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Abstract In this paper, I look at several examples
that demonstrate what I see as a troubling tendency in
much of mainstream bioethics to discount the views
of disabled people. Following feminist political
theorists who argue in favour of a stance of humility
and sensitive inclusion for people who have been
marginalized, I recommend that bioethicists adopt a
presumption in favour of believing rather than
discounting the claims of disabled people. By taking
their claims at face value and engaging with disabled
people in open dialogue over impairment and disad-
vantage, bioethicists may take to heart an important
lesson about human fragility and resilience.
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Bioethics debates are often disturbing to disabled
people1, and to disability rights activists in particular,
given the way they presume that living with an
impairment is inevitably bad, or much worse than
living a “normal” life. They tend to overestimate the
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1 In this paper I use the term “disabled people” or “disabled person”
rather than “people with disabilities” though both are common
terms in the disability studies movement. In part, this language
attempts to make clear that the disability is not an attribute inherent
in the person (something she carries with her), but is rather a
description of her social situation. She is dis-abled by oppressive
circumstances or social structures. The disability studies move-
ment has commonly relied on a distinction between impairment
and disability (where the former is more objectively determined,
part of a person’s body, and sometimes bad but sometimes neutral,
while the latter is typically bad in that it involves unfair
disadvantage imposed by society, though it can be a useful
organizing concept that collects people who are similarly
oppressed). I understand the historical need for this distinction,
but am sympathetic to some critiques of the social model of
disability regarding the clarity of and grounding for this
distinction. I do not think impairment is a purely natural
phenomenon; its identity and meaning are socially determined in
many respects, and its use as a label, too, can be a form of
oppression. Thus using the term “people with impairments” has
its own problems. Nonetheless, in some instances I will use this
term to refer to people whose bodies are currently labeled as
impaired, a situation which may or may not give rise to the social
phenomenon of disability. The debate over terminology is on-
going [1, 2]. The social model’s distinction between impairment
and disability is best stated in the work of Oliver [3]. For critiques
of the distinction, see Tremain [4, 5] and Shakespeare [6].



degree of difficulty faced by people with impairments
and incorrectly identify the main causes of the
difficulties. Arguments structured by these presump-
tions are understandably both unnerving and frustrating
to people with impairments, who see them as threat-
ening the well-being and sometimes even the existence
of people like themselves. “Behind the right to refuse
life-sustaining medical treatments, the disabled hear a
voice saying, ‘I would rather be dead than live like
you.’ Behind resource-allocation schemes, they see a
conspiracy to deprive them of what few resources the
system provides. For, if the majority see their lives as
not worth living, they will not rank the efficacy of their
treatments high on any list of financing priorities.” [7:
42]. Disabled people have made great strides in the
past few decades in terms of achieving solidarity,
gaining rights, and earning respect in public life [8].
Yet their voices and concerns are facing some stiff
resistance in the field of bioethics. Not Dead Yet
President Diane Coleman claims that disabled people
have for too long been excluded from medical ethics
discussions. “We’ve only recently been yelling so
loudly that they’re being forced to talk with us.” [9].

We might think that bioethicists simply need more
exposure to the views of disabled people in order to
develop a better understanding of disability. Prior to
the disability rights movement, bioethicists may
simply not have been aware of testimonies of disabled
people about the quality of their lives and the nature
of impairment and disability, though in some cases,
they dismissed such testimony as untrustworthy given
the source’s emotional investment in the topic. Liz
Crow notes, for instance, that while non-disabled
voices have been taken as authoritative on impairment
and disability despite their lack of direct experience,
the views of disabled people have been “frequently
derided as emotional and therefore lacking validity.”
[10: 215–216] Given the insights of relatively recent
feminist thought on the epistemic significance of the
emotions [11, 12] and the importance of engaging with
marginalized voices [13, 14], this kind of excuse is no
longer acceptable. Yet even today, when bioethicists
are generally well aware of disability rights critiques of
their work, they often discount the validity of the
claims. What is particularly striking is that this is done
even in regard to the direct testimony about the quality
of life experienced by a disabled person.

