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1. ETH CS OF HEALTH PROMOTI ON

Ethics involve the "moral reasoning about what we
should do", and it is traditionally divided into (C arter
et al 2012) 123

* Meta-ethics - fundamental questions, like "what is
good?" (appendix A);

* Normative ethics - rules and practices for evaluati on
of ideas and behaviours;

* Practical ethics (appendix B) 4
Health promotion (HP) ethics is a form of the latter
- ie: "moral deliberation about health promotlon an dits

practice" (Carter et al 2012)

Faden and Shebaya (2016) outlined four

characteristics of HP/public health that involve et hical
implications:
i) Public health is a public or collective goo d-

ie: the focus is on the community, the public, and
populations rather than on individuals;

i) The focus is upon prevention;

! In terms of the distinction between morality atdics, Gino and Shalvi (2015) offered this: "estic
a more individual assessment of values as relgty@bd or bad, while morality is a community
assessment of what is good, right, or just for (gli/).

2 Moral arguments can be deductively valid (ie:ttgh of the premises underpins the truth of the
conclusion), use inductive arguments (ie: past B&pees to guide future behaviour), or "inferenze t
the best explanation". "In this form, the evidefareour conclusions may not guarantee the truttinaf
conclusion, but the conclusion may yet be our besuntil we have an alternative explanation that
supersedes it" (Bennett 2010 pxiii).

? Bioethics were first used in the 1970s "to capthe concerns of life scientists about the human
capacity to alter nature, and the impact of thaacity on our global future” (Arras et al 2015a ifixx
Traditionally, the focus has been on the individarad clinical medicine, but this has "blinded itte
most pressing moral challenges in public healtiparticular vast and unjust global health ineqiesijt
the impact of economic and environmental policiediealth, domestic health disparities, and human
rights and health" (Arras et al 2015a pxxiii).

“ Arras (2016) distinguished clinical bioethicsvived in clinical decisions), policy-oriented bibis
(involved in the foundation of policies), and "bibies as a theoretical pursuit of truth”. The latte
approach is less concerned with the real worlch&awls' (1971) idea of "full compliance”, where
everybody obeys rules and there is no racial digngtion, for example.

®> Seedhouse (2004) began: "In the rush to makedhiel a better place many health promoters have
forgotten how to think. There are exceptions, bastmealth promotion writers, and nearly all
conventional health promotion campaigns, assumgmech more than they ought to. Typically they
take for granted - when they should not - thatthealsomething everyone desires equally, that
choosing targets for health raises few moral diffies, that any method which might improve heégth
justifiable, and that a unified health promotionwement is crusading for a healthier world".

® O'Neill (2002) offered two reasons for why shi¢ freiblic health ethics had been neglected:

a) The preoccupation with the autonomy of indivichetients;

b) The focus on justice within societies at theemqe of justice across borders.
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lii) The promotion often involves government a

Iv) There is an intrinsic outcome-orientation
public health seeks to reduce bad health outcomes a
promote good ones.

Duncan (2010) suggested three separate strands
"narratives”) in the ethics of health:

a) What "health" is.

b) "Health" as a value - For example, in a rel
context, illness and disease are seen as punishment
sin, and so good health is valued as moral purity.

c) The history of ethics in health care.

Duncan (2010) noted that ethical thinking may
from the "outside in" (eg: professional codes of co
or the "inside out” (eg: own ethical code). The lat
can be developed by "virtue theory" or by "intuitio
(ie: intuition guides actions).

Virtue theory has its origins in the work of
Aristolte, and his idea of the "golden mean". A "go
action" is the mean (middle) between two extremes (
2010). But the mean may not be obvious in a given
situation. This is overcome by becoming a virtuous
who knows the mean action in a situation, and this
done through observation of others and reflection.

Virtue theory is criticised for lacking clear
guidance on practical moral decision-making. So, "i
health care world of limited time and resources,
decision-making at different levels, and dispute wi
and between these different levels, the scope for
learning to live the virtuous life through followin
example, through observation and reflection, is sur
limited" (Duncan 2010).

The alternative is the "outside in", where eth
are created externally. For example, professional ¢
of conduct guarantee standards, and "assert a commo
unity in what the profession is about and how it ac
its social function” (Duncan 2010). But codes can b
"inflexible edicts", and can "privilege professiona
so-called lay beliefs" (Duncan 2010).

With either "inside out" or "outside in", mora
education is important (Duncan 2010).

1.1. HEALTH PROMOTI ON

HP is not easy to define, and, for convenience
Carter et al (2012) distinguished between HP as a
normative ideal, and as it is practiced. This leads

two characteristics - the "vision of citizens: as a
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participants in and potential authors of their own

health”, and "increasing the equitable availability of
the conditions and resources that improve health" ( Carter
et al 2012 p3) . Thus, Carter et al (2012) defined HP as

"that aspect of public health practice that is

particularly concerned with the equity of social

arrangements: it imagines that social arrangements can be
altered to make things better for everyone, whateve r

their health risks, and seeks to achieve this in

collaboration with citizens" (p3) 8

HP can be one-to-one (eg: a doctor advising a

patient about eating behaviours), or group/society- based
(eg: government interventions to reduce smoking in
society as a whole). The latter faces three problem S
(Cribb 2005):

i) "the longer and more complex the causal cha ins
involved the harder it is to attain reliable knowle dge of

the effects of interventions” (p66);

i) "more 'long-distance’ health-promotion
interventions will inevitably produce more complex
systems of 'side-effects' which are not only diffic ult to
predict but also difficult to evaluate" (p66);

iii) "it is difficult to distinguish health
promotion from well-meaning interference in other
people's lives" (Cribb 2005 p66).

Imagine a patient with poor health behaviours who
feels "under the weather" all the time, who asks a doctor
what they can do. What are the ethical issues facin g the
doctor in helping the patient. "Rule-based" ethical
thinking would include what recommended behaviour i S
permissible and what is unacceptable, for instance, while
"consequence-based" thinking concentrates on the ou tcome
of a range of recommendations. Put in these terms, Cribb
(2005) argued that HP ethics are "essentially the s ame"
as healthcare ethics - ie: there is little differen ce
between preventive intervention and treating a dise ase.

The situation changes when a doctor is a membe rof a

" It has been argued that health is "special" &b th has a moral significance that differentiaitefeom
other goods (cars, say or radios) and as a mdtjestae, warrants distributing it separately” (Roold
2017 p501). This is known as the "specialnessghaddiealthcare" (eg: Segall 2007).

8 HP can be defined, neutrally, as "incorporatithgn@asures deliberately designed to promote health
and handle disease" (Tones 1990 quoted in Dunc@b)1But, Duncan (1995) argued, "this neutrality
quickly dissipates when the range of potential aifrisealth promotion activity are considered. Healt
promotion could be seen as aiming to empower iddafis and communities to take action and make
decisions that will improve their health. Equatlypugh, health promotion's aim might be construed a
reducing the incidence of disease for national enoo advantage, which could serve the interests of
those with political power" (p72).
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"health improvement committee" for the whole of soc iety.

There is a social dimension that was not present at the
individual level, including the wider social costs and
consequences. This is even more evident if the comm ittee
advises on alcohol-related violence, say. This link stoa
concern about the "medicalisation of life" or "heal thism"
as HP "invades' more and more domains of our lives , and
reconfigures them as domains of public health" (Cri bb
2005 p68).

Within the history of HP, Cribb (2005) referre dto
the "frequent elision of health with welfare or wel I-
being... To promote health is to build a society in which
everyone lives together harmoniously and leads fulf illing
and flourishing lives. The diffusion of means and t he
diffusion of ends taken together can therefore, by
degrees, transform preventive medicine into a kind of
utopian project” (p65).

So in HP ethics there is the concept of "a goo d
society”, which means different things to different
philosophical views. The utilitarian view, for exam ple,
sees a good society as one where the population as a
whole is made healthy as possible with the resource S
available, while the libertarian view accepts
interventions by the State only to stop individuals from
harming themselves and others. The "justice as fair ness"
view argues that a good society has "a fair distrib9 " ution

of good things" (Carter et al 2012)

Next is the issue of what HP should contribute to a
good society. The obvious answer of health is not
straightforward as there is limited agreement about
defining health (appendix C) 1 Definitions vary from the
"absence of disease" to the World Health Organisati on's
"a state of complete physical, mental and social we I-
being" (Carter et al 2012). Seedhouse (2001), for

instance, preferred the idea of "health as the cond itions
that allowed people to work towards, or to fulfil, their
'realistic chosen and biological potentials™ (Cart er et
al 2012 p6). Whatever definition of health is used, there

® The "stewardship model" (WHO 2000) sees the Staiberal democracies as having a
responsibility to provide conditions to allow indluals to be healthy, and to reduce health inetigsli
(eg: provision of health services; regulations aaliy of food, clean air and water) (NCoB 2007his
idea was also advocated by the Presidential Corioniésr the Study of Bioethical Issues (2010) ia th
USA, which "calls for prudent vigilance, establistpiprocesses for assessing likely benefits alotiy wi
safety and security risks both before and aftejegte are undertaken" (quoted in Brownsword 2013).
10 Bhutan, for example, is a small Asian kingdom rehee Buddhism philosophy of the good is
imposed by the State (Evans 2012).

1 Cribb (2005) distinguished three broad categarfegefinitions:

i) Health as the absence of disease;

i) Health as welfare - health is equated with &ility or capacity, or set of resources" (p24);

iii) Health as well-being - eg: WHO definition.
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will be implications for what HP involves.
Carter et al (2012) outlined three aspects of
definition of health:

* Useful (rather than absolute);
* Restricted (health to the body);
* Contextualised.

It is the case that "health is experienced pri
at the level of the individual but that the causes,
content, and consequences of these health consequen
are, in large measure, social phenomena" (Cribb 200
p39). So, health is both an individual good and a s
good.

Public health/HP policies can be justified, in
summary, in a number of ways (Faden and Shebaya 201

i) Overall benefit - Everybody benefits from t
policy.

i) Collective action and efficiency - Certain
benefits can only be gained if everybody is involve
governments can co-ordinate this. "Collective effic
arguments rely on claims about the sheer number and
technical complexity of the decisions that need to
made to protect health in the environment and in th
market place, as well as the indivisible character
responses to some health threats. These arguments a
buttressed by claims about the cognitive limitation
bounded rationality of individual human decision ma
and by the disproportionate political power of corp
interests and the practices they use to manipulate
exploit our cognitive weaknesses against our health
interests” (Faden and Shebaya 2016).

iii) Fairness in the distribution of burdens -
Similar to distribution of wealth with income tax,
"burdens” can be redistributed more fairly. For exa
a universal vaccination policy involves the immunis
of low-risk individuals to ensure that high-risk
individuals are also immunised.

Iv) Harm principle - To prevent harm to others
v) Paternalistic principle - Experts know bett
than laypeople.
1. 2. GOVERNVMENT | NTERVENTI ON

Wikler (1978) provided three arguments for
government intervention to change unhealthy behavio
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1) Health as a goal itself - ie: individuals w
healthier with more health behaviour.

Wikler (1978) used the hypothetical example of
"fat tax", where individuals over a certain weight
surcharge which is refunded when they slim down. Th
benefits include living longer, but at the expense
loss of autonomy. Some individuals may love food, a
quite rationally for them, prefer the pleasure of e
now to future potential gains.

i) The fair distribution of burdens - ie: ill
caused by unhealthy behaviour is a burden for other
well.

Wikler (1978) explained: "If intrusion is to b
justified on the grounds that unhealthy lifestyles
unfair financial burdens on others, then, something
be added to the argument. That extra element, it se
is fault. Instead of the avoidability of the illnes
and their expenses, we point to the responsibility
them, which we may believe falls upon those who con
them. This responsibility, it might be supposed, ma
unfair to force others to pay the bills and makes i
for others to take steps to prevent the behaviours
might lead to the illness, even at the cost of some
the responsible person's privacy and liberty" (p320

lii) Benefits for society as a whole - eg: hea
workforce.

Wikler (1978) added two further questions abou
government intervention - "should coercion, intrusi
and deprivation be used as methods for inducing cha
and "how do we decide whether a given health promot
programme is coercive, intrusive, or inflicts
deprivations?".

1. 3. BEHAVI QUR MODI FI CATI ON

Leichter (1991) pointed out that "a good deal
disease is self-inflicted” (ie: due to health behav
and lifestyle choices). So, to improve health the a
is to change the behaviours and choices for the bet
through the use of "behaviour modification".

Leichter (1991), again: "While it is generally
accepted that each of us is, to a certain extent,
‘dangerous to our own health’, there is far less
agreement on what can or should be done about makin
people less foolish. In particular, there is the qu
of how far government should go in fashioning lifes
to minimise the physical and mental harm we inflict
ourselves and others in society through risky perso
choices" (quoted in Holland 2007).
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Techniques of behaviour modification include:

I) Mass health communication campaigns - usual
initiated by the State and often using the techniqu
commercial advertising and marketing.

i) Specific interventions - aimed at specific
individuals who need to change their behaviour.

iii) "The healthy environment" - the State cha
the environment in order to encourage healthy behav
(eg: "sin taxes" on cigarettes).

Behind the different techniques of behaviour
modification is the issue of autonomy/empowerment a
coercion. The ideal of HP is that individuals will
choose the "right" behaviour, and this can be achie
informing individuals of the "facts". However, Katz
Peberdy (1997) noted: "Professionals may exert
considerable pressure on their clients because they
seen as 'experts' and this can undermine people's f
to choose... In providing people with information a
support to make an informed decision it is often qu
difficult to avoid putting pressure on them to make
'right’ decision. After all, that is what you want
make!" (quoted in Holland 2007).

A problem with behaviour modification is "vict
blaming", which ignores the role of upbringing, cul
and society, for example, in health (Holland 2007).
links with the wider philosophical debate about fre
and determinism, and moral responsibility (appendix

1.4. ETH CAL | SSUES I N HEALTH PROMOTI ON

Carter et al (2012) described four ethical iss
that arise from HP policies.

1. HP as impinging on or enhancing the freedom
the individual.

Braunack-Mayer and Louise (2008), for instance
argued that HP is health improvement (ie: empowerme
But empowerment "may not be achievable; empowerment
strategies may assist some community members to dom
others, or encourage them to demand ineffective or
harmful interventions, a concern echoed by practiti
So empowerment should not be pursued as an end in i

Psychology Miscellany No. 103; January 2018;SNS1754-2200; Kevin Brewer

es of

nges
iours

nd
freely
ved by
and

are
reedom
nd
ite

the
to

im-
ture
This
e will
D).

ues

of

nt).

inate

oners.
tself"

11



(Carter et al 2012 p10) 2,
HP policies may confront personal freedom in t hree
ways (Carter et al 2012):

* Persuasion - encourage behaviour change through
argument. Campbell (1990) emphasised that the proce SS
of persuasion should be clear (ie: not covert), not
fact-distorting, or linked to vested interests, for
example. Social marketing campaigns tend to use

prevention.

* Coercion - changing behaviour through threat or for ce.
Coercion can vary from "reasonable” to "unreasonabl e"
(Carter et al 2011). The latter might include "teac hing
people to perceive themselves negatively in new way s or
exposing them to fear about new and previously
unidentified risks, especially if they are at low r isk
of actual disease, suffer no apparent symptoms, and may

never experience the predicted impact on health
outcomes" (Carter et al 2011 p466) (appendix E).

