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Abstract

Background: Advance healthcare decision-making presumes that a prior
treatment preference expressed with sufficient mental capacity (“T1 preference”)
should trump a contrary preference expressed after significant cognitive decline
(“T2 preference”). This assumption is much debated in normative bioethics, but
little is known about lay judgments in this domain. This study investigated
participants’ judgments about which preference should be followed, and whether
these judgments differed depending on a first-person (deciding for one’s future
self) versus third-person (deciding for a friend or stranger) perspective.

Methods: A vignette-based survey was conducted (N = 1445 US Americans;
gender-balanced sample), in a 3 (relationship: self, best friend, stranger) x 2 (T1
preference: treat, do not treat) x 2 (T2 contrary preference: ambiguous,
unambiguous) design.

Results: Participants were more likely to defer to the incapacitated T2
preference of a third-party, while being more likely to insist on following their own
T1 capacitated preference. Further, participants were more likely to conclude that
others with substantial cognitive decline were still their “true selves,” which
correlated with increased deference to their T2 preferences.

Conclusions: These findings add to the growing evidence that lay intuitions
concerning the ethical entitlement to have decisions respected are not only a
function of cognition, as would be expected under many traditional bioethical
accounts, but also depend on the relationship of the decision to the decision-
maker’s true self.
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1. Introduction

In Life’s Dominion, Ronald Dworkin presented the case of Margo, a patient with serious
and permanent dementia, who appeared happy (Dworkin 1993). Suppose that someone
like Margo, deemed incapable of making healthcare decisions due to cognitive decline,
were to develop another serious medical condition, fatal if untreated. Margo tells her
physicians and family members she wants to be treated for the new condition. However,
suppose that, years before, when she had full “mental capacity” to make an advance
directive,®> Margo stated that she would not want to be treated for life-threatening
illnesses should she develop dementia.

Much bioethical ink has been spilled over which preference should be respected
in these cases (e.g., Brock 1995; Dresser 1986; Buchanan 1988; Dworkin 1993;
Jaworska 1999; McMahan 2003; Shiffrin 2004; Wrigley 2007; Persad 2019; Walsh
2020). The focus of these debates has been the normative weight that decisions made
by capacitated individuals hold over their contrary preferences after substantial
cognitive decline. The traditional view in bioethics and law is that a patient’s preferences
ought to be respected when they are the product of some threshold of cognitive

functioning, as in the case of prior preferences expressed in an advance directive

® As Lewis and Holm (2022) discuss, the terms “competence”, “capacity”, “mental capacity”, and “capacity
for autonomy” have tended to be treated as equivocal in the fields of bioethics and medical ethics. In
general, these terms are used to refer to a person’s cognitive functioning to comprehend, understand,
retain, use, and weigh up information and communicate their decision (Foddy and Savulescu 2006;
Holroyd 2009; Schaefer et al. 2014; Lewis 2021). In addition to this prevailing understanding, theorists
have recently proposed alternative conceptions of capacity less linked to cognitive functioning (Mirza and
Appel 2024; Lewis and Holm 2023; Appel 2022a; Toomey 2022). Other accounts of capacity hold that the
only relevant cognitive ability required for capacity is the ability to decide and express decisions (Shiffrin
2004). Throughout, we use “capacity” to refer to the still-prevailing cognitive conceptualization, and the
“standard” or “traditional” bioethical account to refer to approaches that hold that some threshold of
capacity higher than the ability to merely express a decision is required for decisions to hold substantive
normative weight in medical decision-making contexts.
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(Dworkin 1993; Brock 1995; McMahan 2003; Jaworska 2017; Persad 2019). If,
however, expressed preferences could not have been the product of the required
cognition, such as those made after serious cognitive decline, then others might
justifiably follow the earlier preferences instead. On this account, Margo’s Time 1 (T1)
preference not to be treated ought to be followed over her more recent, Time 2 (T2),
preference.

