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CHAPTER 7 

What is best for Mr. West? 

7.1 The case of Mr. West 

Mr. West is an 81-year-old former horse trainer. He and his wife live on their 
own; they have been married for 52 years and have eight children, one of 
whom died some years ago. Three of their children still live nearby with 
their own families. The others visit regularly - they are a close family. 
Mr. West suffers from hypertension and diabetes, which have caused deterio
rating sight and some kidney damage. Two years ago he had a stroke which 
has left him with partial paralysis of the right side of his body. He can walk 
with support within the house but needs a wheelchair to go out, and he can 
hardly use his right hand. His wife helps him with his daily activities. 
Mr. West was admitted to the Intensive Care Unit (ICU) of the hospital 
because of a cardiac infarct with respiratory arrest. After three weeks in the 
ICU, where he also contracted pneumonia, and suffered an episode of acute 
kidney failure and infectious diarrhoea, Mr. West was transferred to inter
nal medicine. There, the ward physician took the initiative to speak to him 
about a policy of non-resuscitation (DNR) and non-admittance to the ICU. 
According to him, Mr. West was rather doubtful at the time but his family 
insisted that everything should still be done and, because Mr. West acqui
esced to this, it was decided that everything would still be done. 
Mr. West slowly recovered and after a few weeks he appeared to be well 
enough to be discharged. Since he still needed too much care to go home, the 
social worker proposed a temporary admission to a so-called neighbourhood 
sickbay1. Both Mr. West and his family approved of this plan and arrange
ments were made. However, two days later Mr. West suffered a pulmonary 
embolism, which caused a deterioration of his condition and necessitated a 
longer stay. Mr. West and his family were rather upset by this event. 
Two weeks later, when Mr. West had slightly recovered and was about to be 
discharged, he started haemorrhaging from the stomach (a complication of 
the anticoagulant therapy for the embolism) which in turn caused another 
cardiac infarct with serious dyspnoea. He was resuscitated and taken to the 
ICU again, where he stayed for five days. During his stay there a DNR poli
cy was agreed upon with him and his family, and it was accepted that he 
would not be put on a ventilator nor be re-admitted to the ICU once he had 
been discharged. After he had returned to internal medicine the subject was 
discussed again and the agreements reached in the ICU were confirmed. 

1 In Dutch: een wijkziekenboeg. This is a department in a home for the elderly 
where residents as well as elderly people from the neighbourhood can stay for 
short periods of t ime, when they are too sick to care for themselves but not 
sick enough to be admitted to a hospital. 
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According to the social worker, the family made it clear in this conversation 
that they were angry that Mr. West had been taken to ICU in the first place,-
they now felt this should never have happened. 
Subsequently, the situation deteriorated. Mr. West contracted infectious 
diarrhoea again and had to be put in isolation, which meant he had to stay 
alone in a room with the door closed. All the staff entering had to wear 
gloves and an apron. As the staff readily admitted, this made it more trou
ble for them to go and see how he was or to pop in for a short chat, and the 
deprivation of company and distraction made Mr. West depressed. 
Moreover, the hospital stay had by now lasted three months and his condi
tion had worsened rather than improved. He doubted if he would ever get 
well again and sometimes told the nurses that he wanted to die, or asked 
them to give him 'an injection'. He ate poorly, hardly got out of bed and 
was not motivated to do his exercises with the physiotherapist. During 
their rounds, the staff got the impression that Mr. West was tired and apa
thetic. He answered the questions Dr. Mader, the ward-physician, asked 
him very briefly and spoke in a scarcely audible voice. Sandra, a nurse who 
frequently attended to Mr. West, told me she found it difficult to achieve a 
meaningful relationship with him. Sometimes he was a little more cheerful 
and she could make jokes with him or talk about the radio, but most of the 
time he hardly said anything. Sometimes he would react 'childishly' or in a 
contrary manner, for example, refusing to get out of bed or take medication, 
or being angry and complaining if she or her colleagues were a little late in 
answering the alarm. Both Sandra and Dr. Mader agreed that the isolation 
was bad for him and hoped that once his physical condition improved, his 
mood would improve as well. 

Around that time I had a conversation with Mrs. West and her daughter. We 
sat next to Mr. West's bed, but he showed little interest in the conversation,-
he stared at the ceiling and spoke only a few times. Mrs. West and her 
daughter told me of their feelings about the previous three months. They 
had been optimistic at first but now found that Mr.West's condition had 
deteriorated. However, they still wanted to fight and do everything possible 
to get him home. They also agreed, however, that he should not be admit
ted to the Intensive Care Unit again, because, as Mrs. West said: "This 
makes no sense anymore, this - because his condition goes from bad to 
worse, of course." 
Mrs. West and her daughter were rather dissatisfied with the care their hus
band and father had received. The nurses sometimes forgot his eye-drops 
and, when he asked for them, they said they did not have time and it could 
wait until the following day. They did not help him with his food in spite 
of the fact that, according to Mrs. West, he could not eat it by himself, and 
so she always stayed until after dinner to help him. Furthermore, the nurs
es did not give him his insulin on time and often took far too long to react 
to the alarm, sometimes making him feel as if he was being a nuisance. A 
few days previously, the situation had made Mr. West really angry, accord
ing to Mrs. West and her daughter, and Mr. West had refused to co-operate 
any further. Mr. West himself confirmed this, gave some more examples 
and concluded: "A hospital is worse than a prison." Although all three 
hoped Mr. West could eventually go home, they did not know what plans 
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there were for the future. They believed it was best to wait and see: "You 
can't look ahead, can you? We'll just have to take it one day at a time," 
they said. 