* Paternalism - interfering with the individual's fre edom
without their consent for their own good.
Coercion or paternalism could be justified to stop
individuals harming themselves or others. Libertari ans
challenge such ideas with their emphasis on "negati ve

freedoms" - the freedom to be left alone and not
interfered with (Carter et al 2012).

An alternative view is the capability approach (eq:
Nussbaum 1999), which focuses on individuals having the
opportunity to achieve well-being. So, rather than
changing unhealthy eating behaviours by restricting high
sugar foods, say, this approach would subsidise hea Ithy
foods to give the opportunity for individuals to af ford

them, and so encourage health eating that way.

2. HP as a source of collective good.

HP often focuses on the individual, and the go od for
them, there is good that only exists at a collectiv e
level - eg: a city that is pleasant to walk around and so
encourages walking and the improvement of health th at
way.

12 HPp ethics face the problem of "conceptual vagsshge: poorly defined) for key concepts like
justice, health equity, enablement and empoweriftester et al 2011).
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3. Victim blaming and stigmatisation.

Too much emphasis on the individual and how th
improve their health can produce social norms that
moral responsibility on the individual for their he
Health is a product of individual and social
determinants, but if individuals come to believe th
they control their health, individuals who do not s
the signs of healthy behaviour will be blamed and
stigmatised. For example, a social marketing campai
encourage exercise for reducing obesity could lead
individuals who do not lose weight being blamed for
trying hard enough.

On the other hand, a utilitarian view might se
stigmatisation as an effective way to change unheal
behaviour. "On this view, stigmatisation that ‘'work
improve health is morally acceptable. This argument
clearly ethically problematic. It focuses on the he
dimension of well-being at the expense of other
dimensions, such as respect. It ignores evidence th
stigma makes life more miserable and stressful and
likely to have direct health effects. It fails to
recognise that being stigmatised travels with
disadvantage, that stigmas tend to cluster, and tha
stigmatised conditions are only partly the responsi
of the individuals who experience them, such that t
individuals should not be held responsible unless t
other involved parties are also held responsible” (
et al 2012 pp14-15).

4. The distribution of the benefits of HP.

Powers and Faden (2006), for example, argued t
the least well off in society experience "densely w
systematic patterns of disadvantage" (ie: multiple,
simultaneous disadvantages). So, for these authors,
benefits of HP should be distributed more to such
individuals. Similarly, Goldberg (2012) argued that
"while we should aim to improve everyone's health,
should aim to improve poor people's health more, be
they are currently bearing most of the burden” (Car
al 2012 p17).

These views would be opposed by a utilitarian
which wants "to maximise average health without too
concern for its distribution or the potential ill-
effects” (Carter et al 2012 p16).

1.5. ETHI CAL PRI NCl PLES
The deontologist approach argues that individu
should act according to their moral obligations and

duties, while the consequentialist (or teleological
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approach emphasises acting in a way that produces t
best possible consequences (Duncan 2010).

Immanuel Kant is a key voice in the former app
and he produced "a priori" arguments (ie: independe
experience, through reason and deduction, as oppose
empiricism) (Duncan 2010). Kant proposed that "acti
the sake of duty is the proper expression of good w
(Duncan 2010 p51), and the expression of reason. He
formulated the "categorical imperative" - "Act only
that maxim through which you can at the same time w
that it should become a universal law" (quoted in D
2010).

In health care this manifests itself as a duty
care for patients. There are other relevant duties,
respecting the wishes of the patients, which can le
conflict.

Persuading individuals to change their unhealt
behaviour seems better than coercion. Duncan and Cr
%996) applied four ethical principles to such poli

1) Beneficence - The positive benefits of chan
outweigh the individual costs. But the concept of
"benefit" is contestable. Smoking, for example, see
obvious behaviour to change, but it could protect "
mental health of a single mother because she sees
cigarettes as the one thing she allows for herself"
(Duncan and Cribb 1996 p342).

i) Non-maleficence - The health change should
no harm. Screening, for instance, may cause "harm"
receiving the bad news of positive results or false
positive results.

iii) Respect for autonomy - Not only should a
policy not force the individual to change
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13 Originally proposed by Beauchamp and Childre§88). These principles are seen as "prima facie"
- ie: each principle is binding unless it conflietgéh another principle (Duncan 2010). Engelhart a
Wildes (1994) saw the many different values in {poedern) society today producing "moral
strangers” who "do not see the world in the same ey do not possess common content-full moral
premises so as to resolve concrete moral contri@gens agree regarding the nature of true human

flourishing" (quoted in Duncan 2010).

14 Rawls (1971) proposed a communitarian view, wigisiphasises the importance of community
(rather than the individual), and of values likeipeocity, mutuality, citizenry, universality, and

solidarity (Prainsack and Buyx 2011).

Prainsack and Buyx (2011) defineditisoity" as "shared practices reflecting a colieet
commitment to carry ‘costs' (financial, social, ¢iowal or otherwise) to assist others” (pxiv). Iiojtl

in this definition are three tiers:

1 - interpersonal level - "manifestations of thdimgness to carry costs to assist others with wiaom
person recognises sameness or similarity in at &gesrelevant respect" (Prainsack and Buyx 2011

pxiv);

2 - group practices - "manifestations of a collettommitment to carry costs to assist others (areo
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policies can assume self-determination of health wh ichis
over-optimistic.

In the past, doctors made the decisions about what
patients should do. Then the "The Silent of Doctor and
Patient” by Jay Katz in 1984 led to patient-centred
decision-making (Gawande 2002). But what if patient s as
autonomous decision-makers make bad decisions?

Gawande (2002) argued that "there are still ti mes
when a doctor has to steer patients to do what's ri ght
for themselves. This is a controversial suggestion.

People are rightly suspicious of those claiming to know
better than they do what's best for them. But a goo d
physician cannot simply stand aside when patients m ake
bad or self-defeating decisions".

Gawande (2002) also noted that the "new orthod oXxy
about patient autonomy has a hard time acknowledgin g an
awkward truth: patients frequently don't want the f reedom
that we have given them. That is, they are glad to have
their autonomy respected, but the exercise of that
autonomy means being able to relinquish it. It turn s out
that patients commonly prefer to have others make t heir

medical decisions".

iv) Justice - HP policies based "firmly on

individual alteration to behaviour, in fact promote S
inequality. It does so because it strongly encourag es
change within a framework of choice outside the gra sp of
'needy' target groups. In addition, it provides no
mechanism for addressing determinants of health bro ader
than individual lifestyle” (Duncan and Cribb 1996 p 344).
Duncan (1995) considered the four principles i n
relation to the "Cash to Stop Smoking" programme in the
UK, where pregnant women who smoked were given a "c ash

incentive" to stop.

* Beneficence - benefits to woman's health and to bab y-
to-be.

linked by means of a shared situation or causegiiBack and Buyx 2011 pxv);
3 - Contractual and legal manifestations.

Tussman (1960) summed up the commaait approach in relation to the government's aim
of the "welfare of the individual" - "The governnisnconcern for the individual is not to be undeost
as a special concern for this or that individudlrather as concern for all individuals. Governmmt
is to say, serves the welfare of the community'bfgd in Beauchamp 2007).
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* Non-maleficence - psychological harm if the woman
cannot stop or relapses.

* Autonomy - "Is encouraging behaviour change through

cash or gift incentive likely to pay proper attenti on
to respect for the autonomy of the individual? The
process may be rather mechanistic (‘pulling the rig ht

string') rather than responding to individual need"
(Duncan 1995 p74).

* Justice - effective use of resources to help an "at

risk" group.

Foucault's (eg: 1999) analysis of HP policies that
encourage "empowerment” to change behaviour would b ea
critical one. The apparently non-coercive approache S
control behaviour by "surveillance" and power relat ions.
Individuals internalise "powerful norms about what is
good and bad: healthy' or ‘'unhealthy'; acceptable or
unacceptable; desirable or undesirable" (Duncan and Cribb
1996 p346), and "discipline” themselves as "we 'cou Id do
better™ 15 Put simply, what appears to be choice is a

subtle form of "coercion" (appendix F).

1.6. ETHI CS AND EVI DENCE

Carter et al (2011) proposed a framework to co ver
practice ethics and evidence-based HP. Though the | atter
is important, it is "never straightforward", "not | east
because it is social and political, involving conte sts
between community, corporate, bureaucratic, and pol itical
stakeholders"” (Carter et al 2011 p465). Furthermore , the
evidence available often shows a need for change, b ut

rarely a "what should be done" or a "how to do it"
(Carter et al 2011).

There is also the question of what is evidence , and,
in the case of multiple sources of evidence, which is
best? Randomised controlled trials (RCTs) and meta-
analyses are seen as the pinnacle of a "levels of
evidence" hierarchy 16 But "simplistically applying such
hierarchies can devalue investigation into both the human

15 Foucault was interested in how "a human beingsthim- or herself into a subject” (Foucault 1981
guoted in Martin et al 1988). This involves "praes whereby individuals, by their own means or with
the help of others, acted on their own bodies,ssabbughts, conduct, and way of being in order to
transform themselves and attain a certain stapeidéction, or happiness, or to become a sage or
immortal, and so on" (Martin et al 1988 p4).

1% In order of importance - meta-analysis, randochisentrolled trial, non-randomised trial,
observation study, non-experimental study, and xggenion (Harbour and Miller 2001). An
alternative taxonomy from Upshur et al (2001) iaufitative-general, quantitative-personal,
qualitative-general, and qualitative-personal typiesvidence (in that order of importance (Petreva

al 2006).
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subjectivity and the social and cultural complexity that
are so important for health promotion. Researchers also
argue that evidence hierarchies may skew the eviden ce
base and thus evidence-informed health promotlon

practice" (Carter et al 2011 p465) :

Carter et al (2011) pointed out: "Values are a Iso
inherent in the generation and evaluation of eviden ce,
although this is not always evident in the rhetoric of
evidence-based practice... The criteria by which ce rtain
data come to be designated as evidence, and others
scorned, is fundamentally a question of values" (p4 68).

Weed (1997) distinguished between scientific a nd
extra-scientific values, where the former relate to the
scientific community as a whole, while the latter a re
"things valued by individual scientists (eg: arisin g from
political, religious, social, or cultural commitmen ts)"
(Carter et al 2011). Both values are involved in th e
collection of evidence. "Scientific values create n orms
for research practice; extra-scientific values may
contribute to a researcher's choice of research que stions
or study variables, as well as the interpretation o f

results” (Carter et al 2011 p468).

Weight is a good example of the problems in

establishing evidence. For example, it could be tha t
fitness is more important than weight. Also "identi ties
are tightly bound up with our bodies, so messages a bout
our bodies may seem indivisible from messages about our
intrinsic worth. This problem worsens when 'overwei ght
and obesity' is constructed as a single 'at risk'

category, in which a body weight index (BMI; define d as
weight in kilograms divided by height in meters

squared) of 26 or 36 may be discussed in similar te rms.
Food is a symbolically and socially central aspect of
human life, such that attempting to change people's food
habits can be an intervention into their culture,

society, and relationships. Physical activity also has

different meanings for different cultural and socio -
economic groups, with implications for exercise
interventions" (Carter et al 2011 p466).

" The systematic review of evidence in the healtbrees is undertaken by the Cochrane
Collaboration. Named after Archie Cochrane, anginesl by his 1972 book "Effectiveness and
Efficiency”, the Cochrane Collaboration is seemhasleader of evidence-based medicine (EBM). EBM
views the RCT as the principal tool.

The dominance of RCTs, Askheim (204rfgued, threatens "to marginalise other more tacit
forms of knowledge such as clinical intuition anghre broadly, the core dimension of clinical work"
(p41).

Askheim (2017) later stated: "RCTas aot the only option, but they are one option, one
method among many for approaching medicine as &g#itive and caring. There need not be a process
of purification, through which 'methodological f#tism' [Greenhalgh 2012] pushes care outside the
science of medicine" (p44).
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Carter et al (2011) proposed five principles f or

their general framework for ethics and evidence in HP:
i) HP thinking should be situation-specific an d not
universal. For example, interventions for smoking i n

China will vary from weight reduction programmes in
Australia because of national values.

i) Be aware of the values implicit in evidenc e.

iii) Clearly state the evidential and ethical
concepts involved in a situation.

iv) Highlight trade-offs in ethical decisions.

v) Show procedural transparency for the reason ing
involved in decisions.
1.6.1. Val ues-Based Practice

Dworkin (1995) described three kinds of values

1) Subjective - related to preferences;

i) Instrumental - related to the usefulness o fa
thing; eg: a train that gets a person home;

i) Intrinsic - fundamental values (ie: "thos e
things in our lives that make living them worthwhil e";
Duncan 2010 8),

"Health' can be understood as a value accordi ng to
all the kinds of classification described by Dworki n"
(Duncan 2010).

"Values-based practice" supports clinical deci sion-
making by medical professionals by linking "general ised
scientific knowledge of evidence-based practice to the
particular values - the needs, wishes and expectati ons -
that individual patients bring to the clinical enco unter”
(Petrova et al 2006 pp703-704).

Values are often unnoticed, particularly when they
are shared. For example, dealing with a bleeding wo und is
based on the value judgment that "human life is pre cious
and that it may be in danger", and this agreed by m ost

people (Petrova et al 2006).
But what happens where there is a conflict of
values? For example, blood transfusions are not
acceptable to certain religious groups, who, by ref using

18 The "experience of worthwhile living" argumentaposed to the general value of a thing (the
general recognition argument) (Duncan 2010).
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the emergency treatment, place their religious beli
and identity above the value of maintaining life. T

guite an obvious conflict, but more subtle ones exi
like cultural preferences for larger body sizes and

implications for weight loss and health (Petrova et
2006).

Petrova et al (2006) continued: "Society has b
both more heterogeneous and more open to different
of living with the diverse values they embody, and
care has come to reflect this. The new patient-cons
has become more knowledgeable, powerful and explici
about his or her values. Clinical focus has also ch
— there has been a shift of emphasis from treatment
prevention, from hospital to the community, from th
relative uniformity of the in-patient ward to the h
variety of our lifestyle and everyday practices. Su
changes limit the range of shared values that can b
taken for granted when making decisions about healt
(p704).

Petrova et al (2006) distinguished six "types"
values that may be relevant to value-based practice

* Personal existential (eg: relating to what is impor
in life);

* Social, cultural, ethnic, group (eg: values that ar
basis of a group);

* Disciplinary, scientific, theoretical (values of
research);

* Processes of assigning (deciding whether something
good);

* Processes of selection, of singling out (defining w
is important in a particular situation);

* Processes of ranking and prioritisation (assigning
value relative to other values).

Petrova et al (2006) outlined ten principles f
value-based practice:

1) All decisions are based on evidence and val

i) Notice values even when there are not conf
between them.

iii) Scientific progress opens up choices and
the values in play related to health care.