What has received significantly less attention are ordinary people’s moral
judgments about which preferences should be respected (Toomey 2021; Earp et al.
2023). Indeed, contrary to the traditional view, recent work in the growing field of
experimental bioethics has suggested that the lay view of whether a T2 preference
ought to be respected is not primarily a function of mental capacity, but rather has
something to do with whether the person is still truly “themselves” in some thick,
normative sense, as distinct from numerical identity or a thin kind of psychological
continuity (Toomey 2021; Earp et al., 2023).6 For example, in a recent study, Earp and
colleagues (2023) described a patient with dementia who lacked mental capacity to
make medical decisions. They found that the overwhelming majority of participants who
judged the patient still to be their “true self"—a psychological construct about “who
[someone] really is, deep down” (Strohminger, Knobe, and Newman 2017)—discarded

the patient’s advance instructions in favor of their current preferences.

® Sometimes known as “bioxphi,” experimental philosophical bioethics employs experiment-based
designs drawn from experimental psychology and other cognitive sciences to advance debates in
bioethics (Earp et al. 2020; Lewis 2020; Earp et al. 2021; Lewis, Demaree-Cotton, and Earp 2023). It is
thought that experimental evidence about the moral intuitions of ordinary people is particularly significant
in healthcare contexts because it is ultimately ordinary people who must make these sorts of real-life
decisions with real-life stakes and consequences (Earp, Latham, and Tobia 2020, 72; Earp et al. 2020;
Earp et al. 2021; Lewis, Demaree-Cotton, and Earp 2023).
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The finding that ordinary people consider incapacitated expressions of one’s
“true” identity to carry more normative weight than prior capacitated preferences
challenges traditional perspectives. For example, on one interpretation of Dworkin’s
account, one’s true self simply is one’s capacitated self; whereas many participants in
the study by Earp and colleagues endorsed the view that someone could still be their
true self notwithstanding cognitive decline. However, the study by Earp and colleagues
only placed participants in the role of surrogate decision-makers—participants were
tasked with deciding on behalf of another. This limits its findings. Where cognition might
be hypothesized to be perspective-neutral—that is, levels of cognitive functioning are
objectively measurable for oneself or others (Tsoy et al. 2020)—there are reasons to
suspect that judgments related to the authenticity of decision-making vary depending on
whether one is thinking about oneself or another (Vazire 2010).

After all, the level or type of epistemic access a person has to the constituents of
their own true self is prima facie different from what they might rely on when judging
whether another person is their true self. Typically, people have more and better direct
access to that which makes them themselves, deep down inside, than they do for
others, the nature of whose internal selves can only indirectly be inferred. Moreover,
while Strohminger, Knobe, and Newman (2017) argue that the basic substance of the
concept of the true self is perspective-neutral—that people think that what constitutes
the true selves of others is, fundamentally, similar in kind to that which constitutes their
own—it has been pointed out that people tend to ascribe their own values and moral
frameworks to the true selves of others (Newman, Knobe, and Bloom 2014). The

questions of whether and to what extent these evidentiary, epistemic differences across
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perspectives on the one hand, or similarities in the underlying true self concept on the
other, play a role in medical decision-making have not been explored. Moreover, in
other areas of experimental psychology, there is mixed evidence concerning whether
first- or third-person perspectives impact moral reasoning (Frisch et al. 2021; Kneer
2018; Tobia, Buckwalter, and Stich 2013; Horvath and Wiegmann 2022) or medical
decision-making (Batteaux, Ferguson and Tunney 2020; Batteaux, Ferguson and
Tunney 2019; Zikmund-Fisher, Lacey and Fagerlin 2008; Zikmund-Fisher et al. 2006).
Building on the aforementioned research, we are interested in understanding
whether and to what extent presenting cases in “self” or “other” perspectives influences
judgments about advance medical decision-making. In addition, we investigate whether
any differences in decision-making across perspectives vary with the nature of the
relationship between decision-maker and patient—whether they are socially close or
unrelated strangers. If indeed such differences exist, that might have normative and
practical implications for the process and theory of deciding for others. For instance, if
people decide differently for others than they do for themselves, this would challenge
substituted judgment frameworks according to which decision-makers should do what

the other person would have wanted (Jaworska 2017).