In this paper, I look at several examples that
demonstrate what I see as a troubling tendency in

much of mainstream bioethics to discount the views
of disabled people. To be fair, I should note that in the
past decade or so a number of bioethicists have
listened carefully to disability rights critiques [15–18]
and/or have written eloquently from their own
experiences with disability and impairment [19–21].
Yet this important work is nonetheless too often
discounted in more mainstream circles. Hearing it
from the horse’s mouth, so to speak, still leaves room
for doubt. Why might this be so? I will examine two
examples of the kinds of reasons bioethicists have
given for questioning such testimony. First, I look at
what might be called an accusation of denial. Here
the bioethicist implies that the satisfied person with an
impairment is in denial about what she really prefers.
If pushed, for example through questioning about
“magic pill” cures, she will admit that life without her
impairment would be much better, and therefore that
her own life with an impairment is not really
appropriately considered satisfactory. Underlying this
accusation is an implicit (and troubling) view that
ranking individuals according to quality of life is not
only possible but inevitable, and a life (or body) that
lacks certain abilities is always worse than a “normal”
life. Second, I examine a more subtle view that might
be called an accusation of lowered expectations. Here
the bioethicist may recognize an individual’s sincerity
of belief about quality of life with an impairment, but
argue that any preferences for this way of living are
likely the result of lowered expectations given the
limited opportunities inherent in living with an impair-
ment. That is, the fact of the subjective satisfaction with
life itself is not questioned; rather, the bioethicist claims
that such subjective reports of quality of life should be
tempered by more objective measurements of quality of
life, in which impairment is presumed to be negatively
correlated with quality of life because of its ties to
limited opportunity. My aim in this paper is to show
what is problematic about each of these ways of
discounting the perspectives of disabled people.

Bioethics and Disability Studies Confront Each
Other: Setting the Stage

In an early issue of the American Journal of
Bioethics, Mark Kuczewski chastised bioethicists for
too often ignoring the needs and concerns of disabled
people in favour of arguing about whether and when
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they should be allowed or helped to die [7]. Similarly,
Susan Wendell has noted that in her first work on
disability, she looked for what she presumed would be a
rich medical ethics literature on the subject, only to find
that “[a]t least 90% of philosophical articles on these
topics are concerned with two questions: Under what
conditions is it morally permissible/right to kill/let die a
disabled person and how potentially disabled does a
fetus have to be before it is permissible/right to prevent
its being born?”[22: 104]. Given this seeming obses-
sion with how bad a disability (or impairment) must be
to make life not worth living, or worth preventing, it
should come as no surprise that bioethics and disability
studies have a somewhat troubled relationship.

The field of disability studies aims to explore the
complexities of the concept and meaning of disability,
with particular emphasis on undermining common
misperceptions about the badness of impairment,
bolstering solidarity and pride among disabled people
who fight their oppression, and exposing and removing
disability discrimination in all its nefarious forms. It has
roots in both academics and activism. Disability studies
promotes a socio-political conception of disability that
emphasizes how social and physical environments,
rather than particular states of the body, are disabling.
States of the body that are not statistically normal and do
not threaten life or well-being are treated as evidence of
human diversity rather than as pathology. The best
remedy for the disadvantages of disability, then, is social
change [3]. Bioethics, by contrast, has traditionally
accepted a medical model of disability, understanding
it to be something that is internal to the body, rather
than created through the body’s interaction with the
physical and social environment. A bodily difference
that proscribes normal functioning is presumed to be
negative. Accordingly, the individual body is seen to
be in need of cure and is appropriately treated within a
medical setting. An individual’s claim not to want
normalization through medical treatment is considered
surprising, and in need of explanation.

Given the critical nature of bioethics, a field created
to address the limitations and problematic assumptions
of medical practice [23], we might expect that
individuals working in the area would have analyzed
the meaning and significance of impairment and
disability quite carefully, paying close attention to the
voices of disabled people. Yet when disability studies
scholars come face to face with the field of bioethics,
too often what they find is just what they would expect

from the lay population: unexplored assumptions about
the badness of impairment and depictions of life with
impairment and disability as inevitably tragic, dimin-
ished, or pitiful. At best, living with any impairment is
considered comparatively worse than a life that is
“normal” and the comparison is understood as un-
avoidable. The comparative value of being normal is
then taken to justify all kinds of interventions,
sometimes despite what the people in question prefer.