Iv) The perspective of the patient is the "fir
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call" in decisions.

v) Conflict of values are not resolve by who i
right, but by processes that support all views.

vi) The language used is important.

vii) Resources are available to improve knowle
other's values.

viii) Ethical reasoning is used to explore
differences in values, not to establish who is righ
some quasi-legal sense.

iX) Communication skills are an important part
the process rather than just a means to an end.

x) Decision-making belongs with users and prov
of healthcare not ethicists and lawyers.
1.7. HARM PRI NCI PLE AND FREEDOM CF THE | NDI VI DUAL

John Stuart Mill saw coercion by the State as
permissible to prevent harm to others (appendix G).

is the "harm principle" (Mill 1974 19). Feinberg (1984)

took a similar position: "It is always a good reaso
support of penal legislation that it would probably
effective in preventing (eliminating or reducing) h
persons other than the actor (the one prohibited fr
acting) and there is probably no other means that i
equally effective at no greater cost to other value
(quoted in Jonas and Thornley 2011).

Brownsword (2013) adapted Mill's idea into a "
of liberalism", where "regulators should always try
leave room for individuals to make their own judgme
what is in their own best interest” (p236).

Brownsword (2013) summed up the issue for libe
"If we are committed liberals, we believe that comp
humans should be left to make their own self-regard
prudential judgements, even if (to borrow from Inez
Beaufort 2010 20) their preference is for eating 'queen of
puddings, sticky toffee puddings, and knickerbocker
glories' (passim). That said, we are not all libera
and some of the limits that liberals seek to impose
public health interventions might seem excessive. |
are happy to let people canoe downstream, unaware t
they are about to plunge over a precipitous waterfa
then fine; but, of course, even Millian liberals

19 Originally published in 1859.
% Lecture at Royal Society, London, entitled "Whpstbelly is it anyway?".
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recognise a responsibility to warn others of hazard
ahead" (p239).

Three main exceptions to leaving individuals t
as they want can be distinguished:

I) Direct harm is done to others from the acti
But "harming others" is a fluid concept as individu
vary in terms of "taking offence" at what is said,
instance. Mill "does not rule out the permissibilit
harming others when they are so thin-skinned or
tempestuous that they are simply too easily offende
(Fitzpatrick 2008 p99).

i) Harm to the self indirectly harms others.

iii) The individual is incapable of self-gover
(eg: children; mentally ill or incompetent individu
Relevant issues here include when a child becomes a
adult, and how to establish mental iliness or
incompetence (Fitzpatrick 2008).

The focus on the individual, and the ideas of
ignores "a very large set of problems that afflicts
community as a whole and that results primarily fro
inadequate safeguards over the practices of the com
life" (Beauchamp 2007 p53). This class of harms has
called "summing up problems" or "choice-in-the-smal
versus choice-in-the-large" (Beauchamp 2007).

1.7.1. Paternalismand Mayor Bl oonberg

Paternalism (ie: coercing individuals into doi
what is good for their health) links to consequenti
(ie: the benefits for public health outweigh the
aggregate effect on individuals' "loss of freedom”)
While "nudge" theory (or "libertarian paternalism"
"choice architecture™) (Thaler and Sunstein 2008)
(appendix H) does not take away choice, rather
individuals are guided into the "correct” choices b
their environment.

Thaler and Sunstein (2008) distinguished betwe
"planner” and the "doer" as two sides of the indivi
The "planner” side intends not to eat and drink unh
things, while the "doer" side behaves in the situat
the availability of unhealthy foods.

Paternalism has been divided into "soft" and "
Feinberg (1986), for example, referred to the forme
"substantially non-voluntary"”, where there is "a ki
paternalism that will interfere with your choices o
you have made some sort of error that means your ch
does not really advance what you want" (Conly 2013
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"Hard" paternalism imposes upon the individual even if

the individual's choices are fully informed and rat ional,
according to Feinberg (1986).

Conly (2013) proposes a "soft paternalism" tha t
allows individuals the room to make the "self-destr uctive
choice”, so the emphasis is upon education and pers uasion
1. She summed up paternalism thus: "Generally, publi c
health measures are intended to help people achieve what
in fact they most want, in the long term, and most people
want to live a long healthy life, both for its own sake,
and because they also want to have other things of which
they can have more if they live long healthy lives —
social relationships, achievements or just time spe nt in

pure enjoyment” (Conly 2013 p241).

Darwall (2006) criticised paternalism thus: "T he
objectionable character of paternalism... is not th at
those who seek to benefit us against our wishes are
likely to be wrong about what really benefits us... It
is, rather, primarily a failure of respect, a failu re
to recognise the authority that persons have to dem and,
within certain limits, that they be allowed to make their
own choices for themselves" (quoted in Conly 2013). Conly
(2013) countered that "it does not degrade us, as h umans,
to accurately assess our abilities" (p242). She
continued: "And because coercive paternalism not on ly
recognises our cognitive shortcomings, but moves to help
us where those abilities are shaky, it actually val ues
our choices about our ultimate goals..." (Conly 201 3
p242).

Take the example of an individual who thorough ly
researches the long-term effects of heroin before
choosing to take it now for the enjoyment. Goodin ( eg:
1989), who has defended paternalism, would argue th at the
interests of the future self rank higher than those of
the current self (ie: future addiction above curren t
pleasure from the drug), and so the individual shou Id be
stopped from taking the drug now. Mill, on the
libertarian side, might counter with the question o f the

certainty of future danger (Fitzpatrick 2008).

The Mayor of New York City (2002-2011) 22 Michael

2L Wikler (1978) observed: "Health education seearsntess. Education generally provides
information and this generally increases our posice it enhances the likelihood that our decision
will accomplish our ends. For the most part, thiengo inherent ethical problem with such programmes
and they do not stand in need of moral justificatitill, there are certain problems with some theal
education programs, and these should be mentidtesdth education could be intrusive. Few could
object to making information available to those vgeek it out. But if ‘providing information' were
taken to mean making sure that the public attainkih level of awareness of the message, the
program might require an objectionably high levieéxposure" (pp327-328).

22 Obesity is a real issue for New York City withemhalf of its population categorised as overweight
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Bloomberg, introduced a number of health measures i n the

early 2000s (table 1) 23 including requiring restaurants

to print the calorie count of each meal on the menu

(appendix 1). If the aim of such a move is simply t o]

inform, then facilitating informed choice could be the

outcome. But if the information is presented "in th e

face" of consumers, then the potential for "coercio n"is

present in the form of "nudges” 24 Brownsword (2013)

noted that "advocates of such a strategy like to de fend

it as compatible with liberal principles because th ereis

the option to opt-out; no-one is forced to eat sala d

rather than fries" (p238).

* Artificial trans-fat (partially hydrogenated vegeta ble oils) ban -
less than 0.5 g per serving (introduced in 2007). L inked to heart
disease, and estimated to reduce heart disease by 6 -23% (Isett et
al 2015). Fears of price rises and "tasteless" food have proved
unfounded (Gostin 2013).

e Menu labelling - restaurants to include calorie inf ormation. It is
argued that individuals underestimate caloric conte nt of food, but
studies find that such information has a limited ef fect on
purchasing decisions. Providing the information in a different way
may be better (eg: 450 calories = 80 minutes of run ning) (Gostin
2013).

¢ National Salt Reduction Initiative - many companies voluntarily
pledged in 2009 to reduce sodium in food by 20% by 2014.

* Sugar-sweetened beverage (SSB) portion limits - a " king-size" SSB
S:6L2292) in 1950 is now a "child size" in the USA (G ostin 2013) %

¢ Disease surveillance - diabetes and HIV.

or obese, and nearly three-quarters in the poosghbourhoods (Gostin 2013).
% To his critics, he "epitomises a meddling nanay <litist dictating to largely poor and working-
class people about how they ought to lead thedslivwhile his supporters emphasised the "new publi
health" he offered, "reaching beyond infectiougdses to upstream risk factors in everyday life and
the human habitat" (Gostin 2013 p19).
% Levy (2017) introduced the idea of "nudges tsoed to describe nudges that increase
responsiveness to evidence rather than nudgesetttlgichange behaviour. They are appeals to the
deliberative capacities, and enable responsiblsidaemaking, rather than challenging autonomy.
% A meta-analysis of studies that manipulated parsize of food and/or drink by Zlatevska et al
(2014) found that the doubling of portion size eased consumption by 35%, until a certain point,
such that the relationship between portion sizecam$umption is curvilinear.
% Using self-reported data in the USA for 2007-h0S8B consumption, Wang and Vine (2013)
calculated that the 16 oz cap would affect arourtdo? children and adults, with a reduction of 50-60
kcals per day. However, the researchers noted,ésmmsumers may decide to purchase more than one
beverage in response to the smaller portion sieeedf. If only half the affected individuals dowresi
to a 16-0z beverage, whereas the other half puedinas 16-0z beverages (totalling 32 0z), then #te n
caloric effect would not be significantly differeinom zero" (Wang and Vine 2013 p432).

Prior to the policy, Elbel et al (Z)1in an analysis of fast food restaurant receifculated
that two-thirds of beverage purchases would be alioe 16 oz cap.
" sales of "Lucozade" have fallen by 8.4% in the $itice the reduction of sugar from 8.7 g per 100
ml to 4.4 g (in the "Original" brand) and 13 g t& 4 (in the "Energy Orange" brand) in 2016. The UK
Government has set targets for producers to reslugar by one-fifth by 2020 (News 2017).
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* Facilitating bicycle use - adding bicycle lanes.

e Tobacco control - ban on smoking in restaurants and bars
(introduced in 2002).

* Regulation of diesel exhaust in school buses, tour buses, and

sanitation trucks (introduced in 2005 to improve ai r quality).
Table 1 - Key public health measures introduced in New
York City.

However, Brownsword (2013) challenged this arg ument
in that there is an inbuilt preference in the regul ation
(ie: to eat healthily), and there is not necessaril y
public agreement on the issue.

Another measure proposed in New York City was the
banning of very large servings of sodas (sugar-swee tened
beverages; SSBs) (ie: over sixteen ounces/473 mL 28)
(introduced in 2012) 29 Conly (2013) noted: "Controlling
the portion sizes interferes with our freedom of ch oice,
and to that extent with our autonomy, but could
nonetheless be the most morally acceptable way of d ealing
with our unfortunate weakness for foods that hurt u s"
(p244).

Gostin (2013) summarised the issues related to the
policies:

* The science behind the policies was not always

conclusive.

* The policies could be inconsistent - eg: SSB portio n
size applied to fast-food outlets but not convenien ce
stores.

* Paternalism.
* The rights of corporations to market their products
* Unilateral executive power exercised by the Mayor.

* "Slippery slopes" - the argument that the bans will
increase with time.

* "Duelling conceptions of justice" - "Because obesit y-
and tobacco-related diseases fall primarily on Afri can
Americans, Latinos, and the working-class,

2 A typical 16 0z SSB contains 180 kcals and thinteeaspoons of sugar.
29 Such a policy is, what Dworkin (1983) called, pinne paternalism" as it targets producers rather
than consumers (Conly 2013).
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interventions necessarily apply disproportionately
those groups” (Gostin 2013 p24).

1.7.2. Autonony

Owens and Cribb (2013) distinguished between
"autonomous deliberation”, which is "exercising the
capacity for choosing”, and "autonomous action", wh
"exercising the capacity for action". The former is
in the work of Frankfurt (1989), for example, and t
proceduralist approach. Autonomy, thus, "resides in
agent's ability to critically reflect upon their de
and act accordingly to those that are most in line
their true and authentic volition" (Owens and Cribb
p264). A prime example of this is patient autonomy,
doctors are expected to provide neutral information
the treatment options, and patients come to the dec
about the treatment they want.

Owens and Cribb (2013) noted two issues here:

I) Presenting autonomy as independent "downpla
potentially positive effect that social interaction
others may have upon a person's autonomy" (Owens an
Cribb 2013 p264). For example, the doctor may not o
all the treatment options, or placing the emphasis
patient decision can deprive them of the "resource”
the doctor.

i) Individuals vary in many ways (eg: age, ge
socio-economic status), and this can influence thei
choices - ie: "human beings are always situated wit
complex material and social structures, which have
bearing on the psychological processes that determi
their capacity for autonomy" (Owens and Cribb 2013

These points fit with the idea of "relational
autonomy", which takes into account the "causal rol
the agent's personal and environmental circumstance
have upon their capacity for autonomous deliberatio
the influence that these circumstances may have ove
decisions that the agent actually makes" (Owens and
2013 p265). Thus, autonomy is "a socially constitut
capacity" (MacKenzie 2008).

It is one thing to have the ability to choose,
another to be able to act upon these choices (auton
action). The focus then becomes what the individual
to enact their choices. This is seen in the capabil
approach (Sen 1985), which sees "a person's capacit
autonomous action in terms of the capability he/she
to achieve certain states of functionings that they
recognise to be valuable" (Owens and Cribb 2013 p26
The environment, for example, may be a constraint o
autonomy of action, so Prah Ruger (2010) argued tha
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government should provide an environment that allow
individuals an equal capability to be healthy.

Autonomy is grounded in the idea of personhood
which Thomas Hobbes, in the seventeenth century,
described thus: "A person is he, whose words or
actions... are considered as his own" (quoted in Du
2010). More practically, a person is "someone who h
right to be treated as a person because she is some
like you or me, who are undeniably persons (because
think and feel and have plans and intentions)" (Dun
2010).

1.7.3. Exanpl e of Snoking

Jonas and Thornley (2011) observed: "It is dif
to imagine a plausible moral theory positing that h
others is never a morally relevant consideration, o
the state should never be empowered to act in respo
harm to others, or the threat of it. Since the inte
of others matter morally, and legally, so does harm
others" (p129). But what if the harm to others is n
clear-cut, and the prevention of harm conflicts wit
other principles? Jonas and Thornley (2011) used th
example of parents smoking in their home or car in
presence of their children. Should the State make
exposing children to environmental tobacco smoke (E
the domestic setting illegal?

"Clearly, coercive interference in practices t
occur in private homes provokes particularly acute
widespread concern about privacy and freedom, and t
is no doubt that some view legislation of parental
practice that is directed at child harm as a means
undermining parental prerogative. With respect to
legislation intended to reduce children's domestic
exposure to tobacco, two sources of concern join fo
the first relates to state recognition of parental
authority; the second to the sanctity of the home a
private space" (Jonas and Thornley 2011 p133).

The first problem, however, is to establish "h
what it is, and whether it is being done to childre
ETS exposure. Hanser (2008), for instance, describe
being harmed as "becoming worse off in some respect
one was before" (known as the temporal baseline). T
not easy to establish for ETS, at least in the imme
term.

Another possibility is the "closest possible w
(Wilkinson 2003) or "counterfactual comparison™ bas
which Hanser (2008) defined thus: "a person suffers
if and only if there occurs some event 'e' such tha
would have been better off had 'e' not occurred” (q
in Jonas and Thornley 2011).
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Take the example of withholding painkillers fr
headache sufferer. "The temporal baseline suggests
is not harmful, since the sufferer is not made wors
with respect to obvious measures such as pain. But
counterfactual comparator might suggest otherwise.
Withholding analgesia might not, for instance, incr
a person's pain or suffering, but it might make a p
worse off in another respect, worse off than she co
be, if other facts held true" (Jonas and Thornley 2
pl135).

The upshot is that different definitions or
baselines of harm will lead to different conclusion
about the harmfulness of parental behaviours (Jonas
Thornley 2011).