After things had continued in more or less the same way for about a month, 
a staff meeting was arranged to discuss both the plans for the future as well 
as problems the nurses were encountering in their daily care for Mr. West. 
These included: the fact that his reactivation showed no progress; his 
sometimes childish and contrary behaviour; his death-wish about which he 
spoke to the nurses but not to the physician; and his family, who were too 
interfering, in that they were overly critical towards the nurses and did not 
allow Mr. West to do things for himself. The meeting was attended by a 
number of nurses, the social worker, the physiotherapist, the hospital min
ister and Dr. Mader. There was some discussion about the question of to 
what degree Mr. West really was physically unable to get out of bed, to do 
his physiotherapy and the like, and to what degree he was unwilling to do 
these things. One nurse remarked that if he did not want to, she felt she 
could not force him to get out of bed. Another remarked that they should 
do exactly that, because in the past he had really improved once they had 
succeeded in getting him out of bed. "He only has to come to see that him
self," she said. The social worker remarked that it was in line with his 
character to shut himself off if things became difficult. "He has always 
done that in the past. It fits in with how he has always done things, the way 
he's acting now," she said. She was of the opinion that they could not and 
should not try to change that now. The nurses remarked that Mr. West's 
family took everything off his hands, making him very passive. Some of 
them felt they should talk to the family and explain to them that it was not 
good for Mr. West if he was not stimulated to do things for himself. Others, 
however, believed they were not justified in telling his family how they 
should or should not care for him. The social worker remarked again that 
Mrs.West had taken care of her husband all their life and he had always 
played a rather passive role. 
The next subject of discussion was the plan for the future. Although the 
nurses agreed that Mr. West himself wanted to go home, they seriously 
doubted whether this would be possible; he would require too much care. 
Everyone agreed that Mr. West should be put on a waiting list for a nursing 
home, but there was some discussion about how this should be arranged if 
Mr. West did not want it himself. Dr. Mader remarked, "But what if he 
doesn't want to? It is not a prison here. And he can't stay here till he's 
dead." A nurse responded: "Yes, but his wife won't let him in, and you 
can't just put him on their door-step either!" 
It was decided that the social worker, a nurse and Dr. Mader would talk 
with Mr. West and his family about the matters which had been considered 
during the staff meeting and about the necessity of (temporary) admission 
to a nursing-home. This discussion took place a few days later. Dr. Mader 
and Mr. West's nurse, Sandra, carefully indicated that Mr. West would have 
to go to a nursing home. When they asked Mr. West what he thought about 
it, he resolutely refused to go. He said he would rather be dead than go to a 
nursing home. This elicited a discussion about what nursing homes were 
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like, and about the lack of alternatives. Mr. West remained reluctant, although 
his family did agree that it was the only option available. The social worker 
suggested filling out the application forms soon. Mr. West again announced 
that he would rather die, and that he wanted to be given 'an injection'. The 
social worker and the nurse started to question his idea of how this should 
be done, and his reasons for wanting it. It became a very emotional conver
sation in which Mr. West indicated that he had no hope of further improve
ment and found the life he had now unbearable. His wife was angry and sad 
and said she refused to let him go that way. Finally it was decided to talk 
more about the issue some other time. Afterwards, Sandra remarked that 
this was the first time she had felt that maybe his death wish was serious, 
and not just resistance to his situation. Dr. Mader admitted that Mr. West's 
pessimistic view of the future might be justified. They decided to go ahead 
with the nursing home application and have another look at the situation 
in a week or two when Mr. West would probably be out of isolation. 
The next day Dr. Mader discussed Mr. West's problems with her supervisor. 
They discussed his low blood pressure and his blood-glucose levels and, 
after a look at the medical records, the supervisor concluded that Mr. West 
was probably also undernourished. According to him, the most important 
symptoms of malnutrition were depression and fatigue,- he said Mr. West 
should be drip-fed. Dr. Mader proposed this to Mr. West, who consented. 
Another day later the isolation could be discontinued, which meant the 
door of Mr. West's room was opened and everybody could walk in and out 
again without having to take protective measures. According to Sandra, 
this improved Mr. West's mood substantially. 

Over the next two weeks the situation improved slightly. However, then 
Mr. West had to be taken to the Cardiac Unit for two days because he 
became dyspnoeic due to cardiac failure. Although this proved not to be 
very serious, it was rather a setback for him. He then developed cystitis and 
it proved difficult to control his blood-glucose levels. He did get out of bed 
a little more, however, and started to do his exercises with the physiothera
pist. In general, Mr. West's mood improved and he did not speak of his 
death wish very often. There were also 'bad days' however. I spoke to him 
on one of those days, and the first thing he asked me was if I had the 
connections to arrange for him to have 'an injection'. He said he had no 
future; had he been 50 or 60 years old, it would have been a different story 
but he'was 81 already. He also told me of his dissatisfaction with the way 
m which he was treated by many of the nurses: they did not do things the 
way he was used to, they were too hasty and he had to wait too long when 
he needed them. He resented the fact that they wanted to force him to get 
out of bed and sit on a chair: "They came in this morning with two guys 
and they just lifted me up and threw me into a chair," he said. "They say it 
is good for me, but I don't really believe that. I had an aunt once who lay in 
bed for years and she stayed alive too." 

Over time, Mr. West's physical condition as well as his mood gradually 
improved further. He was transferred to a four-person room, which he 
found very pleasant, and he started to feel he might be able to go home 
again after all. He was very motivated to work towards that goal and did his 
exercises with the physiotherapist. He said that once he could walk a fe— tew 
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metres, it would be all right and he would go home; he had not been able to 
walk more than that before his admission so he did not need more now. Mr. 
West talked more, looked more lively and more healthy and also started to 
eat a little more, which enabled the drip-feed to be withdrawn six weeks 
after it had begun. The staff also started to be a little more optimistic, 
though some of them remained sceptical about Mr. West's plan to go home. 
One of the nurses arranged for Mr. West to go home for one weekend, to see 
whether he and his wife could handle that. Against the expectations of 
many of the staff the weekend-leave was a succes. Two weeks later, after an 
admission period of almost seven months, Mr. West was discharged and he 
returned home to his wife. He died shortly after. 

7.2 Means and ends 

A recurring question in this case, and the subject of serious debates and dis
cussions was: what is best for Mr. West? What will promote his well-being? 
On some occasions it was apparently easy to say whether things were good 
or bad for him: everybody readily agreed that the isolation was bad and that 
the drip-feed was good. On many other occasions, however, it appeared to 
be more difficult to say what would promote Mr. West's interests. The 
question of what was good for Mr. West arose many times during his hospi
tal stay and concerned various subjects such as resuscitation and intensive 
care placement, reactivation and physiotherapy, the care his family 
provides and the proposed nursing home placement. For some time, there 
was even the question of whether death would be a good thing for Mr. West. 
The staff in this case, Mr. West's family and Mr. West himself all wanted 
what was best for him but their opinions on what that was varied consider
ably. Mr. West's own opinion was considered to be an important factor in 
determining what was good for him. The staff and his family all agreed, for 
instance, that it would be best for him to go home since that was what he 
wanted so much. In fact, the staff's insistence on reactivation and physio
therapy was directed towards the final goal of getting him back home. An 
important problem, in their eyes, was that Mr. West did not see this or did 
not want to see this himself, and consequently wanted to stay in bed, 
although this was not good for him. So, while his own opinion was consid
ered to be relevant in determining what was good for him, it was certainly 
not always taken to be conclusive2. 
When discussing the question of what will best promote a patient's well-
being an important distinction is that between means and ends. In the case 
of Mr. West, as well as in many other cases I have observed, the discussion 
between staff members and between staff and patient on what was best for 