Historically we can see this imperative of regaining
or approximately normalcy at work in the push to fit
post-polio individuals with crutches rather than offering
wheelchairs [19], or the emphasis on prosthetic limbs
for children affected by thalidomide, even when they
preferred not to use them [24]. Similarly, in her critical
historical examination of separation surgeries for
conjoined twins, Alice Dreger argues that bioethicists
and surgeons alike often presume that being a singleton
is obviously best for humans, and so find even quite
risky separation surgeries justifiable. Yet “conjoined
twins almost invariably state that, from their point of
view, they don’t need to be separated to be individuals,
because they are not trapped or confined by their
conjoinment.” [25: 63] Indeed, according to Dreger’s
survey of historical records, only one pair of conjoined
twins has ever requested a separation surgery; most
others are separated at the behest of concerned parents
and surgeons, who no doubt believe they are doing
what is best for the twins. The traction of this belief
despite testimonies to the contrary from conjoined
twins highlights the deep roots of the assumption of the
inherent value of being normal. No doubt many
individuals would like to be treated as normal, but
not necessarily at the cost of having their bodies
surgically altered or their identities undermined.

By listening more carefully to the testimonies of
disabled people, what bioethicists will likely find is
that though impairment certainly has some negative
aspects2, it is not as bad as is often imagined, nor

2 I don’t want to over-romanticize impairment. Although I talk
about impairment quite generally in this paper, I realize that
impairment covers a very wide range of bodily conditions with
their social labels. People with very profound impairments will
clearly have different sorts of experiences and needs than
people with much less severe impairments, and may be less
able (or even unable) to offer any “voice” about their quality of
life. For the present, my thinking is centered on people with
impairments that allow them to express their views about
quality of life and to participate in social and work worlds if
appropriate accommodations are made.
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always bad for the reasons presumed. People with
impairments are like everyone else: struggling to
make the best of their lives, given their individual
aspirations, eccentricities, and limitations, and in the
context of social and institutional structures that can
be oppressive and are often very slow to change. The
vast majority of people with impairments don’t
regularly contemplate suicide or believe they would
have been better off not being brought into existence;
nor are they extraordinary in their achievements.
They’re just regular folks. When asked about their
needs and concerns, they’ll run through the regular
list of worries: how to pay the bills, find satisfaction
in their work, raise their children well, sustain their
relationships, etc. That they also have concerns about
getting services or tools related to their specific bodily
differences simply means that the details of their
issues may not be identical to those of others. Women
learn to deal with the vagaries of monthly menstru-
ation and the work constraints related to child-
bearing; people with impairments figure out ways to
live with their impairments and abilities too. Some of
the coping mechanisms are individual, but many are
achieved through political activism and institutional
change. Yet bioethics has typically not been able to
understand impairment and limitation, even disability,
as a regular part of human life. Instead, “normal” and
“disabled” are characterized as exclusive, internal
categories, and disabled people are considered in need
of being fixed.

The matter of the relationship between bioethics
and disability studies is neither small nor insignifi-
cant. Bioethicists are particularly threatening to
disability studies given their relative power [26].
When bioethicists teach students interested in medi-
cine and other health-related professions about value
theory, principles of medical ethics, and how to make
normative judgments in particular cases, they shape
the ways in which future professionals understand
impairment and disability and their relevance for their
practice. If bioethicists can be reoriented in their
understanding of impairment and disability, they are
well-placed to initiate change in the medical estab-
lishment regarding perceptions of impairment and
disability, and treatment of disabled people. Part of
this work will require discussions of the socio-
political model of disability, its strengths and limi-
tations, and the ways in which medical practice can
acknowledge the largely social character of much of

what is disadvantageous to individuals whose bodies
do not fit standard norms [27]. But as I will argue
here, another important feature of this work must
involve bioethicists learning to listen to and trust
people with disabilities when they describe their own
experiences of impairment and disability.