1. Methods
2.1. Open science
The pre-registered hypothesis, and the methodology to which we closely

adhered, are available here: https://aspredicted.org/Z5N_4HY. Study materials, data,




and analysis scripts are publicly available on the Open Science Framework at:

https://osf.io/tyxka/.

Two pilot studies (ns = 202, 201) suggested that participants were more likely to
defer to T2 preferences over T1 preferences—in the first pilot, the T2 preferences were
expressed in strongly emphatic and unambiguous language, which may have pushed
participants too strongly to defer to those preferences. To explore this, the T2
preference was phrased more ambiguously in a second pilot study. In this second pilot,
there was still a general tendency to defer to the T2 preference, but no indication that
the effect varied across perspectives (i.e., self, friend, and stranger), as in the first pilot
(see Supplementary Analysis 1).

To better understand how the clarity and strength of preference expression might
interact with both preference type (i.e., preference to treat or to withhold treatment) and
perspective (first versus third) in a sufficiently large sample to detect small differences,
we decided to include both ambiguous and unambiguous phrasings as a manipulated
variable in the final study. Drawing on the pilot results, we pre-registered the hypothesis
that participants would be more likely to defer to the incapacitated T2 preference of
others than themselves when the T2 preference was expressed unambiguously, but not
when it was expressed ambiguously.

2.2 Participants

An a priori power analysis via bootstrap resampling from the pilot data revealed
that 700 participants would suffice to ensure over 90% power to observe the
TargetxPreference interaction in the Unambiguous wording condition (see

Supplementary Analysis 2). So, we established a target sample size of 1500 (750 x 2
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wording conditions) to account for attention check failures, and recruited 1506
participants on Prolific. Because the vignettes involve imagining many years in the
future when participants would be in their 70s, participation was capped at age 50—it
might be implausible to ask older participants to imagine themselves decades in the
future, and vignettes were designed to be as identical as possible across perspectives.
61 participants were excluded for failing multiple attention checks, leaving a final sample
of N =1445. Participants’ ages ranged from 18 to 51 years old (Median = 34, Q1 = 28,
Q3 = 41), and the sample was evenly distributed by gender (49% men, 48% women,
2% non-binary). Many patrticipants reported an atheist or agnostic (46%) or Christian
(40%) religious affiliation, having at least a high school (31%) or undergraduate (50%)
degree, and self-identified as White (87%), Black or African American (13%) or Asian
(10%). Participants were paid £1.35 (~$1.69, June 2023), based on the recommended

Prolific rate of £9.00/hour (~$11.27/hour, June 2023).

2.3 Design, Materials, and Procedure

Participants were randomly assigned to one of six vignette pairings in a 3 (Self,
Best Friend,” Stranger) x 2 (Ambiguous, Unambiguous) between-subjects design. In
each condition, participants read a pair of linked vignettes—T1 and T2. In the T1
vignettes, the possibility that, in the future, people can develop cognitive impairments
that might limit their ability to make decisions was described. The vignette then

describes how, sometimes, after a person has lost “substantial cognitive abilities,” they

" In the Best Friend case, the participant was first prompted to enter the initials of “someone you are close
with in real life, within 5 years of your age,” which we refer to as the participants’ “Best Friend.” These
initials were piped throughout the vignettes.



develop another, physical iliness. This illness is described as fatal without treatment but,
with treatment, there is a good but not guaranteed chance of a cure, and the treatment
will cause some discomfort (see Supplementary Materials Section A for exact wording).