Jonas and Thornley (2011) outlined seven crite
which to evaluate harm and whether coercion in the
of legislation is recommended:

1. Nature of the practice - the behaviour that
be regulated should be clearly definable and
identifiable.

2. Severity of the harm - the more severe the
legislation is a possibility.

3. Probability of the harm - the likelihood th
will occur.

4. Strength of evidence.

5. Contextual concerns - eg: consideration of
situations where harm is a "necessary evil", like
transporting children in motor vehicles; finding ot
ways to reduce the harm, like making cigarettes ill

6. The susceptibility of the practice to chang
legislation is not appropriate if a behaviour canno
changed or could be willingly changed with little
persuasion.

7. Unintended consequences.

Table 2 applies these principles to children's
exposure to ETS.

Talking about the ban on smoking generally in
places, this becomes most controversial for public
that are neither entirely enclosed nor non-enclosed
railway station platforms. Fitzpatrick (2008) comme
that they represent "a move towards a sanitised,
homogeneous conception of public space that is not
concerned with eradicating harms - acceptable, so |
the harms are not so trivial that even more damage
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PRINCIPLES

APPLICATION

1. Nature of the practice

Smoking is clearly definable and
identifiable

2. Severity of the harm

A number of health conditions in
children are linked to ETS

3. Probability of the harm

Certainty cannot be established,
and the harm from ETS will vary
with other factors like

ventilation

4. Strength of evidence

Observation studies (as
intervention studies are not
possible - ie: randomising
children to receive ETS or not)

5. Contextual concerns

eg: Parents whose smoking is
restricted to away from their
children may consequently neglect
caring for the children in order

to service the tobacco need

6. Susceptibility of the practice
to change

Smoking is addictive, so the
susceptibility to change may be
limited

7. Unintended consequences

eg: Children placed by smoking
parents with non-smoking adults
as carers may harm the interests

of the children

Table 2 - Seven principles for legislation as appli
children's exposure to ETS.

done by eliminating them - but no longer trusts adu
judge risks and choose sometimes to place themselve
potentially harmful situations... The medical exper
wants smoking banned in all public places... has cr
the line from doctor to nanny" (p103).

Fitzpatrick (2008) highlighted the social cont
debates about the ethics of State intervention on p
health. In particular, he referred to "the marketis
welfarisation and medicalisation of risk", which ha
produced "a tendency to stress risk avoidance at th
expense of risk taking and navigation, and to re-re
public space due to a lack of trust that individual
recognise, gauge and traverse harm themselves. The
that we can sometimes choose harmful acts has becom
alien to policy makes; taken as a failure of reason
rather than reason's manifestation” (Fitzpatrick 20
pl14).

1.7.4. E-Cgarettes
Public health research seeks to identify harm

health, and then remove or reduce them with prevent
action. But what to do when there is no consensus o
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evidence?

Dawson and Verweij (2017) used the example of
cigarettes. For example, in the UK, they are seen a
effective means to reduce tobacco use, and are sold
relatively freely, while in the USA, e-cigarettes a
regulated as tobacco products, and in Australia "th
regulatory restrictions on importation and sale of
[e-cigarette] devices are so high, there is a de fa
ban" (Dawson and Verweij 2017 p1).

At an individual level, the switch from tobacc
e-cigarettes reduces harm, but this assumes that
ultimately the individual stops using e-cigarettes
well (ie: all nicotine products). Dawson and Verwei
(2017) noted the presence of tobacco companies in t
promotion of e-cigarettes: "There is little reason
e-cigarette promotion, whether the focus is on 'new
customers or ex-smokers, as a benign business that
aims to serve the neutral interests of customers,
especially when the best available evidence suggest
that the most effective way to quit smoking is just
stop. Ironically, a 'harm-reduction’ approach that
focuses on e-cigarettes, patches and gum, rather th
quitting, may perpetuate smoking behaviour and is,
therefore, likely to be worse for any individual sm
health" (p2). Vaping is not without any "harm to se
risks.

The "harm to others" risks from e-cigarettes
includes "passive vaping", and the initiation of ne
previously smoked individuals into vaping and/or to
smoking. Dawson and Verweij (2017) observed that "t
available flashy paraphernalia and range of flavour
e-cigarette vapours available (eg: pineapple, bubbl
butterscotch, chewing gum and cotton candy) suggest
new consumers are being targeted. The promotion of
products is not like that for medical products such
asthma inhalers” (p2).

Tamimi (2017) interviewed fifteen current e-
cigarette users and thirteen "Stop Smoking" advisor
south-east England. "Both groups demonstrated uncer
with regards to the status, efficacy and risks asso
with e-cigarettes” (Tamimi 2017 p4).This was seen i
three ways:

1) Ambiguity about the status of e-cigarettes
smoking substitute or as a recreational product.

i) Ambiguity about the health risks of long-t
use of e-cigarettes, and as compared to tobacco smo

lii) Ambiguity about the social risks - eg: a
gateway from or to tobacco smoking.
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1.8. CRIM NAL LAWS AND | NFECTI QUS DI SEASES

Infectious diseases "raise difficult philosoph ical
guestions about how to strike a balance between the goal
to protect the greater good of public health and th e goal
to protect individual rights and liberties" (Selgel id
2011 p89).

Even taking a libertarian view, Nozick (1974)
accepted that "we might need to violate 'side-

constraints' (ie: human rights as he perceives them ) when
this is necessary to avoid 'catastrophic moral horr or'...
Though it should be considered an extreme or except ional
measure, there is no reason in principle to rule ou t

guarantine altogether, even if it sometimes ends up
killing innocent people, just as there is no ethica I

reason to rule out participation in just wars which also

inevitably involve compromise of innocent individua Is'

rights, including the right to life" (Selgelid 2011 p92).
Selgelid (2011) listed some principles for coe rcive

isolation and quarantine:

Only when compelling reasons;

* Only when required;

* Only when consequences of not doing so are severe,
* It must be implemented in an equitable manner;

* |t should be as comfortable as possible, and with t he
option of compensation for the confined.

In certain situations, governments may pass
legislation about transmitting certain diseases (eg
wilful HIV transmission 30), but "if individuals fear
being held criminally responsible for knowingly
transmitting a disease, they may avoid diagnostic
testing, thus damaging their health and presenting a
greater risk to others" (Quirk 2013 p75).

In a large-scale online survey, Weatherburn et al
(2008 quoted in O'Byrne et al 2013) found that thre e-
guarters of over 12 000 UK gay male respondents kne w that
"some people with HIV have been imprisoned in the U K for

passing their infection to a sexual partner" 3,

30 wilful transmission' is defined as ‘transmissaf HIV through any means by a person with full
knowledge of his/her HIV/AIDS status to anothergmer’ (Grace 2013 p81).

3L |In England and Wales, wilful HIV transmissiorpi®secuted under assault laws (eg: grievous bodily
harm). There is no specific legislation, and thst forosecution was in 2003. Northern Ireland is
similar, but Scotland uses "culpable and recklesslact" (ie: behaviour leading to HIV transmission
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While in a US study (Galletly et al 2012),
individuals aware of the relevant laws were more i
to disclose their HIV-status to a new partner than
unaware of the laws. However, based on a review of
studies, O'Byrne et al (2013) concluded that "HIV
criminal laws compromise the general public health”
a small number of individuals become less likely to
help, and disclose their HIV-status.

In 2014, sixty-one countries had legislation
criminalising HIV exposure, non-disclosure, and/or
transmission, and prosecutions have been reported i
of the countries (Chen 2016).

1) Exposure - People living with HIV (PLWH) pu
others at risk of contracting the virus.

Example - Kenya: Sexual Offences Act 2006 (includin
maximum sentence of life imprisonment for intention
transmission).

Studies suggest that it is "extremely unlikely
laws reduce HIV transmission as, for example, littl
difference in the frequency of unprotected sex has
observed in areas with or without the laws (Chen 20

Furthermore, "the incarceration of PLWH as ar
of HIV-specific prosecutions may actually increase
overall HIV transmission risk, as behaviours like
unprotected sex and sharing of drug equipment are
commonplace in prisons, and effective, evidence-bas
preventive measures like provision of condoms and s
injecting equipment as well as programmes for
rehabilitation and rape or sexual violence reductio
not" (Chen 2016 pp6-7).

i) Non-disclosure - PLWH not revealing their
serostatus to those at risk of contracting the viru

Example - Canada: legal duty of disclosure establis
a case in 1998 if there is a "significant risk" of
transmission.

"Criminal HIV non-disclosure laws do not neces
bring about disclosure, and in turn, disclosure doe
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rather than harm as in England and Walb#p(//www.aidsmap.com/Introduction-to-the-

legislation/page/1504074dccessed 16th October 2017).
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necessarily induce positive behaviour change. Consi stent

disclosure of HIV status in all sexual contexts is widely
viewed by PLWH as unrealistic, and interviews with PLWH
reveal that what PLWH consider disclosure can often be as
vague as statements like "You know we should use a

condom'... Even the most explicit disclosure does n ot
rule out the possibility of unsafe behaviour, as ma ny

HIV-negative individuals knowingly participate in
unprotected sex with PLWH" (Chen 2016 p8).

iii) Transmission - The behaviour of PLWH that leads
to others contracting the virus from them.

Example - Burundi: 2005 law that equates wilful
transmission to attempted murder.

"Most PLWH who transmit HIV either are unaware they
are infected or do not disclose their HIV status be cause
of fear of violence, discrimination, rejection by f amily
and friends, or other abuses based on their HIV sta tus"

(Chen 2016 p8).

1.8.1. Online Services

Not only because of legal concerns, but online

health services are growing, and have proved popula r with
sexual minorities (eg: Internet-based sexually
transmitted infection/HIV testing for male having s ex

with men (MSM)  32) for reasons of privacy, convenience,
and overcoming geographical barriers (Gilbert et al

2013).

Online sexual health outreach involves both
synchronous and asynchronous individualised one-to- one
contact with a trained (sometimes volunteer) worker , and
are "highly acceptable to MSM (Fantus et al 2017). Fantus
et al (2017) explored the ethical concerns of such a
programme with twenty-two outreach providers in Ont ario,
Canada. In terms of the qualitative analysis of the semi-

structured interviews, four themes emerged:

i) Managing boundaries with clients - Service
providers were often "insiders", which potentially

blurred the professional and personal boundaries, a S seen
in this quote: " You start chatting with a guy and

something happens - there's always a possibility th at
there will be a connection. You have to make it ver y

32 Fantus et al (2017) preferred "GB2M" to cover,daigexual, two-spirit, and other men who have
sex with men (inclusive of cisgender, two-spirildaransgender men). "Two-spirit" is often used by
First Nations individuals in Canada to describeifigra masculine and feminine spirit, as well to
describe sexualityhftp://Igbtghealth.ca/community/two-spirit.phgccessed 10th November 2017).
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clear to the person you're communicating with that
online in your role as either an outreach worker or
outreach volunteer” (p5).

i) Disclosing to the clients - How much perso
identifiable information to tell the client? Here a
different responses:

* "I'm very connected to the network around here and
community around here and I'm very involved in the
profit organisations and social activism. So I'm
comfortable with my information being out there. I
comfortable with the fact that that might mean that
somebody might locate me or find my information” (p

* "When it comes to the big demographic stuff, age an
sexual orientation and stuff, | have put that as be
real; where I've had to be really, really careful,
though, is to say what are you open to? | leave mos
it open; | didn't check off that | wasn't into
barebacking. So, somebody came back and said, oh, s
you bareback. So I've got to be really careful abou
that sort of thing" (p7).

lif) Maintaining client confidentiality and
anonymity.

iv) Security and data storage.

Both these issues were desirable, but "in the
digital world, there are limits in how confidential
and anonymity can be maintained. For instance, ther
often increased risk of information being shared ac
third parties and the inability that online platfor
secure complete confidentiality of clients" (Fantus
2017 p7).

1.9. JUSTI CE AND FAI RNESS

Daniels (2011) asserted: "Health inequalities
between social groups count as unjust or unfair whe
result from an unjust distribution of the socially
controllable factors that affect population health
its distribution” (p97).

He continued: "At the same time, not all healt
inequalities between social groups count as inequit
For example, the health inequality that results whe
religious or ethnic group achieves better health ou
than other demographic groups because of special di
or restrictive sexual practices would not count as
inequity if appropriate health education were avail
to the other groups" (Daniels 2011 p98).
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Daniels (2011) divided health inequalities int
three types:

i) Resulting from domestic injustice in the
distribution of socially controllable factors;

i) Resulting from international inequalities
other conditions that affect health (eg: inequaliti
the natural environment);

lii) Resulting from international practices (e
"brain drain" of health personnel).

In order to promote social justice, public hea
involves identifying the inequalities in health - e
differences in life expectancy between countries, a
within countries between social classes. Many
inequalities begin or are related to childhood, so
inequalities of health of children is key (Power an
Faden 2006). "The health of children is dependent o
decisions and actions of others and on features of
social structure over which children have no contro
value of health to children thus does not depend on
children can do for themselves, as it sometimes doe
adults. Moreover, the level of well-being attainabl
adulthood is in important respects conditioned by t
level of health achieved in childhood. Compromised
in childhood has profound effects on health in adul
as well as on the development of the cognitive skil
necessary for reasoning and self-determination” (Fa
and Sebaya 2016).

In terms of global justice, different argument
be advanced for HP that transcends national boundar
(Faden and Sebaya 2016) 3.

1) Self-interest - Infectious diseases, for ex
do not respect national boundaries, so helping anot
country benefits the own country.

i) Humanitarian considerations - It is wrong
help others in need.

esin

s can
ies

ample,
her

not to

¥ The "statist" position sees social justice asditimain of the nation-state, while the "cosmopalita
view claims that "principles of justice apply talimiduals globally, regardless of the relationsvimich
they stand or the institutional structures throudpiich they interact" (Daniels 2011 p103).

In terms of the responsibilities t#tes, Buchanan and DeCamp (2011) observed: "Even i
there were no such thing as positive human righish as the right to an adequate standard of living
the right to basic health care, the right to basiacation), states would still have rather deteatain
moral obligations to act in ways that would greathgeliorate the health problems of the world’s
worst-off people. Simply by refraining from unjusblence and from supporting unjust governments,

states could do much to improve global health" @12
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iii) Justice, rights and duties - This is that

"everyone has a right to health and the responsibil ity
for the realisation of that right crosses national

boundaries, at least when nations cannot or will no t
secure it for their own citizens" (Faden and Sebaya

2016).

This right to health originates as part of all human
rights, from the duty of individuals to help anyone , or
as reparation for past injustices (Wolff 2011b) 34,

In terms of human rights (appendix J), the Uni versal
Declaration of Human Rights from the United Nations in
1948 stated: "Everyone has the right to a standard of
living adequate for the health and well-being of hi mself
and of his family, including food, clothing, housin g and
medical care and necessary social services, and the right

to security in the event of unemployment, sickness,
disability, widowhood, old age or other lack of

livelihood in circumstances beyond his control” (qu oted
in Wolff 2011b) *,

But certain issues arise from such statements,
including that a right requires a duty holder to fu Ifil
that right, and that different rights produce confl icts
(Wolff 2011b).