2 This does not preclude that on some occasions his wishes are respected 
despite the fact that they are believed to be contrary to his own good. In the 
first discussion over a DNR policy the physician was of the op in ionthata DNR 
policy would be bestfor him but he respected Mr. West's wishes and did not 
make arrangements for such a policy. One of the nurses refused to take Mr. 
West out of bed against his wi l l , although she believed it might help him. 
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a particular patient primarily involved instrumental reasoning. The partici
pants in the discussion supposedly have the same goal and disagreements 
primarily concern the question of how to reach this goal most effectively. 
In Mr. West' s case, for example, one of the questions was whether or not 
reactivation was be a good instrument to reach the goal of going home. Most 
of the nurses believed it was, but Mr. West himself, at first, did not. 
On closer inspection, however, many questions about ends lie beneath or 
are intertwined with the instrumental discussion. Often the end or goal one 
supposedly agrees on is so global or vague that it can be interpreted in sev
eral ways. Goals like 'recovering' or 'getting well again' may be interpreted 
in many ways. Even the goal of 'going home again' is not as clear as it might 
seem. Going home now or after a period (how long?) in a nursing home? 
Going home in what condition? Goals or ends often remain implicit or go 
unrecognized. For example, most nurses believed that Mr. West should try to 
eat by himself. However, their motivation on this point appeared not only 
that this would enable Mr. West to go home sooner, but also that they saw a 
more independent and active attitude in Mr. West as a goal in itself. Here, 
what can partly be considered to be a question about ends, is disguised as a 
question of means. Another example is that, as soon as the feasibility of the 
goal of going home was put into question, a discussion about ends emerged. 
When going home proved not a feasible goal, the question arose as to whether 
death might not be better than a disabled life in a nursing home. 
In general, as long as there is clear agreement on the goal that is aimed at, 
and the chances of reaching that goal are good, the discussion about what 
is best for a patient can be primarily instrumental. However, in situations 
where treatments have an uncertain or only a partial or temporal effect, 
the question about ends becomes more relevant. The same question arises 
if there are substantial side-effects from a particular treatment 
(cf. Musschenga 1997). 

In practice, concrete discussions often do not distinguish between means 
and ends, and between instrumental questions and questions about values. 
This might be because these distinctions are not recognized, but it may 
also arise because many health care professionals seem reluctant to discuss 
questions about ends explicitly-\ This reluctance may be due to a felt lack 
of analytical instruments, vocabulary or skills. It may also stem from the 
fact that professionals feel they have no authority over the patient's own 
opinion on this point: "Who am I to tell another person what is good for 
him?" Besides, physicians especially may feel uncertain outside their field 
of expertise, or they may not be used to giving judgements without the 
back-up of professional expertise, scientific knowledge, statistics and the 
like. As one physician remarked during a staff meeting about the case of a 
patient who had asked for euthanasia: "They were not convinced of the 
request but they did not talk about that. The discussion turned directly to 
the medical-technical sides, to the pain- policy, about whether diagnostics 

3 Patients as well may fail to recognize that there is a difference between instru
mental questions and questions about ends, or be reluctant to speak or think 
about ends. 
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had been totally complete, and so on. But these are medical expedients. Doc
tors feel safe in these matters, and that gives them something to go by. "The 
case of Mr. West shows that, in practice, it is often difficult to make a 
clear-cut distinction between what counts as means and what counts as 
ends. However, I believe it also shows that, as an analytical distinction, the 
difference between instrumental and value-laden questions can help to 
clarify and structure a discussion about what is best for a particular patient. 
Making this distinction does not, of course, answer the questions about 
which ends are really worthwhile, which goals should be striven for in order 
to promote a patient's well-being, or how judgements about such issues can 
be made in a justified way. These questions require a fundamental reflection 
on the nature of personal well-being and the question of whether it is possi
ble to know what will promote our own and other people's well-being. In 
the following I will therefore address two questions: what constitutes per
sonal well-being, and how can we know what will promote another 
person's well-being? 

7.3 Personal well-being 

Personal well-being will be understood here in a rather broad sense, as the 
all-encompassing assessment of the quality of a particular person's life, as 
that which is 'good' for a person in a prudential - not in a moral - sense. 
Three important theoretical positions concerning personal well-being can 
be distinguished: mental state accounts, desire accounts, and objectivist 
accounts. In order to answer the question of what constitutes personal 
well-being, I will start by presenting the first two positions. After that a 
specific version of an informed desire account will be discussed more 
extensively and be presented, in a slightly adapted form, as the most plausi
ble account of personal well-being. Along the way, the third, objectivist, 
position on personal well-being will also be commented on. 

Mental state and desire accounts 

According to mental state accounts, a person's well-being is composed of 
certain conscious mental states. On a classic hedonist account these states 
are pleasure and the absence of pain ; on other interpretations these are 
enjoyment, satisfaction and the like. 
The most important problem with mental state accounts is that they can
not explain why we consider some things to contribute to our well-being 
although we do not experience them,- in other words it cannot account for 
non-experiential values. This problem can be illustrated by imagining that 
it would be possible to give Mr. West a drug that would both bring him a 
euphoric state of mind and give him continuous vivid hallucinations of 
being back home again. Imagine there would be no practical problems in 
keeping him in the hospital and on this drug for the rest of his life. Would 
that really add to Mr. West's well-being? According to Nozick, who designed 
the thought experiment from which this example is adapted4, nobody 
would say so. He concludes that apparently we value other things besides 
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pleasurable experiences. Most notably, we value doing things ourselves, we 
value bringing about or contributing to our own pleasurable experiences 
instead of being their mere recipients. We also value being, in some way, 
connected to reality5. 
Desire accounts avoid the problem of non-experiential values. On this kind 
of account a person's well-being consists of the satisfaction of his desires or 
preferences. Desires or preferences do not necessarily pertain to mental 
states but can also have certain 'states of the world' as their object. Conse
quently, well-being does not only depend on our experiences but also on 
non-experiential factors. If Mr. West desires to go home that desire is only 
satisfied when he does indeed go home. Only hallucinating about the expe
rience of being home does not add to his well-being. 
Unfortunately, desire accounts threaten to run into an opposite problem. 
Although we may accept that our experiences cannot in themselves make 
up our well-being but that they must correspond to a certain state of affairs, 
it seems somewhat strange to say that a certain situation in the world by 
itself can promote our well-being even if we are not aware of it. Suppose 
that a nurse from a temporary employment agency who attends to Mr. West 
for two days sympathizes with him a lot and forms the desire for him to be 
able to return home. If she never sees Mr. West again after these two days, 
does it add to her well-being if Mr. West does go home three months later? 
According to Parfit, who made up the original example of which this is an 
adaptation6, we are tempted to say that it does not, but that the nurse's 
being aware of Mr. West's homecoming might. This suggests that experien
cing the fulfilment of a desire is a necessary condition for the promotion of 
well-being. There are other examples, however, that are less unequivocal. If 
someone is slandered or cheated on behind his back, this might decrease 
his well-being without him ever knowing about it. Examples like these 
make it controversial whether an accurate desire account should include or 
exclude the so-called Experience Requirement, that is, the requirement 
that the fulfilment of desires must actually be experienced in order to pro
mote well-being. 