In the Self and Best Friend cases, a preference of whether to treat or not to treat
the physical illness was solicited on a 6-point Likert scale. In the Stranger case, the
participant is described as meeting a stranger named Robin, who expresses a randomly
assigned preference to be treated or not treated. Each of these preferences are the
character’s “T1 preference.” In the Self and Best Friend cases, participants were asked
to explain the T1 preference they selected, and in all cases participants were asked how
deeply and how strongly the T1 preference was considered.

To simulate the passage of time, participants watched a 30-second timelapse
video of nature before reading the T2 vignette. The T2 vignette is described as taking
place many years later, and the character (the participant themselves, their best friend,
or Robin) is in their 70s. In addition, they have developed Alzheimer’s, have undergone
substantial cognitive decline, and developed an additional physical illness described in
the same way as in the T1 vignette. The character’s cognitive decline is described as
substantial but not complete—they have lost many memories, generally do not
recognize family members, struggle to retain new information and do not remember
what they watch on TV or what is happening in the news.

In this context, the character at T2 is described as expressing the opposite
treatment preference to their T1 preference; their “T2 preference.” In addition, to keep
the story plausible, the character’s overall disposition at T2 is described as consistent

with their decision—if the T2 preference is to be treated, the character is described as
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generally happy; if the T2 preference is not to be treated, the character is described as
generally depressed.

In the Ambiguous condition, the T2 preference is expressed consistently but not
insistently. In the Unambiguous condition, the T2 preference is expressed insistently,
unambiguously, and emphatically (see Supplementary Materials Section A).

Participants were asked on a 6-point Likert scale whether they think the
character should be treated or not treated under these circumstances, and asked to
explain this answer. In addition, they were asked whether they thought the character in
the T2 vignette was still their “true self” on a 6-point Likert scale. This question
acknowledged a superficial sense in which the character remained the same person
they are today, but asked whether, when really thinking about what it means to be this
person, deep down inside, the participant thought the character was their true self.
Explanations were also collected for these judgments. Participants were asked how
strongly and deeply-held they thought the T2 preference was, and to complete the
Inclusion of the Other in the Self scale (Aron et al. 1992) with the T2 character, to
assess whether perceived social distance between the participant and character
affected treatment decisions.

Finally, participants were given an attention check adapted from Shen et al.
(2017), asked to complete the 9-question Oxford Utilitarianism Scale battery (Kahane et

al. 2017), and responded to demographic questions.

2. Results



Across all conditions, most participants deferred to the expressed T2 preference.
Where the T2 preference was for treatment, 72% of participants deferred to it,
replicating the finding of a bias towards addressing treatable, fatal illnesses from Earp et
al. (2023). However, even where the T2 preference was not to be treated, 60% of
participants deferred to it.

The level of deference varied substantially across perspectives—participants
were more likely to defer to the expressed T2 preferences of others than their own (see
Table 1), regardless of the ambiguity with which the preference was expressed (Section
3.1). Moreover, participants were also more likely to conclude that others were still their
true selves than their future self. In most conditions, true self ascriptions predicted
deference—if the participant thought the T2 character was still their true self, then they
were more likely to defer to their expressed preferences (Section 3.2). In the following
subsections, we report the statistical analyses that substantiate these conclusions.
Throughout these sections, p values are reported with Tukey adjustment for multiple
comparisons.

Table 1. Percentages of dichotomized treatment decisions and true self judgments by
perspective and T1 preference.