Infectious diseases often affect the poor more (eq:
inability to pay for medicines). Selgelid (2011) st ated:
"Poverty alleviation would be one way to reduce dis ease;

and disease reduction would be one way to alleviate
poverty" (p91).

He continued: "Many of the social, political a nd
economic conditions (including poverty) that promot e
infectious diseases like AIDS and TB are themselves
products of past injustices and human rights abuses :
Examination of the social, political and economic ¢ auses
of AIDS and TB reveal that current prevalence rates in
southern Africa are partly a legacy of slavery,
colonialism, cold war manipulation (by superpowers) :
racist oppression and (in the case of South Africa)

apartheid... Rather than being a product of mere ba d
luck, the health-care status quo in southern Africa
is rooted in historical injustice... Some would arg ue

3 The right to health assumes an agreed definitidrealth, that is applicable to all individualsdas
not prohibitive in cost to achieve (Buchanan an€&mp 2011). For some, "health is not a human
right, but rather something that is nonethelessritital moral importance because it is a necessary
condition for the enjoyment of human rights" (Bucaa and DeCamp 2011 p125).

% Chapman (1996) noted that in the USA, for instaiscussion of human rights is "characterised by
hyper-individualism, exaggerated absolutenesssdadce with respect to personal, civic, and
collective responsibilities" (quoted in BenataakP011). While Farmer (2003) pointed out: "Human
rights violations are not accidents; they are aatlom in distribution or effect. Rights violatiozise,
rather, symptoms of deeper pathologies of poweraaadinked intimately to the social conditionsttha
so often determine who will suffer abuse and whiblvé shielded from harm" (quoted in Benatar et al
2011).
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that reparations are therefore called for. If this
correct, then rich countries that have caused or be
complicit in the exploitation of African countries
have obligations to help improve the situation" (p9

1.9.1. Exanple

Hacking et al (2011) provided evidence of a No
South divide in England in death rates for the peri
1965 to 2008. Overall, premature death (ie: before
years old) declined in the study period, but the ga
between North and South did not close; it widened f
adults under 50.

Buchan et al (2017) updated this work to cover
period 1965 to 2015, and so included the "Great
Recession” of 2008-9. They commented that "[S]Jomewh
counter-intuitively, mortality rates tend to declin
faster during economic downturns, mediated in part
by changes in: work and leisure patterns (through
greater available time for family, leisure and phys
activities and a reduction in motor vehicle deaths)
health-related behaviours (through a reduction in r
health behaviours during recessions). Some adverse
behaviours such as excessive alcohol use decline du
recessions and increase during periods of economic
growth" (Buchan et al 2017 p928).

Annual counts of death were obtained from the
for National Statistics, along with deprivation
statistics. The "North" covered the North-East, Nor
West, Yorkshire and the Humber, East and West Midla
and the "South" was defined as the East, South-West
London and the South-East.

Premature mortality in the North was 72 per 10
population in 1965 and 35 in 2010, and 64 and 28
respectively in the South. From 2010 to 2015 the ra
decline of plateaued in the country as a whole. Buc
al (2017) stated that it "remains to be seen whethe
overall plateauing is a transient phenomenon, or wh
years of improving premature mortality are fading a
existing wide regional disparities are persisting o
worsening" (p935).

A higher death rate in the North was most evid
25-44 year-olds, and particularly in the mid-1990s.
summary: "From 1965 to 2008 the chances of dying ea
(age <75 years) were a fifth higher in the North of
England than the South, while England's overall mor
fell by around 50% in men and 40% in women" (Buchan
2017 p935).

Buchan et al (2017) made no attempt to explain
findings, other than to say it will "require detail
analysis of specific causes of death and the plausi
explanations, including epidemiological, social,
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economic and migratory factors. The most common cau

death in this age group are suicide, poisoning, lan

transport accidents and liver disease. Over the age

40, other causes become increasingly common; ischae

heart disease in men and breast cancer in women" (p
The researchers finished with an observation o

ethical aspects of their findings:

ses of

of
mic
935).
n the

Some commentators on the nation's growing ine
conclude that the transition from premature m

by infectious diseases in the Victorian era t
today means that the era of effective state i
which included the great public works of sani
reform, immunisation and universal healthcare
responsibility for addressing current dispari

the individual. Following this logic, the gov

no more than provide education and some behav
particularly in the case of the violent and s
causes of premature mortality that afflict yo

aged adults. However, the strong social and g
patterning of trends in premature mortality p
structural defects that lie beyond the contro
individual, demanding collective action and a
response.

Future policies may be distracted from addres
due to the pan-regional nature of the apparen
declining premature mortality and the reversa
elderly mortality.
South divide and the potential population hea

qualities

ortality driven

o chronic diseases
ntervention —
tation, housing
—is past, and that
ties now lies with
ernment would do
ioural nudges,
elf-destructive
ung and middle-
eographical

oints to

| of the

strong policy

sing inequalities
t plateau in
| of declining

Doing so would ignore the persistent North-

Ith gain from

addressing it effectively (Buchan et al 2017 p935).

In England and Wales between July 2014 and Jun
2015, there was an increase in the number of deaths
was "the largest rise for nearly fifty years" (Gree
al 2017). Most of the "additional deaths" were frai
elderly individuals, and Green et al (2017) investi
whether the delay in being discharged from hospital
(through problems in the provision of adult social
was involved.

Data on mortality rates, and delay in transfer
care (ie: an individual in hospital who was ready t
discharged to social care but was still occupying a
were analysed for the months August 2010 to March 2

"Delays in the discharge of acute patients wer
consistently positively associated with a higher mo
number of deaths" (Green et al 2017 p1069). It was
estimated that around one-fifth of the increase in
mortality in 2014-15 was due to delay in discharge.
researchers offered two possible mechanisms for the
relationship:

a) Remaining in hospital causes stress to the
individual, and/or they were not receiving the corr
type of long-term care.

b) Delays in discharge had a knock-on effect f
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others. "A lack of available beds in hospitals due
blockages in discharging patients will harm those w
have yet to be admitted and are in need of medical
(Green et al 2017 p1070).

Green et al (2017) mentioned other relevant fa
including:

* Reduced ambulance response times (ie: longer to
arrive).

* Increased waiting times for NHS services.

* An ageing population.

* Wider austerity.

The researchers ended their article: "Our
results should be interpreted cautiously; the study
exploratory in nature but offers a useful starting
for further analysis. We also use population-level
and therefore cannot detect whether delayed dischar
for particular individuals actually led to deaths"
et al 2017 p1070).

1.9.2. Another Exanple

Individuals diagnosed with schizophrenia and b
disorders (ie: severe mental illness; SMI) have a h
mortality rate than the general population in the U
10-20 years reduced life expectancy; Hayes et al 20
This may be due to physical health differences (eg:
cardiovascular disease (CVD) deaths) or suicide and
harm, for instance (Siddigi et al 2017).

Recently, Hayes et al (2017) analysed data for
period 2000 to 2014 using electronic health records
the UK population. A sample of over 17 000 individu
diagnosed with bipolar disorder and over 22 000 wit
schizophrenia were matched with 220 000 healthy con
The number who died in the study period was 3% in t
latter group compared to 8% in the SMI group. After
adjustment for age, gender, ethnicity, and level of
deprivation of local area, individuals with SMI wer
twice as likely to die compared to the general popu
(figure 1).

Siddigi et al (2017) explored the possible rea
for the difference in mortality rates, including:

i) A decrease in mortality in the general popu
in recent years, due to lifestyle changes (eg: impr
diet; less smokers), while individuals with SMI hav
improved. For example, national smoking cessation
programmes have less impact on individuals with SMI
(Hayes et al 2017).
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(Data from Hayes et al 2017 table 2 p 178 and table 3 pl79)

Figure 1 - Mortality rate (per 10 000 person-years-
risk).

i) Individuals with SMI have greater multi-
morbidity (ie: a combination of physical and mental
health conditions).

iii) Poorer healthcare services for SMI. "Alth
deinstitutionalisation in the UK has been a success
terms of integrating people into wider society, it
been argued that there is now too little support fo
people living with bipolar disorder and schizophren
the community, and this may be reflected in mortali
rates" (Hayes et al 2017 p180).

iv) Individuals with SMI experience more
deprivation, for instance, than the general populat
"Research into the health effects of recession has
suggested that consequences will be most severe for
poorest groups in society and will have the most im
where social safety-nets are lacking and public har
grows rapidly. Given this, we could hypothesise tha
policies made in the UK following the 2008 financia
crash (ie: austerity) have had the hardest impact o
those with SMI" (Hayes et al 2017 p180).

Hayes et al (2017) also commented on the medic
used: "Although it has been suggested that second-
generation anti-psychotics reduce mortality overall
polypharmacy and higher drug dosages may increase i
Polypharmacy is increasingly common in bipolar diso
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and may be contributing to the worsening CVD mortal
compared with the general population in the 2010-20
period” (p179).

1.9.3. Intellectual Property

In recent years the law has changed in differe
countries to allow the patenting of genetically
engineered organisms, and so the growing importance
intellectual property rights (IPR) in the biomedica
sciences (Biddle 2015).

It is argued, from a consequentialist viewpoin
that patents incentivise further research and devel
"that would otherwise not get done, or not get done
quickly, and thereby facilitate the development of
knowledge... In facilitating the development of use
knowledge, IPRs thus quicken the transfer of resear
into the marketplace, which ultimately benefits soc
(Biddle 2015 p151).

Biddle (2015) highlighted two negative consequ
of such patenting:

a) The "tragedy of the anti-commons" (Heller a
Eisenberg 1998) - When an "invention” (eg: gene fra
is patented, its use is restricted to the IPR-holde
and this may limit development by non-IPR holders.
example, the development of DNA diagnostic tests ca
require access to multiple patented DNA segments;
obtaining access to these segments can be either so
complex or so expensive that, in many cases, resear
will cease developing these tests and turn their
attention elsewhere" (Biddle 2015 p152).

b) Pharmaceutical innovation - Drugs are expen
to create from beginning through to sales (eg: $800
million; Biddle 2015), and patents encourage this

process.
Biddle (2015) challenged this point: "The clai
patents incentivise innovative pharmaceutical research

is, however, questionable. Much of what the
pharmaceutical industry produces are duplicative
drugs — or 'me-too’ drugs — that are sufficiently
different from already-existing medicines to obtain
separate patent, but that have therapeutic effects
are the same as, or very similar to, drugs already
market" (p154). Consequently, there is no incentive
develop innovative medicine, particularly needed in
developing world (eg: of 1393 drugs approved for sa
between 1975 and 1999, 13 specifically treated trop
diseases; Biddle 2015).
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1.9.4. Cognitive Enhancenent

"Cognitive enhancement” involves boosting an
individual's ability and performance of cognitive t
and intelligence. This can be done in a variety of
(BMA 2007):

1) Nutrition and supplements - eg: improving t
intelligence of children via the diet of the mother
during pregnancy.

i) Pharmaceutical products - eg: healthy
individuals using drugs that are prescribed for cog
impairments (like "Ritalin” for Attention-Deficit
Hyperactivity Disorder).

iii) Neurotechnology - eg: transcranial magnet
stimulation (TMS).

Iv) Genetic selection.

The key ethical issues here relate to equity o
opportunity to such means of enhancement (eg: cost)
the fairness of competition between enhancers and n
enhancers. Consequently, would non-enhancers feel ¢
into using cognitive enhancements?

1.10. GLOBAL HEALTH ETHI CS

"Global health ethics" refers to "ethical issu
related to health at the global level”, and involve
issues that "spatially affect the world" (eg: globa
pandemics), and those that can only be solved by
international collaboration (eg: global tobacco con
It also includes issues like global justice, health
inequalities, and a commitment to reduce "global wr
related to health” (Hunter and Dawson 2011).

Arras et al (2015b) pointed out that "reflecti
trend of globalisation more broadly, bioethics has
a global field as human health and the myriad facto
that influence it increasingly transcend national
borders" (p69). These factors include the transnati
threat of infectious diseases or bioterrorism, the
multi-country clinical trials, and the "global
enterprise” of the healthcare industry "as patients
wealthy nations seek cheaper care in less wealthy
countries seeking new ways of generating tourist re
Health care workers migrate for better-paid employm
often leaving significant gaps in the health system
of their home countries” (Arras et al 2015b p69).

The field of bioethics is often criticised bec
"it has focused largely on the problems of the weal
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and advantaged, and has devoted a shamefully small
of space to health needs, concerns, and challenges
resource-poor settings" (Arras et al 2015b).

Benatar et al (2011) outlined the values that
underpin global health ethics:

Respect for all human life;

Human rights, responsibilities, and needs;
Equity;

Freedom from and freedom to;

Solidarity;

Democracy.

Hunter and Dawson (2011) provided arguments fo
against global health ethics. The arguments for are
around global inequalities in health outcomes:

I) Beneficence - Talking generally, Singer (19
argued that those in developed countries have a
responsibility to help those in the developing coun
He proposed a principle of comparative moral impera
"If it is in our power to do or prevent something b
from happening, without thereby sacrificing anythin
comparable moral importance, we ought, morally, to
(quoted in Hunter and Dawson 2011).

i) Justice and harm - Pogge (1989) argued fro
point of negative duties (ie: do not harm). The "mo
quality of our lives" (ie: those in rich and powerf
countries), who have benefited from historical inju
(eg: colonial exploitation), is lowered if help is
given to the less powerful etc.

iif) Cosmopolitan justice - The Ancient Greek
philosopher Diogenes is reported to have said, "l a
citizen of the world". Put simply, moral judgments
obligations are "universal and impartial in nature”
(Hunter and Dawson 2011).

Arguments against global health ethics include

a) Obligations of charity are imperfect duties
Kant made the distinction between a "perfect duty”
can be fulfilled all the time (eg: telling the trut
and an "imperfect duty" that is binding sometimes (
acting charitably) (Hunter and Dawson 2011).

b) There are no obligations to the distant nee
Kamm (2000) argued that it is easier to assess the
of those nearby, and so "duties to aid decrease as
needy become further away from us" (Hunter and Daws
2011 p83).
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c) Libertarian argument - This argument is "ba
around the ideal of freedom and the notion of the
ownership of property. On this view, we only can ha
positive duties if we ourselves have caused harm. W
the suffering of others is unfortunate, it is not u
On this view, it would be good of us to intervene,
is not, and cannot be compulsory to give, for that
violate our property ownership rights" (Hunter and
2011 p84).

"If wealthy countries engage in a practice or
— or impose an institutional order — that foreseeab
makes the health of those in poorer countries worse
it would otherwise be, specifically, making it hard
than it would otherwise be to realise a human right
health or health care, then, Pogge (2005) argues, i
harming that population by creating this 'deficit’
human rights" (Daniels 2011 pp98-99). One example c
be the "brain drain" of health personnel from low-i
to high-income countries. For example, 60% of docto
trained in Ghana in the 1980s moved overseas, while
nearly half of doctors posts were unfilled in that
country in 2002 (Daniels 2011).

Another case is the practice of major pharmace
companies to spend more time, money, and effort on
products for wealthier markets, and to maintain the
monopoly control of intellectual property rights ov
certain drugs.