Bernstein (1998) tries to solve this problem by distinguishing well-being, 
which he understands as depending solely on experience, from having a 
meaningful or valuable life, which also depends on non-experiential factors. 
On his account, it does not matter to Mr. West's well-being whether he 
really is home or whether he only hallucinates that he is. It does, however, 
matter to the value or meaningfulness of his life. Well-being can thus only 
be assessed from an internal point of view while judgements on the value or 

4 The original thought experiment is known as the Experience Machine and is 
described in Nozick 1974. 

5 It could be argued that the mental state account should include a requirement 
of informedness in order to avoid this problem. As DeGrazia remarks: 
"Perhaps my good is a matter of satisfaction with my life when I am basically 
informed about my circumstances (unlike someone who does not know he is 
in Nozick's machine [..]" (1995, p. 53). 

6 Parfit 1984, p. 493. 
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goodness of a life are made from an external perspective. The question re
mains, however, as to what is to count as contributing to the value or 
meaningfulness of a life. If the temporary nurse is unaware of Mr. West's 
going home, it cannot, according to Bernstein, promote her well-being; but 
can it add to the value of her life? 
Two remarks may be useful to clarify this issue further. First, a distinction 
can be made between different kinds of desires. Some desires can be under
stood as aims or goals in our lives, while others cannot and are better char
acterized as 'mere wishes'. The temporary nurse's desire for Mr. West to go 
home can be characterized as a 'mere wish'; it is not something that is a 
goal or aim in her life (although a regular nurse could make it an aim in her 
professional life to get Mr. West home; in that case Mr. West's return home 
might add to her well-being by fulfilling her desire to accomplish some
thing in her work). For Mr. West's family, however, the situation is differ
ent. Their desire to get Mr. West home stems from the fact that his happi
ness is part of their lives as well - his happiness can be understood to be an 
aim in their lives and so his going home does affect their well-being. 
According to Griffin (1986), who has introduced this distinction, the fulfil
ment of desires need not be experienced in order to add to a person's well-
being; the only desires that count are ones that we could hold as aims or 
goals in our lives7. However, and that is the second point, desires and expe
riences are not completely detached from each other. Desires can (and most 
probably do) have certain kinds of experiences as (part of) their object. If I 
desire to accomplish something this is, at least in part, also a desire to ex
perience accomplishment. If I do accomplish what I want but do not experi
ence that myself, my desire is at least partly unsatisfied. The degree to 
which the experience of the fulfilment of desires is important to well-being 
may thus vary between individuals and between desires. 

Informed desires 

As mentioned above, with the desire account it is the fulfilment of desires 
that constitutes a person's well-being. An important objection to such an 
account is the observation that people often mistake their own interests 
and desire things that are not good for them. Most proponents of a desire 
account have therefore rejected the actual desire account and adopted some 
notion of rational or informed desire. On such accounts only the fulfilment 
of a person's informed desires promotes his well-being. This allows for peo
ple to be mistaken in their perception of their own well-being; not every 
desire is informed and so the fulfilment of some desires will not enhance 
well-being. 
The notion of informedness is of course crucial in any informed desire 

7 Griffin also states that desires that we have not actually made our aims or 
goals in life can also add to our wel l- being: "Things we do not aim at but 
that we would not avoid having count too" (1986, p. 22). The important 
point is that our desires must concern things we can 'take into our lives' in a 
relevant way. 
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account. According to Griffin (1986), who has developed one of the most 
extensive informed desire accounts, desires are informed if they do not rest 
on lack of information, mistaken facts or mistakes in logical reasoning, nor 
on the use of the wrong concepts. This might suggest that the reasoning 
needed to form an informed desire is only instrumental, but Griffin explic
itly includes deliberation of ends in his notion of informedness. Mr. West's 
desire to stay in bed might be uninformed in the sense that he is mistaken 
in believing that this will not negatively affect his chances of recovery (a 
mistake in instrumental reasoning). His desire for 'an injection' might be 
uninformed in the sense that he is mistaken in his belief that he would be 
better off dead than in a nursing home (a mistake in reasoning about ends). 
To be fully informed, according to Griffin, means that one understands 
completely what makes life go well both instrumentally and as regards 
ends: "We have local desires (say, for a drink) but also higher order desires 
(say, to distance oneself from consumers' material desires) and global 
desires (say, to live one's life autonomously). The structure of desires pro
vides the criterion 'informed': information is what advances plans of life,-
information is full when more, even when there is more, will not advance 
them further" (Griffin 1986, p. 13). 