While I believe that questioning the validity of
claims about well-being is certainly reasonable so
long as it is pursued through respectful dialogue in a
climate of trust, bioethicists generally haven’t yet
built that trust with people with disabilities. To get
there, bioethicists need to adopt a presumption in
favour of believing rather than discrediting or
discounting the claims of disabled people. By taking
their claims at face value and engaging with disabled
people in open dialogue over impairment and disad-
vantage, bioethicists may finally take to heart an
important lesson about human fragility, difference,
and resilience.

The Accusation of Denial: You May Think Your
Life is Good, but You Know it Could be Better

One response to testimony from people with impair-
ments who report that their lives are good, or just fine
but for common and annoying social attitudes of pity
and misplaced sympathy, has been the claim that even
if their lives are acceptable, it is incontrovertible that
they would be better without the impairment. What
matters is comparative quality of life, not merely
good quality of life. Often, this line of thinking rests
on an assumption that a higher quality of life is tied to
a greater array of options. More options, better life.
The charge is that a disabled person who reports a
high quality of life can only do so by denying the
inherent constraints on her opportunity. Take, for
example, this comment from Peter Singer:

In considering these issues, we need to avoid the
facile retort that disability is a social construc-
tion. Of course there are ways in which society
makes life needlessly difficult for people who are
unable to hear or to walk. But no matter how
much society changes, those with disabilities
will often be unable to do things that many of us
want to do. If you are deaf, you cannot listen to a
thrush singing in the spring, to Mozart, or to the
murmur of the waves on a distant beach. If you
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are paralyzed from the waist down, you cannot
go backpacking in the wilderness or run barefoot
across the beach into the sea. Maybe not
everyone wants to do these things, maybe they
don’t add all that much to the quality of life, but
don’t we prefer to have the option? No matter how
good society is at providing access for people in
wheelchairs, how many of those now in wheel-
chairs would refuse a simple, inexpensive, no-side-
effects cure for their condition? [28: 56]

I recognize that Singer does not directly claim that
people with impairments cannot have good lives.
Rather, he suggests that anyone with an impairment
would certainly prefer not to have it, given the
opportunity. By focusing on that purported fact, he
belittles the actual quality of life assessments made by
many disabled people. Claims such as Singer’s have
outraged the disability community, for at least several
reasons: obsession with the “magic pill” scenario
despite its purely hypothetical nature and evidence
that its attraction is in fact minimal to many disabled
people; emphasis on the presumed correlation be-
tween higher quality of life and expanded options
without clear evidence in its favour; and assumptions
about rankings for quality of life that ignore the
possibility that lives can be different but nonetheless
“on a par.”

First and foremost, Singer’s response poses a very
abstract hypothetical: there is no “magic pill” to cure
impairments, and the time spent discussing such
options might appear equivalent in relevance to
debates about how many angels can dance on the
head of pin. Philosophers certainly recognize the
value of hypothetical scenarios for a certain kind of
mapping of the moral terrain, but obsession with them
can distract us from more pressing moral issues and
incline us to ignore relevant aspects of reality [29–
31]. Indeed, feminist philosophers have argued that
we ought to be somewhat suspicious of theories that
rely heavily on hypothetical experience or judgment,
not only because of the difficulty in making them
applicable in the messy real world, but also because
of the kinds of values and assumptions that structure
the hypothetical scenarios and yet often go unnoticed
in the analysis [32, 33]. In Singer’s hypothetical, even
if we play along, what we find is that many people
with impairments explicitly say they would not take
such a magic pill [34].

Impairment can be a part of an individual’s
identity, much as being female, or gay, or African-
American is part of one’s identity. Pondering whether
or not we would switch those things about ourselves
given a bit of magic might be interesting fodder for a
long road trip with friends, but when posed by policy-
makers in all seriousness it can be profoundly
upsetting. Though I can see that in some respects
my life might be easier if I were male, in truth I have
a difficult time envisioning that life as my life. Too
many other relational features of my existence would
also need to change. Similarly, when people with a
variety of impairments have responded to Singer-type
“magic pill” questions, they note that their impair-
ments or anomalies are not mere attributes of the self,
but are constitutive elements that they would not
change. Sherri Morris claims “If I had a choice, I
would not elect to be born without AIS [androgen
insensitivity syndrome]. The challenges I have faced
have contributed to who I am.” [35:11]. Similar
claims are made by others with a variety of impair-
ments [1:65–75, 36].