Buchanan and DeCamp (2011) pointed out: "Havin
reliable information about the nature and causes of
global health problems, the capacity to ameliorate
them, and a cosmopolitan ethical perspective that r
the need to ameliorate them as urgent is not suffic
however. It is also necessary to move from the judg
that these problems must be addressed to concrete
conclusions about who should do what to solve them.
this the Problem of Concrete Responsibilities” (p11
One response to this is "duty dumping" -ie: "to asc
obligations to individuals or institutions, holding
accountable for the adverse health effects of their
policies, without offering adequate justification f
particular obligations should be imposed in particu
individuals and institutions” (Buchanan and DeCamp
ppl119-120). "Duty dumping" is based on a "can impli
ought" principle (Buchanan and DeCamp 2011).

For example, pharmaceutical companies and the
production of anti-retroviral HIV/AIDS drugs at
affordable prices. "The claim here is not just that
would be a good thing for drug companies to do this
simply that they have a moral obligation to do some
to make their medicines more affordable to the wors
Instead, those who criticize these private corporat
often imply something much stronger: that the compa
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are acting wrongly if they do not do whatever it ta
make the drugs affordable to all who need them" (Bu
and DeCamp 2011 p120).

However, "duty dumping” can produce an evasion
responsibility - ie: "to focus exclusively or even
primarily on the supposed obligations of drug compa
is to divert attention from a whole range of
responsibilities for responding to the HIV/AIDS cri
(Buchanan and DeCamp 2011 p120).

It is important to "correctly identify” who is
reasonably responsible for health issues, and to
recognise "responsibility gaps" where no currently
existing organisation is responsible (Buchanan and
2011).

1.10.1. Limted Resource Allocation

"Many new and expensive health care technologi
have been developed over the last several decades.
However, few countries have universal coverage of e
basic health care. The health gap, meaning the diff
between the potential improvements in population he
that could be achieved with universal coverage of a
health technology that is currently available, and
more realistic health improvements that are actuall
affordable, gives rise to many difficult problems”
(Johansson 2015 p84).

Healthcare expenditure in low-income countries
average of 1/180th of that in high-income countries
(Johansson 2015).

The health gap can be narrowed by improving he
system efficiency, increasing health budgets, and/o
setting priorities (Johansson 2015). However, low-i
countries face issues with social determinants of h
the need for wider infrastructure expenditure (eg:
doctors are only useful if they have the roads on w
to travel to rural patients), and the "three-tiered
burden of disease” (communicable diseases, non-
communicable diseases, and injuries) (Johansson 201

How to distribute scarce resources fairly? Fou
approaches can be distinguished (Johansson 2015):

i) Greater-benefit principle - Help as many pe
as possible for the lowest cost.

Thus, "health maximisation™ is key (ie: "the
population and individuals should attain the greate
achievable health level at the lowest cost possible
Johansson 2015). But how to do that? One method is
effectiveness analysis (CEA), which ranks intervent
based on efficiency, and is done by, for example, t
World Health Organisation. CEA rankings have been
criticised generally (eg: ethics) and specifically
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methodology). One problem is the potential conflict
between population and individuals health. For exam
deworming children is an effective population healt
treatment (and more widely, improvement in school
results), but at an individual level, children die

other diseases (Johansson 2015).

i) Egalitarian principle - Distribute resourc
produce equality between individuals.

But "given differences in individual choices,
natural genetic profiles, health behaviour skills,
and available technology, it can be technically
impossible to equalise actual and potential health
attainments” (Johansson 2015 p91). Furthermore,
"egalitarianism appears to allow 'levelling down th
better off groups as means to narrow the gap betwee
groups... In health this would mean lowering the le
health for some members of the population to achiev
equality, which many find intuitively unacceptable"
(Johansson 2015 p91).

iii) Prioritarian principle - More resources t
those who need more.

One issue is how to establish who are the wors
"Are they the sickest patients, or the youngest, or
most disadvantaged?” (Johansson 2015).

iv) Sufficiency principle - Bring the worst of
to a certain threshold.

There is a problem of establishing what is an
appropriate threshold.

Because of the difficulties in priority settin
Daniels and Sahn (2002) proposed the "accountabilit
reasonableness" theory, which outlines four princip
for a fair health care priority setting process
(Johansson 2015):

* Publicity condition - A transparent process involvi
the public;

* Relevance condition - Relevant criteria for decisio
making should be used;

* Revisability and appeals condition - Decisions can
revised depending on new evidence;

* Enforcement and regulation condition - Mechanisms e
for the other three principles to be met.

1.10.2. Duty of Health Wrkers
In the USA there are around 2 doctors per 1000

population compared to 0.002 in Malawi, say (Eyal a
Hurst 2015). There are further differences in poore
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countries between remote, rural areas (and public
clinics) and cities (and the private sector). Do he
workers have a duty to work in “critically underser
areas"?

Eyal and Hurst (2015) explored the issues rela
this aspect of resource allocation in healthcare,
including:

1) Rich countries' responsibility - Market
competition encourages healthcare workers from poor
countries to move to richer ones. So, "even when ac
harm takes place, when it is the result of market
competition, commonsense morality often holds that
wrong was done. For example, market competitors are
wronging me by opening a nearby shop that drives mi
of business — although that actively harms me" (Eya
Hurst 2015 p116). Then there is the agency of the h
worker.

ii) Interventions at home - One possibility is
"Bhagwati" tax (eg: Bhagwati and Dellalfar 1973) on
migrant workers' foreign income imposed by the sour
country. Though there are practical problems with
enforcement and collection (Eyal and Hurst 2015).

The local medical school could be involved dur
training. "For example, is it morally permissible f
medical school faculty to let students understand t
they would greatly disappoint them unless they work
the underserved — which might be considered emotion
blackmail or an implicit threat to breach entitleme
future support? Is it permissible for schools
intentionally not to teach some essential aspects o
in rich countries precisely in order to delimit
graduates' ‘'marketability’ abroad...? Is it permiss
for schools to admit preferentially applicants who
relatively likely to choose later to work in unders
areas — say, residents of underserved rural areas..
applicants with sub-optimal academic performance —
are more likely to work in such areas than the
academically best...? Is it permissible for schools
offer applicants scholarships conditional on a very
commitment to later rural service..." (Eyal and Hur
2015 pp117-118).

i) Compensation paid by destination countri
There are practical problems related to who should
(the government, say), who should receive it, and h
much to pay.

iv) Moral duty on health workers to work in
underserved areas:

a) Assistance - eg: from a utilitarian standpo
helping the underserved helps more people with fini
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resources; versus: "Work in medically underserved a
will often limit physicians' life choices, comfort,
professional development options, safety, and acces
quality health care and education, for themselves a
their families" (Eyal and Hurst 2015 p121).

b) Reciprocity - A special duty to work in
underserved areas as a "repayment” for an elite edu
in a country with generally poor educational levels
"if social responsibility is merely a matter of pay
off debts incurred by individuals, those receiving
private training are morally off the hook to their
communities" (Eyal and Hurst 2015 p121).

c) A professional obligation - Certain profess
like firefighters, involve a professional obligatio
put themselves at risk. But, for doctors, treating
infectious patients is different to working in an
underserved areas. "We can therefore accept that du
to treat one's patients are very stringent while de
that the duty to make them into one’s patients is
remotely as stringent” (Eyal and Hurst 2015 p122).

d) Coercing doctors to work in underserved are
"For example, forcing health workers to work in spe
underserved areas for life would surely be wrong; i
it would constitute outright enslavement. It would
grossly violate any freedoms of movement and occupa
of these workers, exposing them to exploitation and
arbitrary power in their workplaces. It would defea
virtually any personal project that these health wo
might have formed earlier in life, and would probab
alienate them both from the health care system and
own identities, further decreasing already low work
morale" (Eyal and Hurst 2015 p125).

1.10.3. Medical Tourism

Medical tourism (MT) involves the travel of pa
to another country for treatment, and, for example,
million US patients travelled abroad for treatment
2010 (Cohen 2015).

MT can be categorised in two ways (Cohen 2015)

a) Patients - uninsured (ie: pay for themselve
insurer-prompted/funded; government-prompted/funded

b) Legality - illegal services in both home an

destination countries (eg: organ purchase);
“circumvention tourism” (illegal services in home
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country) (eg: fertility services) 3: legal services in
both countries but cheaper abroad.

Concentrating on the latter, Cohen (2015) outl ined
some of the issues, including:

1) Quality - "Poor quality of care may harm no t only
tourist patients — the patient protective concern — but
it may also lead to substantial externalities. Nume rous
authors have worried about the propensity for medic al
tourists to bring back anti-biotic superbugs... Mor eover,
poorly performed surgeries will often require costl y and
extensive follow-up care, which in universal health care
systems will be paid for by fellow taxpayers and ev enin
the U.S. will indirectly increase costs through
uncompensated care pools for the uninsured" (Cohen 2015
pl102).

ii) Liability - Who is responsible if there is
medical error or malpractice, particularly, say, if the
MT is insurer-prompted?

i) Effect on health care access in destinati on
country - "Even as medical tourism may be a boon fo r home
country patients, it threatens to make things worse for
the poor in the destination country. From their
perspective, medical tourism presents a host of cru el
ironies. Vast medico-industrial complexes replete w ith
the newest technologies provide wealthy medical tou rists
hip replacements and facelifts, while large swaths of the
population die from malaria, AIDS, and a lack of cl ean
water" (Cohen 2015 p103).

iv) Obligations of follow-up - Who is responsi ble
for this?

1.10.4. One Health

Many of the newly emerging human infectious di seases
originate in animals. "One Health" is a response th at
"aims to drive improvements in human, animal and
ecological health through an holistic approach”

(Cunningham et al 2017 p1).

Cunningham et al (2017) noted that this "integ rated,
holistic, all-encompassing approach has much theore tical
and policy appeal. But how can it work in practice? What
are its weaknesses? What are the approaches, method S,

% A key issue here is how far can the home couwttgnd its prohibitions to its citizens abroad
(known as "prescriptive jurisdiction"). Another igsis how to balance patient autonomy/choice (to
seek such services) with patient protection (ie:ahthorities define the services as illegal fozason)
(Cohen 2015).
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organisational and policy arrangements that will ma
One Health approach work in a changing world,
particularly in Africa and other resource-limited r
where research and response capacities are limited?
can a One Health approach address, rather than
exacerbate, issues of poverty and marginalisation i
settings where structural inequalities and deep
vulnerabilities make exposure to disease a recurren
feature of daily life?" (p2).

Cunningham et al (2017) outlined four key them
related to One Health, particularly in Africa:

i) The complex interactions linking ecosystems
diseases and poverty - eg: changing land use in Ken
consequently changes in mosquito populations that ¢
Rift Valley fever has led to different groups being
affected (Leach et al 2017).

"Protecting ecosystems and biodiversity, there
can contribute towards protecting human health. Cer
wildlife species are a major focus for disease emer
with bats in particular being significant reservoir
novel, untreatable and often-fatal zoonoses. Bats a
also keystone species for ecosystem function throug
insectivory, fruit-tree pollination and seed disper
Biodiversity, therefore, is an ecosystem service th
the regulation of disease dynamics and emergence.
Ecosystem drivers are key to this, with land use an
other environmental change, as well as changing pat
of wildlife trade and consumption, being important
for policy intervention" (Cunningham et al 2017 p3)

i) Social and political dimensions - eg: more
culturally informed approaches to interventions, bu
an awareness of globalisation. "Some traditional
behaviours, such as bat hunting, which might facili
spillover, may have been relatively safe in the pas
now might present unacceptable risks. A local spill
event now has a greater chance of resulting in
international consequences, even if that occurrence
low probability. When considering One Health, we ne
take account of a fast-changing world" (Cunningham
2017 p4).

lii) The use of modelling to understand the wo
and to predict the future.

iv) How to ensure that One Health genuinely be
the most affected populations? For example, Cunning
al (2017) suggested: "Asking 'whose world?' and ‘wh
health?' policy is aimed at focuses attention on ge
dynamics and wider social inequalities, as well as
cultural and social dimensions of disease response
health-seeking behaviours" (p5).
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1.10.5. dimte Change

The "Lancet Countdown" is a project to track t
changes in health as a consequence of climate chang
began in 2009 (Watts et al 2017a).

Three main areas of impact highlighted include

1) Climate hazards - eg: an excess of over 100
deaths from the 2010 heatwave in Russia (Revitch an
Shaposhaikov 2012).

An increase in weather-related disasters pery
between 2007 and 2016, where such a disaster is def
as ten or more people killed, 100 or more people
affected, and/or a state of emergency declared (Wat
al 2017b).

i) Interventions to minimise the health impac
climate change.

iii) Health benefits of climate change mitigat
eg: reduced air pollution from clean energy alterna
to coal.

Watts et al (2017b) emphasised that "impacts o
climate change are disproportionately affecting the
health of vulnerable populations and people in low-
and middle-income countries (LMICs). By undermining
social and environmental determinants that underpin
health, climate change exacerbates social, economic
demographic inequalities, with the impacts eventual
felt by all populations” (p1).

Human health is affected by climate change thr
three pathways (Watts et al 2017b):

a) Direct - eg: increased temperature. In 2015
was estimated that 175 million additional people we
exposed to heatwaves, which are defined as "more th
three days during which the temperature is greater
the 99th percentile of the historical mimima" (Watt
al 2017b). High night-time temperatures are an issu
individuals are unable to recuperate from the hot d

Labour capacity is declining because of the pr
of working outdoors in higher temperatures (Watts e
2017b).

b) Eco-system mediated - eg: changes in vector
diseases, like malaria.

The annual number of cases of dengue fever hav
doubled every decade since 1990 (Watts et al 2017b)

¢) Human institution-mediated - eg: hunger fro

failure (every 1°C increase reduces wheat productio
6%; Watts et al 2017Db).
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Powers (2015) highlighted two climate change-r
responsibilities - mitigation (ie: to slow the
accumulation of greenhouse gases), and adaptation (
modifying human behaviour to avoid the harmful
consequences of climate change).

The moral responsibility to act is based in hu
rights - ie: rights "that persons have in virtue of
humanity, and not because of the nation or state in
which they were born or any actions that they have
performed” (Caney 2010 quoted in Powers 2015). The
that will come from climate change will violate the
rights. This is the "cosmopolitan conception of hum
rights”, and "it grounds universal duties with resp
health, life, and subsistence in the vital needs of
others. The basis upon which the specific moral
responsibility for addressing climate change is ass
is not tied to history, or to any active harming of
interests of others, but to the ability to pay" (Po
2015 p141).

Continuing on: "Climate change duties, then, o
cosmopolitan account, do not differ in their ration
from duties that would arise if an asteroid were hu
toward a vulnerable country. The existence of profo
human need and the ability of others to meet it are
jointly sufficient to trigger duties that correspon
human rights claims" (Powers 2015 p141).

1.11. MENTAL HEALTH AND FEM NI ST ETHI CS

Thomas and Longden (2013) noted that "a tensio
exists between understanding madness through its so
cultural and interpersonal contexts, and current
scientific accounts of madness and the technologica
interventions derived from this" (p119). In other w
a difference between the views of sufferers and ser
users, and psychiatrists and mental health professi

A technological paradigm (or biomedical model)
mental health problems as derived from "disordered
mechanism", which are independent of social
circumstances, and need to be treated by "intervent
based in the technological paradigm" (eg: drugs) (T
and Longden 2013). More recently, the traumagenic
neurodevelopmental model (Reed et al 2001) proposed
trauma on the developing brain is the basis of psyc
This is a variation on the technological paradigm t
accepts the role of the environment.