Further on, Griffin states that, "An 'informed' desire is one formed by 
appreciation of the nature of its object, and it includes anything necessary 
to achieve it" (1986, p. 14). Due to the structure of our desires, their final 
object will be the good life itself, and in order to have informed desires we 
will thus have to appreciate the nature of a good life. 
The notion of appreciating the nature of objects is intended to avoid the idea 
that value is entirely dependent on our desires. According to Griffin, things 
or states of affairs are valuable because we have informed desires for them, 
but at the same time we have those informed desires because there is some
thing in their nature that we can recognize and appreciate as valuable. This 
does not mean that wc only desire things because they have certain 
features that make them valuable. We have to recognize these features as 
desirable but what we recognize or perceive as valuable is only partly a 
matter of pure understanding and reason,- it is also a matter of desire, seen 
here as a kind of movement or pull towards something which cannot be 
activated by understanding, but which instead creates or directs under
standing. As Griffin puts it: "Some understanding - the sort that involves 
fixing on certain features and seeing them in a favourable light - is also a 
kind of movement. It requires a will to go for what has those features. 
There is no adequate explanation of there being desirability features with
out an appeal to this kind of movement" (1986, p. 29). Desire and reason (or 
understanding) can thus not be strictly separated in explaining value. 
For Griffin, this also means that value cannot be entirely personal - the 
result of one person's desire or of a person simply wanting something. In so 
far as an informed desire is a response to certain features of the desired 
object, these features must be generally intelligible as desirable. One must 
be able to explain why one finds a thing valuable, and people in general 
have to be able to understand that thing as desirable or valuable. As Griffin 
says: "Prudential values are reasons for action. Reasons are not idiosyncrat
ic,- they must be generally intelligible as reasons" (1986, p. 34, note 291. 
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This seems to imply that one way (perhaps the only way) of finding out 
whether a person's desires are fully informed is by asking him about his 
reasons for his desires. If he can give an intelligible account of why he val
ues certain things and not others, and this account does not rest on mistak
en facts or mistakes in instrumental reasoning, there appears to be no rea
son to doubt his informedness. 
Griffin believes that some things are valuable in every life because they 
would be recognized as valuable by everyone if they were informed in the 
right way. This means that no one could maintain, in an intelligible way, 
that these things have no value at all. Griffin lists accomplishment (giving 
life weight and substance), components of human existence (autonomy, 
basic capabilities that enable one to act, and liberty), understanding of one
self and the world, enjoyment and deep personal relationships as things 
that are valuable in this way. Someone who does not consider these things, 
or some of them, to be valuable is simply not fully informed. Such a person 
lacks the right kind of understanding or fails to appreciate the nature of 
these things. As explained above, the right kind of understanding is not 
only a matter of reason but also of desire (understood as movement without 
further motivation). Therefore the items on the list are not only valuable 
because of their own features, their value also rests on some general 
features of human nature. For instance, the desire to give one's life point 
and substance, or the desire for deep personal relationships, springs from 
human nature. 

Problematic objecitivsm 

With its list and its appeal to human nature, Griffin's informed desire account 
comes close to objectivist accounts, which I here take to include objective 
list and perfectionist accounts. Objective list accounts, in general, claim 
that what is valuable for people or what constitutes their well-being is 
independent of their mental states or desires. Some things which are on the 
list are simply good for people whether or not they desire or experience 
them8. As DeGrazia (1995) remarks, however, it would be difficult to under
stand why an item would be put on a list if it was not the kind of item peo
ple in general tended to desire or enjoy. One plausible way to account for 
the items on a list would be to say that some things are valuable for every
body because they are prerequisites for living a human life, or for living at 
all. This is done by the so-called basic-need account that mentions items 
like food, health and shelter as necessary components of well-being. One 
problem with such an account is that it fails to indicate what will further 
promote a person's well-being once his basic needs have been satisfied. 
This approach may be useful in matters of justice, that is, to determine the 

8 One form such an account can take is that of objective realism. On this view, 
some things are good in themselves, or intrinsically good, independent of 
anyone's interest in them. Their value exists whether anyone values them or 
not; even in a universe without people (or other valuing creatures) they would 
be good. When we are concerned with determining people's well-being, how
ever, it seems strange to list items that are not good for anybody. 
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basic requirements everybody has a right to have, but seems less suitable for 
determining what will contribute to a particular person's well-being. 
Perfectionist accounts depart from a view of what human life should ideal
ly look like. They are based on a teleological view which defines certain 
ends as natural goals in human life; often these views are based on the work 
of Aristotle (Nussbaum 1995, Hurka 1993). 
These objective list and perfectionist accounts face two problems. If they 
remain global and only list some basic needs like food, shelter and health, or 
set an abstract ideal of human flourishing, they seem able to make only very 
general and global statements about what promotes or diminishes well-
being. Such statements appear to be of little help in determining what will 
improve or diminish a particular individual's well-being in a specific situa
tion9. On the other hand, if they specify factors that constitute well-being, or 
develop a more detailed notion of human flourishing, they seem to leave lit
tle room for differences between individuals. To be at all plausible, such 
accounts need to incorporate an individual (or subjective) element. 
In this respect Griffin's list faces the same problems as objective list or 
perfectionist accounts. When we are concerned with determining what pro
motes a specific person's well-being, a list with such general and abstract 
values as enjoyment and accomplishment does not bring us very far. Enjoy
ment, deep personal relationships and accomplishment are such abstract 
notions that there remain many ways to achieve them concretely. Some 
people enjoy champagne and caviar, others enjoy junk food and coke,- for 
some people writing a good book on Kant's ethics is an accomplishment, 
for others becoming a millionaire is. Are some ways of realizing the values 
on the list better than others? Are some items on the list more important 
than others? These questions can be answered in two ways: one can either 
specify the most valuable ways of realizing these abstract values and priori
tize them, making the list longer and more concrete up to a point where it 
would present a blueprint for the only valuable way of life; or one can leave 
this specifying up to individuals. 

Griffin tries to take an intermediate course. On the one hand, he claims that 
in many situations questions about the way in which to realise values can 
be settled by an appeal to what fully informed people would recognize to be 
the most valuable. Fully informed people would, for example, agree that 
developing a taste for fine clarets makes people better off than sticking to 
plonk, and that activities like setting a world record for walking-on-your-
hands simply do not qualify as an accomplishment. At some point, however, 
individual differences no longer depend on different degrees of informed-
ness, but simply on differences in personal taste, cisrcumstances and capac
ities. Whether I like apples more than pears is, according to Griffin, not a 
matter of the right appreciation of their nature, but of my individual taste. 
Whether my accomplishment is writing a book on Kant or bringing up my 
children to be friendly and law-abiding citizens is a matter of choice and 
capacities, not of the right appreciation of the nature of these activities. This 
makes some ways of realizing the values on the list better than others, but 
it does not abandon individual differences altogether. 

9 This does not imply that these approaches cannot be useful for other purpos
es or in other contexts. 
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Apart from individual differences in the way in which values are realised, 
Griffin also allows for people to give different priorities to the values on the 
list. For some individuals the realization of one value may conflict with 
another in such a way that, all things considered, it is not desirable for 
them to realise that value. For example, if autonomy would make an indi
vidual very anxious, its value would conflict with the value of being free 
from anxiety. For this individual, it might be that in certain circumstances 
autonomy is not valuable, although it does remain a value for him as for 
everybody. It is not completely clear whether this means that every indivi
dual can set his own priorities for the values on the list. If autonomy would 
make a person only a little anxious, would Griffin still allow him to give 
freedom of anxiety priority over autonomy? At some points Griffin appears 
to suggest that some priority orderings are better than others. 
According to Griffin, then, values are to some extent impersonal, that is, 
dependent on human nature and the nature of things, and to some extent 
personal, that is, dependent on individual differences in taste10, capacities 
and circumstances ('how I am placed'). Since well-being is the fulfilment of 
informed desires, and such desires are in part personal and in part imper
sonal, well-being is achieved by the realization of the values on the list, but 
in different ways, in different combinations and to different degrees for 
each individual. Although Griffin insists that his approach leaves ample 
room for individual differences, he does seem to run the risk of becoming 
perfectionist. Moreover, his appeal to human nature becomes less convinc
ing the more specific and concrete it gets. An appeal to human nature and 
the nature of things as more-or-less necessitating everybody to find certain 
things valuable cannot go all the way. Griffin acknowledges this but, to my 
mind, he still tries to take this account too far. 