T2 Treatment Decisions T2 True Self Judgments
T2- : True self True self
Treat T2-Withhold persists disrupted
T1-Treat 36% 64% 59% 41%
Stranger
T1-Withhold | 78% 22% 75% 25%
T1-Treat 37% 63% 62% 38%
Friend
T1-Withhold | 77% 23% 70% 30%
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T1-Treat 46% 54% 53% 47%
Self

T1-Withhold | 59% 41% 51% 49%

3.1 Participants Defer to Others’ T2 Preferences More Than Their Own
Our primary analysis was a three-way ANOVA of treatment decisions, with Target (Self,
Friend, Stranger), Preference (Treatment, Non-Treatment) and Ambiguity (Ambiguous,
Unambiguous) as well as every two- and three-way interaction (see Table 2). This
analysis revealed an effect of Preference, which interacted both with Target and with
Ambiguity. The PreferencexAmbiguity interaction indicated that participants were more
likely to heed the T2 Preference in the Unambiguous than the Ambiguous condition ( 7,
Withhold: B=-0.42, t=-2.65, p=.008; T; Treat: B=0.21, t= 1.86, p = .064).

In turn, the interaction between Target and Preference indicated that, though
participants tended to defer to T2 over T1 preferences overall, this effect was
substantially weaker for the Self (B = 0.36, t=2.21, p = .028) than for their Best Friend
(B=1.53, t=8.26, p <.001) or a Stranger (B=1.61 t=10.53, p <.001). Thus, our pre-
registered analysis demonstrated that the previously documented deference to T2 over
T1 preferences varies as a function of whether participants recommend treatment for
themselves or for a third party.

Table 2. Three-Way ANOVA of Treatment Decisions and True Self Judgments.

Treatment Decisions True Self Judgments

F df p 2 F df p n?

Target 050 2 .60 012 1117 2 <.001 .017
Preference 147 1 <.001 .093 236 1 12 .002
Ambiguity 0.01 1 .94 .000 0.01 1 .94 .000
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TargetxPreference 1834 2 <.001 .026 5.78 2 .003 .008

TargetxAmbiguity 339 2 034 .005 117 2 31 .001
PreferencexAmbiguity 10.02 1 .002 .007 327 1 .071 .002
TargetxPreferencexAmbiguity 0.34 2 71 .000 092 2 40 .001

This variation across targets emerged in both Preference conditions. Notably,
when the T1 preference was to withhold treatment, all three characters were equally
described as displaying overt signs of happiness at T2. Despite this fact, participants
were more likely to recommend treatment (in accordance with the individual’s T2
preference) in the Stranger (M = 2.38, 95% C/[2.17, 2.60]), t=-4.86, p < .001, and
Best Friend (M = 2.43, 95% CI/[2.10, 2.75]) conditions, t=-3.75, p < .001, than in the
Self condition (M = 3.23, 95% C/[2.96, 3.49]).

Similarly, when the T1 preference was to receive treatment, all three characters
were equally described as displaying overt signs of unhappiness at T2. Despite this,
participants were more likely to withhold treatment (consistent with the individual’s T2
preference) for Strangers (M = 4.00, 95% CI/[3.76, 4.21]), t = 2.88, p = .011, and Best
Friends (M= 3.96, 95% CI/[3.79, 4.13]), t = 2.95, p = .009, than for themselves (M =
3.59, 95% CI[3.41, 3.77]). In this regard, the results suggest that: (1) treatment
decisions are more heavily informed by T2 preferences than by T1 preferences overall;
and (2) this deference to T2 preferences is stronger when deciding about others’

medical treatment than about one’s own.
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Figure 1. Frequency of Treatment Decisions (Left) and True Self Judgments (Right) for
Each Target (horizontally) and Time 1 Preference (color-coded): Grouped Histograms,
Means and 95% Confidence Bands.

