare providers, insofar as it was 
made while in possession of the requisite cognitive 
abilities. But this, Hawkins suggests, is the wrong out-
come. Although core cognitive capacities are necessary 
for decision-making capacity, they are not on her view 
sufficient. From her perspective, patients who clear the 
threshold of cognitive capacity are not entitled to have 
their decisions followed when there is good evidence 
they are making a serious prudential mistake while 
known to have a condition that makes people more 
likely than typical to make such mistakes.

As we interpret Hawkins’s view, whether someone 
is making a “prudential mistake” depends in large part 
on aspects of who they are that are relatively stable 
and central, rather than fleeting or superficial. One 
way to interpret her cases, then, is that they involve 
patients who, although of typical cognitive function-
ing, are making decisions that do not ultimately reflect 
what some would be tempted to call their true self. In 
the psychological literature, the term “true self ” refers 

to a lay conception of “who [someone] really is, deep 
down,” as distinct from mere bodily continuity or 
numerical identity (Strohminger, Knobe, and Newman 
2017). This concept, which psychologists and experi-
mental philosophers have found explanatory in a 
number of contexts, corresponds to an everyday rec-
ognition that certain things people do and say are in 
some sense more true or authentic to who they are 
than are other things—captured, for instance, in the 
cliché that “it wasn’t really him who said that horrible 
thing, it was the [anger, shame, illness, or what have 
you]” (see, e.g., Johnson, Robinson, and Mitchell 2004; 
Schlegel et al. 2013; Newman, Knobe, and Bloom 2014).

From this perspective, we might think that a patient 
with anorexia nervosa, whose “chances of recovery with 
treatment are still high,” is not making a decision that 
reflects who he really is, deep down, when refusing to 
eat and “throwing away many years of life that would be 
quite good for him from his perspective if he lived them” 
(Hawkins 2024). Indeed, it might be thought that such a 
person isn’t his true self when making such a decision. 
The same goes for someone who, in transient grief, 
declines life-sustaining treatment. Through the lens of 
the true self literature, then, Hawkins’s proposal might be 
read as suggesting the following: that decisions made by 
a patient who meets the cognitive threshold of capacity 
need not necessarily be respected when these decisions—
due to certain aberrant psychological states—do not 
accord with the patient’s true self.1

We recently conducted a set of studies into factors 
that influence ordinary people’s judgments about med-
ical decision-making, including whether a patient’s 
expressed treatment preference ought to be followed 
(Earp, Latham, and Tobia 2020; Earp et  al. 2023; 
Toomey et  al. 2024). In these studies, beliefs about the 
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“true self ” played a role. And they did so in a way 
that both complements and complicates Hawkins’s 
principled argument. On the one hand, with Hawkins, 
the evidence we have so far collected suggests that 
many ordinary people take the continuity of the true 
self (or whether a treatment decision is seen to reflect 
a patient’s true self), to be relevant when determining 
whether or not an expressed preference ought to be 
followed. Moreover, in Toomey et  al. (2024), we found 
that US participants’ views on whether a patient was 
their true self when they expressed a medical treat-
ment preference correlated with endorsement of fol-
lowing that decision.

On the other hand, evidence from our studies sug-
gests that ordinary people may not share Hawkins’s 
view that cognitive capacity is necessary for a medical 
decision to be entitled to respect (Earp et  al. 2023; 
Toomey et  al. 2024). Rather, we have found a wide-
spread intuition consistent with what might be thought 
of as the inverse of Hawkins’s principle. Whereas 
Hawkins would not follow decisions above the thresh-
old of cognitive capacity that do not reflect the 
patient’s true self, ordinary people in our studies 
report endorsing decisions made below the threshold 
of cognitive capacity, insofar as those decisions reflect 
the patient’s true self. In other words, perceived con-
sistency with a patient’s true self, rather than a certain 
level of cognitive capacity, seemed to be both neces-
sary and sufficient for the participants in our studies 
to conclude that a decision ought to be respected.