Intelligibility as criterion for informedness 

The most problematic point in Griffin's account, however, seems to me that 
judgements about a person's informedness are, in the end, based on the con
tent of his values instead of on some independent criterion. According to 
Griffin, a person who does not value some item(s) on the list is not fully 
informed. However, on the question of how we know that he is not informed, 
Griffin's answer is: because he does not value this item. Griffin puts his 
claim that the items on the list are valuable for everybody in such a way 
that it cannot be refuted. One cannot deny their value without being dis
qualified as uninformed11. I believe we need to find another criterion to 
judge informedness, and I think intelligibility (together with the absence of 

10 The notion of taste should presumably be interpreted rather broadly. It may 
include differences in individual psychological make-up; for example, a dif
ference that leads oneperson to prefer excitement and another tranquill ity. 

11 Since the value of the items on the list not only depends on their features but 
also on human nature, a person who does not value (one of) these items could 
also be disqualified as not possessing a (normal) human nature. What about, 
for instance, an autistic person who does not posses the 'natural' human 
desire for company and relationships. Are deep personal relationships as valu
able for him as for everybody? Or does he not count as 'everybody'? 
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mistakes in reasoning and in factual information) could be such a criterion. 
The claim is then no longer that everybody should find the items on the hst 
valuable, but that it is highly unlikely that anyone could give an intelligi
ble account of their not being valuable. This would be an empirical claim 
that could (in principle) be refuted. 
On this account it would be useful for practical purposes to list the items 
that are generally and with good reason held to be valuable for people. Such 
a list would have two objectives. Firstly, it would have a signalling function: 
if a person claimed that one of the items on the list was not valuable to him 
this would be a reason to doubt the informedness of his desires. Secondly, 
the items on such a list could be said to be valuable for everybody, as long 
as there were no good reasons not to find them valuable. (Such good reasons 
would consist of the reasons an informed person had for not finding a par
ticular item valuable, as well as reasons to believe that the person in ques
tion, if informed, would not value it). This is, in fact, exactly the way in 
which the notion of the 'standard patient' can legitimately function in the 
medical context. If a patient desires things that are not 'standard', this is a 
reason to question his motives and check them for accuracy of factual 
information, mistakes in reasoning and intelligibility. It is not, however, a 
reason to discard the patient's desires as uninformed and detrimental to his 
well-being. 

7.4 Intelligibility 

Before I can give a more concrete answer to the question of how we can know 
what will promote another person's well-being (or more specifically, how 
health care professionals can determine what will or will not promote their 
patient's well-being), the notion of intelligibility of desires or values needs 
to be elaborated further. In order to be intelligible a value or desire must be 
recognizable in some way. On the most abstract level this means that we 
must be able to recognize the values a person holds as an expression of the 
distinctively human capacity to value things (Korsgaard 1996, chapter 10). 
We do not need to endorse or share another person's values or ends in order 
to understand them as the values or ends of another human being. Intelligi
bility is based on things that we all share, and at the most fundamental lev
el that is our humanity. 
According to Maclntyre (1985) intelligibility is closely connected to account
ability. We expect people to be able to give an intelligible account of their 
actions and desires and it is the capacity to give such an intelligible account 
that marks the difference between humans and other beings. Intelligibility 
in this view is not based on humanity but rather constitutes it. As Maclntyre 
remarks, it is exactly this humanity we question when a person's story 
becomes unintelligible to us. 
Whatever the exact relationship between humanity and intelligibility is 
taken to be, however, we need a more concrete account of what makes a 
specific value or desire intelligible. According to Maclntyre, human actions 
and utterances acquire their intelligibility from their place in a narrative; 
an action (or an utterance, desire or value) can only be intelligible when we 
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know something about the context in which it takes place and about its con
nection to other actions, utterances, desires and so on. We can only succes
sfully identify and understand what others are doing or saying when we can 
place them, "in the context of a set of narrative histories, histories both of 
the individuals concerned and of the settings in which they act and suffer" 
(1985, p. 211). In fact, this is the only way in which we can understand at 
all; we need a story to make things intelligible. The narrative is the basic 
form in which we understand our own actions, desires, hopes, aspirations, 
disappointments, choices - in short, our own lives,- and so it is the only 
form in which we can understand others or in which others can understand 
us. As Maclntyre puts it: "It is because we all live out narratives in our 
lives and because we understand our own lives in terms of the narratives 
that we live out that the form of narrative is appropriate for understanding 
the actions of others" (1985, p. 212). 
Intelligibility of another person's values and desires thus depends on the sto
ry he can tell about them. His account should satisfy a number of require
ments. First of all, it must be more or less coherent. Desires or values are not 
intelligible when they exist in isolation; they must be connected to other val
ues and desires that together form some kind of value ordering. Griffin's 
account of the 'natural' structure of values can be used to understand how 
values exist on different levels and consequently hang together in a specific 
way. Long-term life-goals and higher order desires are generally more im
portant than local desires. Discrepancies between them may exist, but 
when they become too great or too many they may threaten intelligibility. 
Take, for example, Mr. West's ready acceptance of the drip-feed. Mr. West 
knew the drip-feed was intended to give him "some extra energy" and he 
agreed to use it. This seems inconsistent with his desire for 'an injection', 
which he expressed frequently around the same time12 . 
Secondly, a person's account of his values and desires must be more or less 
integrated with and expressed by his biography. The story one tells about 
one's life gives values and desires an important part of the context that 
makes them intelligible. In the case of Mr. West the social worker's refer
ence to his biography can be interpreted as intending to show that the way 
in which his family took everything off his hands might not actually be bad 
for him, since it had always been that way. Apparently, Mr. West never put 
much value on independence, at least not independence from his family. 
It must be noted that one's biography consists not only of the explicit story 
one tells about it oneself, but also of the implicit story that it tells itself 
(van Willigenburg 2000). Discrepancies can exist between the course of 
events and actions that make up a life and the story told about it by the per
son leading that life. Again, when such discrepancies become too great or 
too many, intelligibility will diminish. 