Thomas and Longden (2013) argued for a feminis
based approach to mental health that prioritises
narrative. "Just as the self can be undone and
dehumanised by brutality and isolation, it can be r
and remade through solidarity and connection with o
through narrative" (Thomas and Longden 2013 p122).
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As an example, Brison (2002) described her
experience of a near-fatal sexual assault. "The
communicative act of bearing witness to traumatic e
not only transforms traumatic memories into narrati
that can... be integrated into the survivor's sense
self and view of the world, but it also reintegrate
survivor into a community, re-establishing bonds of
and faith in others" (Brison 2002 quoted in Thomas
Longden 2013). This deals with "two aspects of narr
that are pertinent to recovery in madness, and whic
implicit in our argument: narrative's reconstructiv
function, and its role in the moral struggle for ju
through social networks, what Herman [1992] charact
as 'the restorative power of truth-telling'... and
[2011] as 'an internal process of truth and
reconciliation'..." (Thomas and Longden 2013 p123).

Feminist thinkers have challenged the emphasis
logic, reason, and abstract principles and rules (w
Noddings (1986) called the "language of the father"
Gilligan (1982), for example, talks of an "injuncti
care' as a moral responsibility, manifest as a
responsibility to bear witness to, and attempt to
alleviate the 'real and recognisable trouble’ of th
world" (Thomas and Longden 2013 pp120-121).

Thomas and Longden (2013) outlined four princi
from feminist theory:

1) Concern with contexts rather than universal
general principles;

i) "Embodied practice” - a concern with physi
sensation and emotions as experienced in embodiment
rather than feelingless/emotionless logic;

iii) Caring as a "fundamental existential feat
human life" (Thomas and Longden 2013);

Iv) The relational nature of care between the
caring" and the "cared-for" (Noddings 2002).

The "Movement for Global Mental Health" (MGMH)
highlighted the disproportionate burden of mental i
health globally experienced by women (particularly
ones) (eg: depression twice as likely as for men)
(Burgess 2016).

"However, behind the proliferating evidence
advocating the best response to women's mental heal
needs in low and middle income settings, sits the
uncomfortable history of the field of psychiatry's

37 Seehttp://www.globalmentalhealth.org
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engagement with women" (Burgess 2016 p80) % For example,

the "hysterical woman" of the early 20th century wa
loud, lewd, and with an interest in sex, which was
opposite of the "normal woman" (Burgess 2016). This
with the medicalisation of women's lives (eg: pregn
menopause), which "links problems to individuals ra
than environments, obscuring attention to contexts
drive distress" (Burgess 2016). Ultimately, women a
positioned as "the objects of the medical gaze, rat
than subjects and partners within services" (Burges
2016).

Speed (2006) noted that mental health service
in Ireland who perceived themselves as "patients” w
less active in doctor-patient encounters than indiv
who aligned with "survivor" discourses.

Burgess's (2016) content analysis of six studi
linked to the MGMH found that "a silencing of women
voices that occurs through the use of methods of da
collection, engagement with women that reduces the
complexity of their social realities to biomedical
conditions, and the problematic positioning of wome
objects of treatment rather than autonomous subject

For example, one of the studies (Pereira et al
involved interviews with 28 women with depression i
India. One interviewee said: "All my tensions state
only, when | started having only girls and when the
daughter was born, | was thinking what to do with a
girls? How will | manage?" (quoted in Burgess 2016)
authors of the study commented that the "narratives
have elicited display that somatic complaints are ¢
to the conceptualisation of depressive disorders"
(Pereira et al 2007 quoted in Burgess 2016). Burges
92016) argued that this comment ignored the social
situation where sons are highly valued, and the "au
effectively re-interpret their subjects through the
of the expert. In doing so, the use of context rich
methods with women by the MGMH does not achieve the
desired hope of illuminating the subject, her exper
of her world and how this establishes distress. Ins
individual bodies and minds experiencing psychologi
distress are reworked as the focal point. In light
these practices, what choices are available to wome
want to tackle problematic worlds?" (p94).

Burgess (2016) concluded: "In contrast to earl
accounts of silencing in line with societal norms a
women's inferiority to men, silencing in this insta
occurs through the distance of women’s accounts fro
existing evidence and expertise. As such, within th
patient-practitioner dialogue, women's accounts are
overridden by the expertise of the practitioner, wh

3 Millett (1970), for example, saw psychiatry asagent of patriarchy.
Psychology Miscellany No. 103; January 2018;SNS1754-2200; Kevin Brewer

S
the
goes
ancy,
ther
that
re
her
S

users
ere
iduals

es
'S
ta

nas
s".
2007)
n

d then
third

Il the

. The
we
entral

S
thors

voice

ience
tead,
cal

n who

53



seeks to provide help within their own framework of
understanding of the problem” (p100).

2. PSYCHOLOGY OF MORALITY

Using ecological momentary assessment, where
individuals report what they are doing at times

contacted, Hofmann et al (2004) found that nearly o ne-
third of reports involved moral judgments and behav iour,
either "being involved in the act either as an agen tora
target, witnessing it, or learning about it from ot hers"
(Wojciszke et al 2015 p50).

Talking about unethical behaviour % Irlenbusch and
Villeval (2015) commented that "even when there is no

risk of detection and no sanction there is a huge
heterogeneity in the individuals' decision to act

dishonestly” (p87). Gibson et al (2013) proposed a type-
based explanation, which distinguished individuals as
"consequentialists (who care only about outcomes) a nd
non-consequentialists (who — irrespective of the

consequences — feel resistance to engage in actions that
would violate moral values, for example who feel a pure

lying aversion” (Irlenbusch and Villeval 2015 p88).

This idea challenges the traditional "economic "

model, originally proposed by in relation to crime by
Becker (1968), which sees individuals as rational

decision-makers who weight up benefits and risks/co sts
before acting. Another challenge to the "economic" model

is "incomplete dishonesty" (or partial cheating)
(Irlenbusch and Villeval 2015).

Given the opportunity to lie about numbers of dice
rolls, the majority of individuals cheat on some
occasions only in order to win, while a small numbe r of
individuals never cheat and a small number cheat ev ery
time (Fischbacher and Follmi-Hewsi 2013). Maintaini ng a
self-concept of honesty is important, including sel f-
justifications for cheating (eg: others would lie i n this
situation), and individuals engage in "moral balanc ing"
(ie: behaving generously after cheating) (Irlenbusc h and
Villeval 2015).

However, this does not stop individuals exploi ting
information asymmetry (ie: one person knows more th an

another)  “°. Balafoutas et al (2013) (appendix K) showed
this in a field experiment on taxi rides. Where the

39 This can be defined as "acts that have harmfettf on others and are 'either illegal or immgrall
unacceptable to the larger community' [Jones 19@iio 2015 p107).

0 Darby and Karni (1973) referred to "credence gdathere consumers are unable to know the
quality of goods provided by sellers.
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passenger presented themselves as unfamiliar with t he

area, there were longer detours of journey than whe n the
passenger claimed to be a local inhabitant.

While in sharing games and information asymmet ry,
there is a difference between explicit deception (m aking
untruthful statements) and implicit deception (not
revealing certain information), with the former lin ked to

greater deception (Irlenbusch and Villeval 2015).

There have been a number of studies on unethic al
behaviour in business in recent years, and the main
findings include (Irlenbusch and Villeval 2015):

* A moral appeal for honesty is more effective than a
legal reminder;

¢ Market interactions can "erode moral values";

* Priming professional identity influences moral
behaviour depending on the culture of the organisat ion.

Pierce and Balasubramanian (2015) summarised r ecent
examples of work on dishonesty in "natural settings "
under the following headings:

a) Social processes - These "selectively incre ase
honesty".
Example of research: Field experiment. Azar et al ( 2013)
manipulated the excessive change given in Israel
restaurants, and found little difference in returni ng it
by an individual alone or in a group, but regular p atrons

were more honest than one-off customers 4l

b) Fairness, equity and social comparison -
Perceived unfairness and inequity compared to other S can
lead to more unethical behaviour.

Example of research: Field experiment. Greenberg (1 990)
found increased employee theft after a 15% pay decr ease
in two or three factories.

c) Moral reminders - These often increase hone sty in
disclosures.

*1 In a restaurant in a city in Israel between Maaol September 2011, the researchers arranged for
192 customers who paid in cash to receive excesbizrge of either 10 or 40 shekels ($10 US
dollars). One-third of the customers returned tkeessive change overall, with half of those recgjvi
the forty shekels extra doing so (compared to 15%eten shekels group). The researchers admitted
that "it is hard to know from this result if it hagns because those who received 40 extra shekels
wanted more to be honest, or because those whivedck0 extra shekels often did not notice it" (Aza
et al 2013 p225).
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Example of research: Field experiment. Shu et al (2
varied the position for customers' signatures on
insurance forms, and signatures at the top of the p
(compared to the bottom) produced disclosures of mo
mileage on car insurance documents.

d) Culture - This influences dishonest behavio

Example of research: Correlational study. Fisman an
Miguel (2007) correlated the level of national corr
with unpaid parking tickets by diplomats at the Uni
Nations in Manhattan between 1997 and 2005

e) Professionalism - Public expectations of ho
by a certain profession is important.

f) Incentives and control - External incentive
important, but "psychological mechanisms may make
monitoring counter-productive in reducing dishonest
(Pierce and Balasubramanian 2015 p71).

Example of research: Field experiment. Bernstein (2
and factory productivity monitoring.

Wiltermuth et al (2015) stated: "Although peop
in as many as a fifth of their interactions, most o
their statements are true. People default to honest
many reasons: honesty can make life less cognitivel
depleting, it can lower the risk of social sanction
it can allow people to see themselves as morally
virtuous" (p20). So, there are obvious negative
consequences to lying, but Wiltermuth et al (2015)
also non-obvious negative (and positive) consequenc

They distinguished between "pro-social” or
"altruistic" lies to spare another's feelings, say,
"anti-social” lies to deceive another person. "Tell
pro-social lies may therefore send a useful signal
to the self and to other people that the deceiver c
about acting benevolently and compassionately. In
contrast, anti-social lies may degrade perceptions
liar's intentions towards others and his or her gen
trustworthiness" (Wiltermuth et al 2015 p20).

Iniguez et al (2014), for instance, found that
social liars had larger, more integrated, social
networks, and anti-social liars had smaller, fragme
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2 Gachter and Schulz (2016) found that nationaiugion levels shaped the citizens' personal moral
behaviour. The researchers developed a measusgiohal corruption (prevalence of rule violations;
PRV) based on political fraud, tax evasion, andgley corruption (eg: bribes). This was applied to
23 countries, from which 2500 participants rollédedo gain a sum of money (but only the roller saw
the result). Individuals from high PRV countrieg:(&eorgia, Kenya) claimed more wins than

individuals from low PRV countries (eg: Sweden, UK)akin 2017).
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networks. But pro-social lies are not always positi
they may "reduce people's abilities to make accurat
forecasts of their likelihood of success. If a pote
entrepreneur contemplates starting a business and
solicits advice from social contacts, those social
contacts may decide out of kindness to express more
enthusiasm about the idea than they really feel. If
their advice may bias the entrepreneur to be more |
to start the business than they otherwise would"
(Wiltermuth et al 2015 p21).

Wiltermuth et al (2015) argued that anti-socia
for material gain can set the norm that self-intere
over honesty is an acceptable way to behave, and
increases the likelihood that others will behave
unethically.

On the positive side, Gino and Wiltermuth (201
showed in five experiments that lying/cheating can
to greater creativity than honesty (appendix L). "W
people behave dishonestly they break out of a rule-
following mind-set. Doing so leaves them better abl
break rules within a domain to create new connectio
between previously unrelated cognitive elements, an
ultimately construct more creative ideas" (Wiltermu
al 2015 p22).

The trolley problem is a commonly used test of
judgment. There is a runaway trolleybus (train/tram
which will kill five people on the line unless a le
pulled which diverts the trolley to another line th
kills one person. The majority of listeners recomme
pulling the lower (ie: kill one person instead of f
a utilitarian choice). In another version of the di
the trolley is speeding towards five people, but ca
stopped by pushing a large man off a bridge in fron
the vehicle. The equation is still kill one person
save five, but most listeners choose not to push th
individual off the bridge (a deontological choice -
it is wrong to kill even for the greater good) (Woj
et al 2015).

Shenhav and Greene (2014) explained this behav
with a double-process model. Deontological judgment
fast and automatic decisions based on emotions (ie:
feels right - intuition), while utilitarian-based
decisions are slower cognitive processes (ie: more
rational). "Deontological judgments become more fre
when people are under time pressure or lack working
memory capacity, when they empathise with victims o
imagine their harms vividly. Utilitarian judgments
more frequent when people have less contact with th
victims, prefer a deliberate thinking style or have
primed with the rational mode of judgments” (Wojcis
al 2015 p50).
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Graham et al (2013) added three other factors
moral decision-making - group loyalty, authority, a
purity/sanctity. Personal or egocentric biases (ie:
interest) are also involved (Wojciszke et al 2015).

However, Haidt (2001) argued that moral thinki
a rationalisation of gut feeling responses after th
event.

"Although philosophers (and some psychologists
the question 'is this act right or wrong?' most lay
persons (and other psychologists) may be more inter
in another question 'is this person good or bad?"
(Wojciszke et al 2015 p51). Thus, individuals are "
virtue theorists who judge not only acts but also m
characters of their perpetrators" (Wojciszke et al
p52).

2.1. DI SHONESTY OF HONEST PEOPLE

Gino (2015) introduced a dilemma: "Cheating,
deception, organisational misconduct, and many othe
forms of unethical behaviour are among the greatest
challenges in today's society. As regularly highlig
by the media, extreme cases and costly scams are co
Yet, even more frequent and pervasive are cases of
‘ordinary’ unethical behaviour — unethical actions
committed by people who value and care about morali
behave unethically when faced with an opportunity t
cheat” (p107). In other words, "good people” doing
things" (eg: cheating on taxes; deceiving in person
relationships; lying; employee theft 43,

Gino (2015) noted two streams of research, whi
while being different, do share two assumptions - "
first one is that morality is dynamic and malleable
rather than being a stable trait that characterises
individuals. That is, individuals do not behave
consistently across different situations, even when
strongly value morality or when they see being an e
person as central to their self-concept. The second
assumption is that most of the unethical behaviour
observe in society is the result of the actions of
numerous individuals who, although they value moral
and want to be seen as ethical people, regularly fa
resist the temptation to act dishonestly or even fa
recognise that there is a moral issue at stake in t
decision they are making" (Gino 2015 pp107-108) (ap
M).

3 Employee theft is estimated at $52 billion pearyi@ the USA; Gino 2015).
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1) Intentional unethical behaviour - Individua
commit unethical behaviour because of social and
situational factors, and they are fairly aware that
wrong.

The classic examples in psychology of this beh
are Milgram's (1974) experiments on obedience to
authority, and the Stanford Prison Simulation (Hane
al 1973).