Others might welcome a cure were it available, but
nonetheless would not prioritize it. Susan Wendell
claims “I cannot wish that I had never contracted ME
[myalgic encephalomyelitis], because it has made me
a different person, a person I am glad to be, would not
want to have missed being, and could not imagine
relinquishing, even if I were ‘cured.’ … I would
joyfully accept a cure, but I do not need one.” [37:
83–84]. What such reports suggest is that what
matters to people when thinking about how to
improve their quality of life is not only or even
primarily the state of their bodies, but rather their
opportunity for achieving self-determination, building
community, and participating in work and social life.
Anita Silvers has forcefully argued that justice for
disabled people must involve providing equal access
to work and community participation, not exclusion
from those goods and compensation for the loss [19].

The main point here is that the experience of living
with an impairment is not what many non-disabled
people imagine it to be, and it does not leave most
disabled people pining to have their bodies normal-
ized. When they claim that living with an impairment
is fine, or would be if appropriate social and
attitudinal changes were implemented, they aim to
overcome the presumption about its inevitable bad-
ness, or the reasons for the associated disadvantages.
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They need not be making a case that impairment is
fully neutral [38, 39], only that if a loss accompanies
impairment, it is not so terrible as is often envisioned,
and is often better understood as just one of a variety
of limitations that we fragile humans inevitably face.
Adrienne Asch, for instance, has written that “The
inability to move without mechanical aid, to see, to hear,
or to learn is not inherently neutral. Disability itself
limits some options.” [17: 23]. But the significance of
that limitation is questionable. Making the argument
that living with an impairment is valuable, even worthy
of a special kind of pride, does not require the strict
equation of life with impairment to life without
impairment. Rather, the significance of the comparison
is questioned. Part of the pride comes, as Liz Crow
argues, from banding together in the face of oppression
and fighting it [10: 223]. Part of it comes from having
gained an understanding that we are all fragile
creatures, liable to all kinds of limitations and impair-
ments – both passing and chronic – and accepting that
as a feature of our shared humanity [40].

If we turn to Singer’s contention that we all would
prefer more rather than fewer options, again we find
that disability scholars have critically examined
whether that is necessarily so. Having some options
certainly seems important for the exercise of self-
determination. But how many options, and of what
kind or variety? Must more always be better? Anita
Silvers rejects that claim. “[W]hile any impairment
may preclude some activities, limitations need not
have a deleterious impact on well-being. Not every
limitation is a loss….Having no limitations, and
consequently too many opportunities can itself initiate
suffering… How much better to be focused success-
fully on a few fulfilling options than to be torn with
indecision by many glittering ones?” [19: 92]. This
critical evaluation of our tendency to think that more
options are always better has been explored and
defended elsewhere in the philosophical literature [41,
42]. Even if most of us who tend to grumble about
our limited options fail to sympathize with the
anguish of those facing too many “glittering” options,
we should at least be able to recognize that what
matters is not the sheer number of options, but rather
their quality. Furthermore, when we consider quality
of options, we must recognize that quality is not
determined merely by the contours of our bodies but
also significantly by the structures and institutions of
society.

So, when Singer notes that we surely all would
prefer the option to run on the beach, climb tall
mountains, and listen to Mozart (and would do so,
were the appropriate magic pill available), the
disability community points out that many people
who could do so never run on the beach, climb tall
mountains, or listen to Mozart. These options simply
do not glitter for them. And given the availability of
other, sufficiently attractive options, time and effort
spent on pointing out what they are missing and/or
attempting to ensure that everyone can take them up
if they so desire, may be time and effort better spent
elsewhere. This doesn’t imply that listening to Mozart
lacks value, only that that particular option isn’t
required for a good life. One person dances to the
melody, another to the beat of the drums. If people
with impairments claim that their lives are of good
quality despite an inability to do these particular
activities, why not at least have a presumption in
favour of believing them rather than insisting that
non-disabled lives are inevitably better?