12 One of the nurses told me that they considered the coherence and consisten
cy not only of a patient's story but also of his behaviour to be very important. 
"What a patient says, must be in line with his behaviour. When someone 
says: 'I want to die, I feel utterly miserable' but then cheerfully reads the 
paper or chats on the telephone, well, something does not tal ly!" 
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Thirdly, especially with regard to higher order or global values or desires, the 
measure of durability is also important. Values and desires can and do of 
course change and, especially in the context of health care, where people 
are confronted with their mortality and with disabilities and limitations, 
rather radical changes may take place13 (Visser et al. 1999). However, some 
degree of constancy is needed to maintain intelligibility - a person who 
changes his values radically every other day is hardly intelligible. Perhaps 
the most that could be said of such a person is that he is confused and ap
parently unable to form a fully informed desire for anything. 
Finally, part of the context that makes an individual's account of his values 
and desires intelligible comes from narratives that are shared by everybody, 
or by large groups of people. Certain (maybe most, or all) values and desires 
are only intelligible against the background of traditions, world-views, reli
gious convictions or custom. Maclntyre's notion of accountability stresses 
the fact that our lives are always connected to and intertwined with others. 
An individual's narrative can never be solipsistic: "We are never more (and 
sometimes less) than the co-authors of our narratives" (1985, p. 213). We do 
not create our values ex nihilo; that would be truly unintelligible. We are 
always already part of some widely shared narratives and our values and 
desires have to be in some way connected to them in order to be intelligible. 
This does not mean that values and desires are only intelligible when we do 
actually share them or share the tradition or world-view they spring from. 
We only need to be able to recognize these traditions or world-views as 
potentially shareable. 

7.5 Application of the developed view 

We can now return to the original question: how can health care professionals 
determine what will or will not promote their patient's well-being? In oth
er words, how can health care professionals know if a patient is mistaken in 
his view of what will promote his own well-being and how can they make a 
better assessment? 
To give concrete answers to these questions, let us return to the case of Mr. 
West and his request for 'an injection'. At one point, Mr. West stated that 
his life is unbearable and that if it did not improve he would prefer to die. 
Going to a nursing home instead of home to his wife, losing more and more 
of his sight and losing even minimal mobility would diminish his well-being 
to such an extent that life would not be worth living for him anymore. Apart 
from the question of how realistic his image of the future was14, it could be 

13 In chapter 9 I will discuss further the issue of changes in perspective and val
ues due to disease. 

14 This was an important point of discussion in the case. At first the staff were 
far more optimistic than Mr. West, believing his condition would improve if 
he would only try. Later on this optimism diminished and the staff were more 
inclined to see his view of the future as realistic. Later still they became more 
optimistic again. This shows that important 'factual' information, for instance 
about the prognosis, is often uncertain and disputable, and that this can com
plicate a seemingly simple instrumental discussion. 
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asked whether Mr. West was mistaken in his assessment of the quality of his 
life under these conditions and thus in his desire for 'an injection'. 
To determine this, one must establish the nature of Mr. West's value system, 
how his assessment of his situation fit into that value system, whether this 
assessment and his desire to die were consistent and coherent, whether 
they matched his biography, whether they were durable and whether the 
values on which they are based were derived from some shared tradition or 
world-view. On at least some of these points there appears to be reason for 
doubt. In particular, the durability of his views can be questioned. As many 
of the nurses remarked, his assessment of his situation appeared to change 
with his physical condition. Some days he declared his situation to be un
bearable and wanted to die but on other days he seemed quite content and 
did not bring up the subject of the 'injection'. This pattern was recognized 
throughout the admission period15. Moreover, a number of explanations 
could be given for Mr. West pessimistic views that made it likely that these 
would not be durable. Mr. West's undernourished condition may have 
caused him to be depressed, which in turn may have caused him to look at 
his own situation from a more pessimistic perspective than he would other
wise have done. The isolation and the long hospital stay with its many set
backs may also have contributed to this. His perception of his situation 
may well have been distorted by these circumstances,- not only might he 
have underestimated his chances of recovery, but he could also have given 
an overly negative weight to his disabilities and limitations. To check 
whether his present views were consistent with his more durable values 
and ends, a discussion and clarification of his value system and his biogra
phy would have been indicated. Imagine, for example, that Mr. West used 
to read a lot and found this extremely important or that he has been a 
fervent art-lover all his life. In this case it would have been be much more 
intelligible that he attached such negative weight to his sight loss than it 
would be if he had never read anything but always enjoyed a great passion 
for music. If he had always been a very active and out-door kind of person, 
it would have been more intelligible that he attached great negative weight 
to loss of mobility than if he had never enjoyed going out anyway. The way 
in which he adapted himself to the loss of mobility suffered because of his 
stroke might indicate the value mobility had for him. Apparently it never 
greatly troubled him that this made him more dependent on his wife for 
many daily activities; he was quite content with the possibilities he still had. 
In addition, it is generally known that people need some time to adapt 
themselves to new circumstances and that over time patients may learn to 
live (well) under conditions they initially believed to be unacceptable. Mr. 
West may just need some time to readjust his expectations and life-plans 
and to reconsider and critically think through his values and ends in life; 
forming 'informed desires' takes time, especially when circumstances have 
changed drastically. This is not to say that with time and reflection 

15 It must be noted, though, that his desire to go home to his wife was expressed 
consistently during the whole admission period. There was no reason to 
doubt that this would indeed be good for him. What was felt to be problem
atic was the weight he gave to this issue, making it more important than 
life itself. 
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patients will always adjust their views on what will or will not promote their 
well-being. Some goals or values may be so essential in a person's life or for 
his identity that he does not want to change or adjust them. It is not impos
sible to imagine that, for Mr. West, living together with his wife was really 
such an essential component of the good life that he did not want to adjust 
himself to life in a nursing home - that he did not want to 'learn to live 
with it'16. 
Some of the nurses also believed it would be better for Mr. West if he did more 
things for himself and assumed a less passive and dependent attitude, espe
cially towards his wife. As mentioned earlier, this opinion was not based 
exclusively on instrumental reasoning, but contained a value judgement 
about a certain way of living one's life. In line with Griffin's account of 
well-being the nurses might have argued that Mr. West's desire to be cared 
for in this way was simply not well informed enough: if he really could have 
understood and appreciated the nature of independence and self-reliance, 
he would not have acted in this way. On the account developed above, how
ever, the only way to find out whether Mr. West's passive and dependent 
attitude was good or bad for him would have been be to look at whether 
this attitude was consistent with his value system, whether it fitted into 
his biography, whether it was durable and whether it reflected some shared 
tradition or world-view (for example, beliefs about marriage, the proper 
roles of spouses, or the value of independence). The social worker's argument 
- that this was how he had always been and what the relationship between 
him and his wife had always been and that, consequently, for him it might 
not be a bad thing - conforms to this approach. 