3.2 True Self Judgments Predict T2 Deference

Our second analysis was a three-way ANOVA of true self judgments, with
Target, Preference, and Ambiguity as well as every two- and three-way interaction in
the model (see Table 1). This model revealed an effect of Target that was moderated by
the Preference manipulation: In comparison with participants in the Self condition (M =
3.55, 95% CI[3.41, 3.69])), participants viewed their Best Friend (M = 3.82, 95% CI/
[3.67, 3.98]), t=2.62, p = .024, and especially a Stranger (M = 4.03, 95% C/[3.90,

4.16]), t=5.06, p < .001, as persisting as their true self at T2 (see Figure 2). The two-
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way interaction indicated that true self ascriptions were unaffected by T1 preferences in
either the Self (B=-0.15, t=-1.06, p = .29) or Best Friend (B =-0.02, t=-0.14, p = .89)
condition. Meanwhile, true self ascriptions to the Stranger differed across preference
conditions, B = 0.46, t= 3.57, p < .001. Specifically, participants were more likely to see
the happy stranger whose T1 preference was to withhold treatment (M = 4.26, 95% CI
[4.08, 4.44]) as their true self compared to the unhappy stranger whose T1 preference

was to receive treatment (M = 3.80, 95% C/[3.62, 3.98]).
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Figure 2. Treatment Decisions by True Self Judgments for Each Target (horizontally)
and Time 1 Preference (vertically): Scatter Plot, Linear Trend Line and Group Means.
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Entering true self ascriptions into a model of treatment decisions substantially
improved fit to the data, Fqi-s = 19.16, p < .001-revealing a main effect of true self
ascriptions, Fy, = 21.16, p <.001, n?=.025, a two-way interaction with Preference, F=
85.55, p < .001, n?=.068, and a small three-way TargetxPreferencexTrueSelf
interaction, Fp) = 3.29, p = .038, n?=.005. The interaction effects indicated that the
relationship between true self ascriptions and treatment decisions varied across
preference conditions and targets. When the T1 preference was to withhold treatment,
true self ascriptions were associated with decisions to treat at T2 (B = -0.56, 95% CI [-
0.67, -0.45]), and this effect was equally strong across conditions (pairwise ps > .40).
Meanwhile, when the T1 preference was to receive treatment, true self ascriptions were
associated with the decision not to treat the Stranger at T2 (B = 0.21, 95% C/[0.07,
0.36]), t=2.96, p = .003, but were unrelated to treatment decisions in either the Best
Friend or Self conditions, ps > .19.

3. Discussion
Consistent with our pre-registered hypothesis, we found that participants were more
likely to defer to others’ incapacitated T2 preferences than to contrary, capacitated T1
preferences, and that they were more likely to defer to the T2 preferences of others than
themselves. However, unlike our hypothesis, the discrepancy between first- and third-
person judgments did not depend on how the preference was phrased, suggesting that
the hypothesized distinction by ambiguity was an artifact of the small sample size in our
second exploratory pilot. The finding concerning ordinary people’s tendency to defer to
T2 preferences in third-person cases may have implications for surrogate medical

decision-making.
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First, the law recognizes many situations in which someone capable of
expressing preferences may not have those preferences followed. For example,
guardianship law considers whether the person generally lacks the capacity to
understand the nature and consequences of their decision-making (Kohn 2020).
Relatedly, according to standard bioethical accounts, capacity to make a treatment
decision requires the cognitive ability to comprehend, understand, use, and consider
information relevant to that decision (Foddy and Savulescu 2006; Holroyd 2009;
Schaefer et al. 2014; Lewis 2021). Thus, in the cases we examined, most traditional
accounts would likely conclude that preferences made with full cognitive functioning at
T1 ought to guide treatment decisions. In stark contrast, our study documented high
levels of deference to T2 preferences across all cases, revealing a notable tension
between lay moral intuitions about end-of-life care and traditional philosophical models.

Second, under the doctrine of substituted judgment, surrogate decision-makers
are directed to make the decision the person would have made if capacitated (Jaworska
2017; Appel 2022b), and previous studies have shown mixed results as to how good
surrogate decision-makers are at predicting these decisions (Shalowitz, Garrett-Mayer,
and Wendler 2006; Sulmasy, Haller and Terry 1994). Our present study builds on this
literature, showing that surrogate decision-makers might systematically err when tasked
with determining what the patient, in full possession of their faculties, would have
wanted. In particular, surrogate decision-makers might underestimate the
circumstances in which the person would have wanted their T1 preference followed.