In an interesting piece on prenatal testing and
quality of life issues, philosopher Jeff McMahan
argues that apparently conflicting value judgments –
what childless couples believe about the negative
value of having a child with an impairment vs. the
high quality of life that parents of children with
impairments often report – may in fact be attributed
not always to mistaken judgments of value (for
example, lack of information in the former case), but
rather to value pluralism. That is, the childless couple
may have a set of personal values that is rational and
understandable, given their situation; the same can be
said for the parents of the child with an impairment.
At least in some cases, when the former become the
latter, their values change, rather than their epistemic
authority. The values before having a child with an
impairment and the values after having one can be
thought to be “on a par”, meaning that neither is
“better or worse than the others, and … all are not
exactly equally good.” [43: 162]. For example,
McMahan suggests that the value of a life devoted
to a career and solitary achievement is likely “on par”
with the value of a life devoted more fully to creating
a network of friends and raising a family. If the
careerist becomes a family man, his new values are
not clearly better, but have merely changed. Though I
won’t discuss McMahan’s application of this concept
to prenatal testing, I think the idea of lives “on a par”
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may be useful in thinking about the inevitable
comparison problem.

Singer may claim that life without the opportunity
to hear Mozart is diminished relative to a life where
one has that option, even if it goes unused. But Deaf
individuals can respond that their lives are in fact “on
a par” with the lives of individuals who hear. The
values they develop, the music they prefer, the mode
of communicating that they find natural can all be
understood as reasonable alternatives to what is
“normal.” A side by side comparison – this Deaf life
vs. that non-Deaf life – may not reveal that they are
“exactly equally good” but we also may not be able to
say one is better than the other (in part because of the
complexity of ways in which a life and identity are
made up and valued). As such, the positive evalua-
tions of their lives from disabled people warrant
attention, and the alternative values may be recog-
nized as reasonable. Though I value my family, I feel
no need to be evangelical about it when I meet with
friends who have chosen a different path.

Even if a critic questions the “on par” thesis as
applied to living with impairment, admitting that a life
without impairment might, other things being equal,
be preferable need not lead to the conclusion that life
with impairment is therefore bad. “We may prefer
someone else’s condition to our own – someone
richer, smarter, handsomer, or more generous than
ourselves – without condemning our own state as
bad.” [44: 483] Bioethicists need to take seriously the
claims about quality of life from disabled people, and
avoid the temptation to think that all lives must be
rank-able on a linear scale of quality.

The Accusation of Lowered Expectations: You
May be Happy, but Objectively Speaking, Your
Quality of Life is Low

The second way that the testimony of disabled people
is undermined by bioethics is through accounting for
their satisfaction by considering it the result of
lowered expectations. Here, the bioethicist may
acknowledge and accept the reports from disabled
people at their face value. Dan Brock, for instance,
points out that “Many in the disability community …
argue that their lives are, on balance, no worse as a
result of their disability than the lives of non-disabled
people.., and that it is a mistake to believe that

disabled persons have a lower quality of life. A
number of studies have shown that disabled persons
rate their quality of life higher than non-disabled
persons rate it, including their family members and
doctors.” [45: 73]. We might take this as evidence that
the quality of life for people with impairments is
indeed much better than is often supposed, and
perhaps even quite good. But Brock undermines this
contention by putting very limited weight on the
subjective assessment of quality of life. “Besides
subjective satisfaction, there are the activities, accom-
plishments, and personal relations that actually make
up that life, that make up what could be called the
objective content of the life. If these objective
contents are significantly impoverished, then a per-
son’s quality of life will be diminished, even if he
remains satisfied and happy with his life.” [45: 69]

To illustrate this distinction, Brock offers the
examples of happy slaves (who may report a good
quality of life but surely nonetheless should be
considered to have diminished lives) and women in
extremely sexist societies (who may find happiness in
their circumstances in large part because their expect-
ations have been set by their oppressive conditions).
In other words, this is a problem of “adaptive
preferences” or the ways in which, as Martha
Nussbaum describes it, “habit, fear, low expectations,
and unjust background conditions deform people’s
choices and even their wishes for their own lives.”
[46: 114]. It is beyond the scope of this paper to
comment usefully on the larger issue of adaptive
preferences generally, but at least I can offer a critical
comparison of cases. Most of us would agree with
Brock when he notes that we have good reason to
question the satisfaction reported by the happy slave
or the oppressed woman, or perhaps more accurately,
not to ignore the circumstances that help to produce it.
Fair enough. But what drives our judgment in these
cases? Even if we are in agreement and confident
about these two examples, it is far from clear that the
analogy to the circumstances of disabled people is
relevantly similar [21].