In Toomey et  al. (2024), we presented participants 
with a vignette involving a character with substantial 
cognitive decline, who would lack capacity under most 
traditional accounts, and who expressed a medical 
treatment preference—either for treatment or 
non-treatment. Most participants followed the charac-
ter’s expressed preference, in line with their perception 
that the character remained their true self, notwith-
standing the lack of cognitive capacity. Again, this find-
ing suggests that many ordinary people do not find 
patients’ cognitive capacity to be necessary for their 
medical treatment preferences to be entitled to respect. 
Rather, our participants seemed perfectly comfortable 
endorsing decisions made with limited cognitive abili-
ties (i.e., stating that they should be followed), as long 
as those decisions seemed to them to be consistent 
with the patient’s true self. Thus, participants clearly 
believed that an individual’s true self can, but does not 
necessarily, continue through their cognitive decline.

Of course, from a normative perspective, Hawkins 
may be right that considerations of a person’s longer-term 
identity and deeper values should only come into play 
in deciding whether to follow their decision-making 

when it takes place above, but not below, the conven-
tional threshold of cognitive capacity. The common lay 
view to the contrary captured in our studies may well 
be wrong. But there is something parsimonious about a 
theory that would juxtapose Hawkins’s intuitions in her 
cases with our findings regarding US participants. 
Specifically, it might be the authenticity of the decision 
to the true self (or whether the decision is a mistake 
from the perspective of who the person really is deep 
down) that matters in whether a decision ought to be 
respected in all cases, both above and below the tradi-
tional cognitive threshold.

If an account along these lines is right, the norma-
tive force of an expressed decision would simply always 
be a function of its relationship to the decision-maker’s 
true self. Under Hawkins’s account, a decision’s norma-
tive force is instead sometimes a function of its rela-
tionship to a decision-maker’s true self (as we are 
interpreting it), and sometimes a function of other cog-
nitive factors. At a minimum, then, her view requires a 
theory of why certain factors are relevant in some cases 
but not others. More broadly, Hawkins might consider 
whether looking to the true self in all cases could 
explain her intuition that facts about cognition some-
times do seem to matter in capacity cases—after all, it 
might be that the persistence of the true self itself turns 
on facts about cognition, if not necessarily the same 
facts as traditional accounts. For example, it might turn 
on whatever the cognitive prerequisites are for main-
taining a stable, normatively thick personal identity 
(i.e., true self) through time.
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Capacity, Disability, and Hedonic Adaptation

Emily Largent

University of Pennsylvania Perelman School of Medicine

The case of Dax Cowart is well known to bioethicists. 
In 1973, an errant spark from his car’s engine ignited 
a nearby propane tank; this caused an explosion that 
engulfed him in flames. As a result, Dax suffered 
burns—mostly third-degree burns—to 65% of his 
body (Gerrek 2018; White and Engelhardt 1975). In 
the explosion’s immediate aftermath, Dax pleaded with 
a bystander for a gun, saying “I’ve got to put myself 
out of this misery” (Slotnik 2019).

Dax repeatedly expressed his wish to be permitted 
to die (Gerrek 2018). He “instructed doctors, nurses 
and anyone else who would listen that he did not 
want to be treated for his injuries” (Slotnik 2019). In 
addition to desiring an end to the physical pain he 
was experiencing, he expressed a wish to avoid a 
future “as a blind and crippled person”(White and 
Engelhardt 1975).

Although Dax was deemed by a psychiatrist to 
have decision-making capacity, members of his care 
team expressed doubt about his capacity to make 
decisions in the wake of an extensive personal 

trauma (Slotnik 2019). His requests to forgo care 
were therefore denied, and over the following 
months, he:

“underwent repeated skin grafting, enucleation of his 
right eye, and amputation of the distal parts of the 
fingers on both hands. The left eye was surgically 
closed in order to protect it from the danger of infec-
tion; the cornea was badly scarred and the retina was 
partially detached. His hands, deformed by contrac-
tures, were useless, unsightly stubs. When admitted to 
the University of Texas Medical Branch Hospitals in 
April 1974, the patient had many infected areas on 
his body and legs. He had to be bathed daily in the 
Hubbard tank to control infection” (White and 
Engelhardt 1975).

Dax would later describe this time in the hospital as 
“pure hell” and “extraordinarily painful” (Gerrek 2018).

Ultimately, Dax survived. He experienced depres-
sion and attempted suicide (Slotnik 2019). But he also 
earned a law degree and entered the legal profession; 
he married several times.
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