Limits of an informed desire account 

One problematic aspect of this account of well-being is not apparent from 
the case of Mr. West but needs to be mentioned here nevertheless. The 
approach developed here seems less suited to questions about the (promo
tion of) well-being of people who have no (informed) desires. In particular, 
the account does not satisfactorily cover people who, like neonates, have 
never had informed desires. DeGrazia has argued that in such cases a desire 
account collapses into a mental state account since the kind of desires 
neonates might have (if they have any at all) pertain only to direct experi
ences (1995). 
Temporary disturbances of the capacity to have informed desires, such as 
delirium or a reversible coma, may be easier to deal with: one can appeal to 
a person's value system, known desires, biography and the like. Cases in 
which a person's value system disappears or changes permanently, as with 
various forms of dementia, chronic depression and other chronic mental ill
nesses, are more difficult. Here it becomes more complicated to answer the 
question of how the informedness of desires can be established. Must pre
sent desires fit in with the value system the person in question used to 
have or with the one he has now? Should they match his biography before 

16 See also Wijsbek 1996 
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or after the onset of illness? In some cases a person may have been mentally 
ill for a longer period of time than he was ever 'normal'. What then counts 
as the frame of reference for determining the intelligibility of desires? 
Finally, there are cases in which the ability to have desires has disappeared 
all together, such as irreversible coma (Persistent Vegetative State - PVS) or 
severe dementia. Regarding these categories it might be argued that the 
desire account of well-being collapses into mental statism, just as it does 
with neonates. However, unlike neonates, severely demented patients and 
PVS patients have a biography and have had a value system. However, con
trary to demented patients, PVS patients have no more experiences. Here it 
becomes important to decide whether or not one rejects the Experience 
Requirement. If one does not reject it, PVS patients (like dead people) can 
have no further well-being since they are, and will remain, unable to expe
rience the fulfilment of any desire. If one does reject the Experience 
Requirement, however, the well-being of PVS patients can still be promot
ed by the fulfilment of the informed desires they used to have (cf. den 
Hartogh 1995). In addition, if the Experience Requirement is rejected, one 
can also argue that the well-being of severely demented patients does not 
depend solely upon their mental states but also on the fulfilment of the 
informed desires they used to have17. 

7.6 Summary and conclusions 

Personal well-being can be understood as the fulfilment of informed desires. 
The notion of informedness is used here in a broad sense. It entails more 
than just being informed of the relevant facts and being free from mistakes 
in reasoning (informedness in a strict sense); it includes a certain under
standing of 'the nature of things'. In practice the only way to find out whether 
a patient's desires are informed in this broad sense is by asking him about 
his reasons and motivations. Although the patient's own values and desires 
play an important part in the assessment of his well-being they are not 
infallible. It is possible for a health care professional to come to the conclu
sion - after having paid careful attention to a patient's story, his values and 
motivations - that what a patient actually desires will not promote his 
well-being. The patient's account should of course be checked for mistaken 
facts and mistakes in instrumental reasoning and these should, if possible, 
be corrected. It should also be borne in mind, however, that apparent mis
takes in reasoning could also be caused by an underlying difference in ends. 
If a patient understands all the relevant factual information and does not 
make mistakes in instrumental reasoning but still desires a treatment that 
apparently will not promote his well-being (or refuses a treatment that 
apparently will promote his well-being) a closer look at the patient's ends 

17 A n o t h e r poss ib i l i t y is to ma in ta in the Exper ience R e q u i r e m e n t , and to exp la in 
the i m p o r t a n c e we a t tach to peop le ' s va lues and des i res even af ter the i r 
dea th (or w h e n they are in a PVS, or severe ly d e m e n t e d ) in s o m e o ther w a y , 
for e x a m p l e by the soc ia l and re la t iona l va lue they have for us. 
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is necessary. In such a case the patient may be mistaken in his ends, that is 
in the goals he sets himself, the desires he has or the values he holds. This 
can be determined by an assessment of the intelligibility of the patient's 
account, which in turn depends on the consistency and coherence of his 
value system, the durability of his values and desires, and their fit with his 
biography and with some shared tradition or world-view. 
In the context of medical practice, the determination of what will add to a 
patient's well-being - what will help him - can plausibly take its starting 
point from the values or informed desires of the 'standard patient'. Values 
such as freedom from pain, normal functioning and prolongation of life are 
likely to be esteemed by almost all people, as they are often prerequisites 
for realizing other values and desires. However, health care professionals 
should remain open to the fact that individual patients balance these 
values in different ways against each other and against other values, and to 
the possibility that some patients may hold different values altogether. 
Finally, I would like to point out that in practice it may not always be feasi
ble nor worth the time and trouble to find out exactly whether something 
is good or bad for a specific patient. Sometimes one conversation about a 
person's values, or a short exploration of a person's biography may yield 
enough information to confirm that person's own assessment or to raise 
serious doubts. At other times this may require much more time, (commu
nication) skills and careful deliberation. The final assessment will often be 
made with less than complete certainty. Moreover, it may be easier to 
determine that a patient has mistaken beliefs about his own well-being 
than it is to give a positive assessment of what will promote his well-being. 
How much certainty one wants to achieve in such assessments, and how 
much time and effort one wants to invest in carrying them out will depend 
on the situation in question. 

7.7 Preview 

In this chapter I have given an account of how physicians or other health care 
professionals can learn more about what constitutes a particular patient's 
well-being, and how they can find out whether a patient mistakes his own 
well-being. When a physician, after careful deliberation and discussion, has 
come to the conclusion that what the patient wants will not promote his 
well-being, a dilemma arises. Should the physician respect the patients 
wishes, or should he act as to prevent harm and promote well-being? This 
is the classical dilemma of paternalism. As discussed in chapters 2 and 3, 
paternalism is generally believed to be justified only when the patient is 
incompetent to make decisions for him- or herself. However, incompetence 
is not an unequivocal notion in ethical theory and, as mentioned in chapter 
5, neither is it clear in practice when a patient should be considered to be 
incompetent. In the next chapter I will therefore turn to the problems of 
incompetence and paternalism. 
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