In the case of the happy slave, we feel confident
that were oppressive social conditions altered, the
slave would gain a much broader understanding of his
own abilities and interests, and would be free to self-
determine accordingly. We may accept that the slave
is subjectively happy in his current condition, but
hold that he could be much happier under improved
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social conditions that permit him more freedom. If
such conditions can be made available, we might
expect the slave to rejoice. If he hesitated because of
his current subjective quality of life, and perhaps a
tendency to hold on to the “devil one knows”, we
might think it appropriate to give him time and
educational assistance in order to learn how to
navigate the new environment of possibilities. But in
so doing, we would attempt to build his self-
confidence, and we would offer positive reinforce-
ment for his strengths. Note that this is not the
situation the disabled person faces. Were we to offer
to change social conditions in order to permit her
more freedoms, she too would likely rejoice. Indeed,
that’s just what the disability rights movement
demands as a matter of right. But what has been
offered, instead, is an assessment that she is flawed
and needs to be changed. Unlike in the case of the
happy slave, her supposed lowered expectations and
resultant subjective satisfaction are attributed to
inherent bodily limitations rather than oppressive
social conditions. Her body is thought to skew her
assessments; for him, oppressive circumstances do so.
So the locus of her purported problem seems quite
different from that of the happy slave. But from her
perspective, her problem, like the slave’s, is that she is
in oppressive conditions which need to be changed.
The difference is that she can see the need for the
change in conditions, and has built solidarity with
others in her position to seek that change. So her
subjective satisfaction with life may be the result of
community-building and resistance to injustice. The
point here is that her positive report about quality of
life is made in spite of, not because of, oppressive
social conditions. She and the happy slave are not in
the same predicament.

Similarly, if we look at women in sexist societies
who have what appears to be impoverished objective
content in terms of their “activities, accomplishments,
and personal relations” on account of oppressive
social conditions, but who nonetheless report a high
subjective quality of life, we can recognize that their
expectations and desires have been shaped by a
lifelong habituation to meagre opportunities. If we
approach them and talk about expanding these
options, and why that might be desirable, we might
expect some initial resistance, particularly where
violence or loss of status can be expected as an
immediate reaction from more powerful factions in

the sexist society. But again, the reasons for our
scepticism about their overall well-being, despite their
subjective reports, have to do with an awareness of
the unjust social limitations on their lives. We don’t
say to them “You think your life is good now, but
imagine how great it could be if we could fix you!”

Further, respectful engagement with women from
sexist countries requires that advocates of women’s
rights listen carefully and responsively to the views of
the oppressed, rather than paternalistically telling
them what is best. Much feminist political theory
has insisted on the necessity of situated, actual
deliberative dialogue [47, 48] to ensure that justice
prevails, rather than leaning too heavily on universal
values as defined by the West, and the idea of an
impersonal, hypothetical view from nowhere. Even
given the very real constraints of this deliberative
approach – appropriate representation, political bag-
gage, the power of charismatic speakers, etc. – such
dialogue can sometimes surprise and will often
educate those who are more powerful and privileged.
What they take to be obvious may be up-ended. For
instance, many Western women have been surprised
to find a relatively strong contingent of non-Western
Muslim women who prefer to wear the hijab scarf,
though they fight to end women’s oppression in their
societies in multiple other ways (e.g., re: education,
access to transportation, voting rights, etc.). In the
face of strong preferences that have survived some
level of critical reflection, Western feminists surely
ought to give greater weight to such preferences. This
is not to say that they should step immediately back in
the name of cultural tolerance [49], but only that they
should enter the discussion with the understanding that
they too have much to learn from the encounter. We
may not all share values, but we surely cannot simply
ignore or discount the voices of the marginalized. We
should not erase minority voices through the imposi-
tion of our own “objective” welfare assessments.