Moreover, the results reveal a sharp difference between deciding for oneself and

deciding for others close to oneself—but limited differences, if any, between deciding for
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socially close versus distant others. In most analyses, although Best Friend cases fell
between Self and Stranger cases, they looked much more like Stranger cases than Self
cases. It appears, therefore, that it is primarily the qualitative distinction between
thinking about oneself and others that drives the main effect, rather than the quantitative
social distance between the decision-maker and the future character. This pattern
suggests that the effect likely arises from the radically different kind of epistemic access
people have to themselves and the reasons for their own preferences as compared to
others, and only secondarily from how much personal knowledge they have of others.

Third, in finding a connection between true self judgments and treatment
decisions, this study adds to the growing body of evidence that ordinary people do not
see entitlement to have medical decisions respected to be merely a function of cognitive
capacity (Earp et al., 2023; Toomey 2021). Rather, it supports the finding that the
continuity of the true self plays a significant role. According to traditional views, respect
for decisions depends on the decision-maker’s cognitive capacity. In this study, most
participants deferred to a decision expressed after substantial cognitive decline.
Moreover, they deferred to different degrees across perspectives, notwithstanding
identical cognitive functioning, correlated with true self ascriptions. Thus, it seems that
most people think of the entitlement to have decisions respected as not only a function
of a cognition, but also of the authenticity of a decision to the decision-maker’s true self
and the reasons they find compelling, to which people may have privileged epistemic
access when thinking about themselves. In other words, participants may be more likely
to think their future self with dementia is not their true self, based on its contrast with

their direct, present, perceived knowledge of their own true self, whereas, in third-
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person cases, participants have less evidence to judge the nature of another person’s
true self at T1 and may instead presume the continuity of the true self at T2.
Correspondingly, it might be that participants who think that the T2 character is still their
true self may believe they retain privileged authority to change their mind.

We also note that our study drew on a convenience sample of US Americans—
imposing limitations on the generalizability of our findings. Future work should ascertain
whether our findings emerge in nationally representative samples, in other languages,
and across cultures, and whether they extend to questions arising outside the
healthcare domain. In addition, to insulate participants’ moral reasoning from concerns
about legal obligation, we did not describe T1 preferences as having been memorialized
in writing. In practice, however, whether advance medical decisions are contained in a
legally valid document could have an effect on the comparative (moral) weight that
people assign to advance and current/future patient preferences. Finally, the study
involved only one medical decision, in which the stakes were largely stipulated,
relatively straightforward, and involved life or death. The findings may not generalize to
cases involving greater uncertainty and more complex questions of probability and
value.

In short, this study found an important discrepancy between people’s medical
decision-making from first- versus third-person perspectives—when placed in a
surrogate decision-making role, people tended to disregard patients’ prior, capacitated
preference in favor of their incapacitated, contemporaneous treatment preference as to
whether to treat a fatal illness. Meanwhile, when placed in the patient’s perspective,

participants were comparatively more likely to wish their own capacitated preference be
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upheld. This finding challenges dominant assumptions in law, healthcare, and bioethics,
and reveals an unexplored challenge for the practice of surrogate decision-making.
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Table 1. Percentages of dichotomized treatment decisions and true self judgments by

perspective and T1 preference.

T2 Treatment Decisions

T2 True Self Judgments

T2- True self True self
T2-Withhol i .
Treat fthhold persists disrupted
T1-Treat 36% 64% 59% 41%
Stranger
T1-Withhold 78% 22% 75% 25%
T1-Treat 37% 63% 62% 38%
Friend
T1-Withhold 77% 23% 70% 30%
T1-Treat 46% 54% 53% 47%
Self
T1-Withhold 59% 41% 51% 49%

Table 1. Three-Way ANOVA of Treatment Decisions and True Self Judgments.

23




Treatment Decisions True Self Judgments

F df p n? F df p n?

Target 050 2 .60 012 1117 2 <.001 .017
Preference 147 1 <.001 .093 236 1 12 .002
Ambiguity 0.01 1 .94 .000 0.01 1 .94 .000
TargetxPreference 1834 2 <.001 .026 5.78 2 .003 .008
TargetxAmbiguity 339 2 .034 005 1.17 2 .31 .001
PreferencexAmbiguity 10.02 1 .002 .007 327 A1 .071 .002
TargetxPreferencexAmbiguity 034 2 71 .000 092 2 40 .001

Figure 1. Frequency of Treatment Decisions (Left) and True Self Judgments (Right) for
Each Target (horizontally) and Time 1 Preference (color-coded): Grouped Histograms,
Means and 95% Confidence Bands.
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Figure 2. Treatment Decisions by True Self Judgments for Each Target (horizontally)
and Time 1 Preference (vertically): Scatter Plot, Linear Trend Line and Group Means.
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Figure 1. Frequency of Treatment Decisions (Left) and True Self Judgments (Right) for
Each Target (horizontally) and Time 1 Preference (color-coded): Grouped Histograms,
Means and 95% Confidence Bands.

Figure 2. Treatment Decisions by True Self Judgments for Each Target (horizontally)
and Time 1 Preference (vertically): Scatter Plot, Linear Trend Line and Group Means.
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Supplementary Analysis 1

For each of two pilot studies (ns = 202, 201), we ran a two-way ANOVA of
treatment decisions, with Target (Self, Friend, Stranger), Preference (Treatment, Non-
Treatment) and the TargetxPreference interaction. Both pilots revealed an effect of
Preference (Pilot 1: F1 196 = 19.27, p < .001; Pilot 2: F; 195y = 10.07, p = .001), but no
effects of Target or of the two-way interaction.

In the first pilot study, examination of the simple effects of Preference in each
Target condition suggested that effect could be greater for the Stranger (B = 1.35), and
especially a Best Friend (B = 2.07), than for the Self (B = 0.77)—despite the absence of
a two-way interaction, Fp 19 = 1.61, p = .20, n?= .016. This effect then became the
target of our power analysis (see Supplementary Analysis 2). When the T2 preference
was phrased more ambiguously in the second pilot study, the magnitude of the
difference across Preference conditions did not differ as clearly (0.64 < Bs < 1.10), F,,
196) = 029, p= 75, r]2= .003.
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Supplementary Analysis 2

To estimate the target sample size, we conducted a bootstrap power analysis by
resampling from the pilot data with replacement (see https://osf.io/snyuf).

We established a range of simulated sample sizes from 500 to 1000 participants
in ten-participant increments. For each sample size, n, we ran 1000 iterations of the
target analysis (i.e., a two-way ANOVA), resampling n,observations from the Pilot 1
dataset, and another n,observations from the Pilot 2 data. In each iteration, we stored
the p-values for all three terms in the ANOVA (Target, Preference, and
TargetxPreference). Finally, for each sample size and term in the model, we calculated
the percentage of iterations that produced a significant effect (see Supplementary
Figure 1). This approach resulted in a target sample size of 1400 participants (i.e., 700
per Ambiguity condition), which we increased by 100 to account for attention check
failures.

== Preference === Target === Target x Preference
Pilot 1 Pilot 2
100 : :
80
32 60 5 5
o : E
C;) i :
0

500 600 700 800 900 1000 500 600 700 800 900 1000
Sample Size

Supplementary Figure 1. Estimated Statistical Power for each Sample Size: Pilots 1 and
2. For the two-way interaction in Pilot 1, the dashed horizontal line (at 90% power)
intersects with the estimated power trend line as the sample size approaches 700 (see
the dotted vertical line).
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