I do not mean to argue that objective welfare
assessments are useless or irrelevant, or that subjec-
tive quality of life assessments should always carry
the day. Rather, objective measures need to be formed
through procedures that include and respectfully
engage minority voices. When feminism confronts
sexism around the globe, it walks a line between
insisting on anti-oppression agendas and respecting
local judgments of value [50, 51]. But its aim is to
ensure that women in oppressive conditions have the
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capacity and opportunity to reflect critically, both
individually and collectively, on the social structures
that contribute to their social positioning and welfare.
In Nussbaum’s work with impoverished Indian
women, she found that the women “went through a
two-stage process of awareness: coming to see
themselves as in a bad situation, and coming to see
themselves as citizens who had a right to a better
situation.” [46: 140] Achieving these feats required
solidarity with other similarly situated women and
exposure to women who did not share their social
circumstances. Such solidarity might be achieved
through what Alison Jaggar calls “feminist practical
dialogue” [52] that begins with nonjudgmental shar-
ing of personal experiences and develops a critical
stance only over time and through recognition of
shared experience and the need for social change.
Interestingly, in the case of disabled people, we find
strong solidarity across a variety of bodily conditions
and plenty of exposure to individuals who do not
share the experience of being disabled. Yet the result
is a relatively unified demand for a better situation,
not a demand for cures, as a matter of justice. This is
not mere adaptive preference, but a developing
political awareness of exactly the kind Nussbaum
reports in the Indian women with whom she worked.

Yet in Brock’s paper, subjective satisfaction with
life reported by disabled people is discounted as the
result of mere adaptation and coping. The claim is
that people with impairments have lowered their
expectations for themselves and are admirably mak-
ing the best of a bad body. Brock claims:

[T]he effects of the process of coping on the
quality of a person’s life are complex and
problematic. On the one hand, we admire people
who realistically adjust their expectations in the
face of serious disabilities and ‘get on with their
lives,’ as it is sometimes put. To realistically
adjust one’s expectations to one’s new situation
and to what is now possible for one is considered
healthy coping or adjustment, permitting one to be
satisfied and happy with more limited functional
performance instead of unhappily focusing on
one’s loss. … But…I believe that subjective
satisfaction is only one aspect of quality of life.
The fact that such satisfaction is not diminished
does not show that a person’s overall quality of life
is not diminished. [45: 75–76].

Note that Brock recognizes the value of adaptation.
We all have to cope with our particular tribulations,
and we can be proud when we manage them
successfully. But coping with impairment (or what
Amundson and Tresky more precisely call the
“unconditional disadvantages of impairment” [27])
and adjusting one’s expectations appropriately is not
the same as coping with oppressive and unjust social
conditions and lowering one’s expectations. Yet this is
the comparison made by Brock. He discounts the
claims of disabled people on account of objective
limitations that he thinks inevitably diminish their
quality of life.

My concern here has been to show that what Brock
thinks inevitably diminishes quality of life may not in
fact do so, and that we need to listen carefully to
people with direct experience of the conditions in
question in order to develop objective criteria that are
not simply common or popular criteria for measuring
quality of life. Subjective quality of life claims surely
have their limitations (not only in cases of lowered
expectations, but also in cases of skewed expect-
ations, as when someone has seemingly all she could
possibly desire but continues to complain about her
quality of life). But discounting or even overriding
them in favour of objective welfare assessments that
simply ignore the claims of the individuals in question
is not preferable.

The voices of disabled people demand recognition,
and fair recognition cannot take the form of hearing
but immediately discounting their position. Despite
the enormity of the problem, my conclusion here is
modest. As bioethics engages the disability rights
movement and disability studies as an area of
scholarship, a stance of humility is appropriate.
Bioethics need not take all claims by all disabled
people as unquestionably true; rather, such claims
ought to be met, in the first instance, with a
presumption of credibility. When our deeply held
assumptions are called into question, our tendency is
to respond with incredulity. What we ought to say
instead is “Tell me more.”
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