More recently, Mazar et al (2008) have used a
paradigm where individuals can cheat to win or gain
reward (usually by lying about their performance on
apparently unobserved task) 4 The main finding is that
"people lie when it pays, but only to the extent th
they can do so without violating their perception o
themselves as an honest person” (Gino 2015 p109).

Subsequent work has shown that individuals beh
more unethically when there is greater opportunity
justify their behaviour, and they are influenced by
explicit and implicit norms of the situation (eg: a
of rubbish on the ground and littering behaviour) (
2015). Gino and Galinsky (2012), for example, found
sharing a birthday with a cheater encourages cheati
(appendix N). "This is because people perceive
guestionable behaviours exhibited by in-group membe
people similar to them to be more acceptable than t
exhibited by out-group members or people they view
dissimilar" (Gino 2015 p109).

Intentional harm is viewed as worse than accid
harm (Cushman 2015)
works in practice: "judgments of moral character de
mostly upon a person's desires, pro-social or anti-
social. Judgments of moral wrongness depend upon a
person's actions and the beliefs and desires that c
those actions. Finally, judgments of punishment bla
depend not only on actions and mental states, but a
the outcomes caused by their actions” (p99). So, th
a "dissociation between the moral judgments of a pe
character and those of their actions" (Cushman 2015

In relation to the former, this is important i
to trust in social interactions, known as "partner
choice”, while the judgment of actions (and the
consequent punishment appropriate) is "partner cont
(Cushman 2015).

Graham (2011) used the term "moral foundations
distinguishing different types of moral violations.

45 Cushman (2015) summed up how this
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* Mazar et al (2008) noted that individuals "behdighonestly enough to profit, but honestly enough
to delude themselves of their own integrity. Alditbit of dishonesty gives a taste of profit withou
spoiling a positive self-view" (p633). This "banflazceptable dishonesty" involves the psychological
mechanisms of categorisation malleability (eg:ifidity about the category of "honest behaviours"),

and inattention to moral standards.
%> Baez et al (2017) reported an exception in aystiiderrorists (appendix O).
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example, the "harm" foundation relates to assessing
unjustified suffering was caused to another individ
while the "purity” foundation covers moral violatio
that corrupt the sacred. Cushman (2015) observed:
research shows that harm and purity violations are
identified based on different features of intention
action. Specifically, harm violations are identifie

by harmful intent than purity violations are by imp
intent. For example, people tend to judge that you
not acted wrongly if you accidentally serve a perso
dish with an ingredient that they are severely alle
to. However, they tend to judge that you have acted
wrongly if you accidentally sleep with a person you
not know was your long-lost sister. Harm somebody
accidentally and you are mostly off the hook; defil
yourself accidentally, and you are very much on it"

(p99).

i) Unintentional unethical behaviour (or "bou
ethical"; Banaji et al 2003) - This is "people's te
to engage in unethical action without even knowing
they are doing so" (Gino 2015 p107) (eg: overclaimi
credit for group work; implicit discrimination; fav
ingroup members). Sezer et al (2015) pointed out th
individuals "do not always recognise the ethical
dimensions of their decisions because they are subj
systematic and predictable ethical blind spots” (p7

Sezer et al (2015) outlined three sources of
“"ethical blind spots™:

a) Implicit biases (table 3) - "For example,
individuals may not deliberately discriminate again
others, but when they offer preferential treatment
those they like or know personally, the outcome may
unconscious discrimination against those who lack s
ties" (Sezer et al 2015 p77).

But, at the same time, individuals maintain an
"illusion of objectivity" (Chugh et al 2005) (ie: t
they are more objective than others) (Sezer et al 2

There is also the "slippery slope effect" (Gin
Bazerman 2009) where misconduct that happens gradua
noticed less than if it is sudden.

b) Temporal lens - When making decisions about
future, individuals assume that they will behave as
ought and base current ethical decisions on that
assumption. These "forecasting errors" emerge from
tension between the "want self" (immediate gratific
46 and the "should self* (ethical side) (Bazerman et
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“ |t is believed that children are more interestesnmediate gratification today, but this is not

necessarily so (appendix P).
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¢ Greenwald and Banaji (1995) highlighted the importa
"implicit social cognition”, particularly seen in "

(IB) #’. Banaiji et al (2015) summarised the key points abo

from subsequent research - it "(a) is pervasive, (b
dissociated from conscious intent and values, (c) r
preferences for one’s own group or dominant groups
(d) influences behaviour" (p184).

e But how to attribute responsibility when there is |
recently addressed in "Implicit Bias and Philosophy
and Saul 2016). The general conclusions were that "
harm due to implicit bias may be unintended, respon
remedying the harm lies firmly with the agent. The
support this position range from comparisons to oth
of negligence, the distinction between guilt (not n
reparations (necessary), to the conjecture that as
implicit bias has become both scientifically clear
available in the public domain, it is one's respons
aware of it and act on it" (Banaji et al 2015 p184)

Table 3 - Implicit bias 8,

1998). "Before making a decision, people predict th
will behave in accordance with their 'should self’,
choice that supports their moral self-view. However
it is time to make a decision, the ‘want self' beco
dominant: the immediate gains from the unethical ac
become much more salient in the present, while the
ethical implications fade away" (Sezer et al 2015 p
After the unethical decisions comes "psycholog
cleansing” (Shu et al 2011), where individuals adap
their views to fit their behaviour. For example, af
cheating, individuals report that cheating is more
acceptable than individuals who did not cheat.

c) Failure to notice others' unethical behavio
This is particularly so if the individual benefits
the unethical behaviour (Sezer et al 2015).

Though goal-setting (ie: an expected performan
can be positively motivating, recent research sugge
that it may also lead to unethical behaviour (Ordon
Welsh 2015).

For example, Moore et al (2014 quoted in Ordon
Welsh 2015) found that students overstated their
performance on an anagram-solving task when set
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" Greenwald and Banaji (1995) defined implicittatlies as "introspectively unidentified (or

inaccurately identified) traces of past experietheg mediate favourable or unfavourable feelings,
thoughts, or action toward social objects" (quateBrunel et al 2004).

8 The Implicit Association Test (IAT) (Greenwaldat1998) was developed because individuals are
"sometimes unable or unwilling to reveal their apiis” (Brunel et al 2004). There are issues aliwaut t
validity and reliability of the IAT. In the formerase, whether the IAT correlates with explicit meas

of attitudes. For example, in a study of computands (Windows and Mac), Brunel et al (2004) found
a significant correlation between explicit and imoplattitudes (r = +0.50).
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challenging goals as opposed to no targets.

"The presence of goals has been shown to creat
threat of failure and stress... Goals can lead to m
risk taking, reduce co-operation and increase decep
and escalation of commitment to failing projects th
lead to concealing negative outcome information™” (O
and Welsh 2015 p93).

Focus on the goals directs attention away from
"ethical recognition" (awareness of the ethics of
behaviour), and increases moral disengagement (eg:
rationalisation of unethical behaviour to achieve g
(Barsky 2008).

In terms of organisations, "Jensen [2003] warn
that the use of all-or-nothing goals, in which a re
is given only if the goal is met, would increase ly
and cheating more than rewarding performance using
linear compensation system. Managers who are close
attaining the target may go to great lengths to ach
it, often through questionable tactics such as real
sales revenues early or hiding expenses, and are re
for doing so even though the company as a whole may
worse off* (Ordonez and Welsh 2015 p94).

Heath et al (1999) described individuals seeki
goal as in the "domain of losses" until the goal is
reached ("domain of goals"). The Prospect Theory
(Kahneman and Tversky 1979) predicts that individua
the domain of losses make riskier decisions than in
domain of gains. Cheating is an example of a risky
behaviour (Ordonez and Welsh 2015).

2.2. FOCUS ON SELF

Tenbrunsel and Chugh (2015) distinguished two
in recent research on "behavioural ethics" (psychol
morality) - (i) focus on the self, and (ii) the
difference between intentional and unintentional
unethical behaviour.

In the first case, "our ethical behaviour is ¢
tied to how we view ourselves: how we view ourselve
shapes our ethical behaviour and our ethical behavi
shapes how we view ourselves" (Tenbrunsel and Chugh
p205). Shu and Effron (2015) put it this way: "not
everyone needs to feel like a saint; they just want
avoid feeling like a sinner" (quoted in Tenbrunsel
Chugh 2015). So, the self is central to ethical dec
making and behaviour.

An element of this is "self-threat", which is
"anything that makes it difficult to retain a posit
self-view" (Tenbrunsel and Chugh 2015). Cheating is
usually a self-threat, except in a situation of fin
deprivation as "behaviour that would have once been
self-threat becomes acceptable, allowing one's self
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to remain intact" (Tenbrunsel and Chugh 2015 p205) 49

However, "others can make us more moral” (Tenb runsel
and Chugh 2015). For example, "moral identification "
("belongingness with an organisation that has ethic al
traits"; Tenbrunsel and Chugh 2015) is associated w ith
less unethical behaviour (May et al 2015) 0 There is
also "duty orientation” - the "individual's volitio n
orientation to loyally serve and faithfully support other
members of the group, to strive and sacrifice to
accomplish the tasks and missions of the group and to

honour its codes and principles" (Hannah et al 2014
guoted in Tenbrunsel and Chugh 2015).

Putting these ideas together, "behaviour is be st
understood by Homo duplex [Kluver et al 2014], whic h
emphasises that individuals live at two levels, one
focusing on the emotions and goals of the individua | and
the other, higher level, focusing on emotions and g oals
that connect individuals to groups” (Tenbrunsel and Chugh
2015 p207).

Concerning intentional and unintentional uneth ical
behaviour, Pascual et al (2013) reviewed neuroscien tific
studies of rational and intuitive cognitive measure s, and
concluded that "morality is supported not by a sing le
brain circuitry or structure, but by several circui ts
overlapping with other complex processes" (quoted i n

Tenbrunsel and Chugh 2015).

2.3. ETH CAL DI SSONANCE AND SELF- DECEPTI ON

The inconsistency between the moral self-image and
unethical behaviour produces "ethical dissonance”, which
Barkan et al (2015) divided into two types - antici pated
(before the wrongdoing as the individual thinks abo ut it)
and experienced (after the wrongdoing).

Barkan et al (2015) listed justifications used to
cope with anticipated ethical dissonance (pre-viola tion
justifications), including:

a) "Cash substitutions" - Taking money is stea ling,
but taking goods is less clear-cut. For example, Ar iely
(2012) left cans of cola in a communal refrigerator in
student housing or the equivalent amount of money. The
former disappeared within 72 hours, but not the lat ter.

9 "Low wages themselves are not enough to promisteodesty but rather it is only when the higher
wages of others is made salient that cheating s¢¢lienbrunsel and Chugh 2015 p207).

% This links with the idea of the "bad barrel" aposed to the "bad apple"” (ie: the situation as th
cause of unethical behaviour (Tenbrunsel and C2045).
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b) "Shuffling and stretching the truth" - Repo
"sorta" truth is ambiguous compared to direct lying
example, participants were asked about the presenta
of the mileage of 60 000 on a used car which was ac
over 70 000, or presented as between 60-90 000 mile
Only the former was perceived as a lie (Schweitzer
2002).

c) "Self-serving altruism" (or "Robin Hood log
Unethical behaviour that benefits another person ca
justified as ethical. Participants have been found
more about their performance on a task if they and
another person benefit more than alone (Barkan et a
2015).

d) "Moral self-licensing" (appendix Q) - Past
deeds earn "moral credit" for future wrongdoing. Fo
example, individuals who have purchased environment
friendly products in the past are more likely to li
later than non-purchasers (Mazar and Zhong 2010).

Barkan et al (2015) outlined justifications fo
reducing experienced ethical dissonance (post-viola
justification), including:

i) "Cleansing" - eg: self-punish or self-infli
pain.

i) "Confession" - ie: admitting to the wrongd
But recent studies have suggested that "people some
engage in partial confession, where they admit some
wrongdoing to restore their sense of morality but h
the full extent of their actions to avoid embarrass
and shame" (Barkan et al 2015 p158).

iii) "Distancing” - An individual presents
themselves as moral by criticising the unethical
behaviour of others.

Self-deception plays a role in unethical behav
It is "presumed to arise from a motivated desire to
the self and the world in ways that favour the self
(Chance and Norton 2015 p104). But self-deception a
concept is disputed. Chance and Norton (2015)
distinguished three broad categories of definition:

1) A motivated false belief based on selective
attention, biased information processing, or forget
(ie: "positive illusion").

i) A motivated false belief despite disconfir
evidence, which is ignored or discounted.

iii) A "motivated and conscious false belief h
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simultaneously with a conflicting unconscious true
belief* (Chance and Norton 2015 p104).

Chance and Norton (2015) outlined three ways t
self-deception may be an adaptive strategy:

a) Deceiving the self to deceive others - "Sel
deception may have evolved as an adaptive strategy
deceiving others without being discovered. In this
context, self-deception can prevent the liar from
emitting nonverbal cues of guilt, minimise the cogn
load associated with lying, and reduce retribution
pleas of ignorance" (Chance and Norton 2015 p104).

This is quite difficult to study experimentall
Lu and Chang (2014) attempted to do so. Student
participants were shown a list of words and later t
on their recognition, but they had to tell a "teach
(high-status individual) or "student” (equal-status
individual) that they did not recognise the words w
privately pressing a button if they did recognise t
word. An incentive was offered to deceive the other
person. Afterwards, the participants were given ano
recognition test alone. Individuals who had lied to
"teacher" did poorer on the second recognition test
liars to the "student". This was taken as "evidence
they had temporarily forgotten the truth and self-
deceived" (Chance and Norton 2015 p105).

b) Gaining social rewards - Confident individu
are attractive, and self-deception that produces
confidence (or even overconfidence) will gain this
reward. For example, students who were overconfiden
about their next grades (high self-enhancers) were
perceived positively and inspired overly high
expectations in others, except where individuals we
"perceived to be high self-enhancers (those whom
observers 'saw through')" (Chance and Norton 2015 p

This fits with the "optimal margin of illusion
(Baumeister 1989): "Self-deception can come with so
benefits, but those benefits are not guaranteed” (C
and Norton 2015 p105).

c) Psychological benefits from "viewing themse
others, the state of the world, or their future pro
in preferred and self-serving ways... [For example]
only do optimists work harder to achieve their expe
results, they gain direct utility from optimism" (C
and Norton 2015 p105).

2. 4. AVO DI NG TEMPTATI ON

Fishbach and Woolley (2015) began by posing th
guestion: "How can we explain why people sometimes
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succumb to ethical temptation and other times resis
them?" (p36). Their answer was based around self-co
and self-control conflicts. The latter "involves a
off between two mutually exclusive courses of actio
of which offers immediate benefits and another of w
offers long-term benefits. When applied to the ethi
domain, an ethical self-control dilemma presents a
between either behaving unethically to achieve mome
benefits (eg: dishonesty for immediate, selfish gai
behaving ethically (eg: honestly) so as to maintain
moral self-image, a sense of integrity and, to the
that a person's decisions are public, an ethical
reputation and social acceptance in the long run"
(Fishbach and Woolley 2015 p36).

Self-control conflicts can be intra-personal (
eat healthily or not) and interpersonal (eg: to com
or collaborate with another person) (Fishbach and W
2015).

A self-control strategy involves two stages, f
Fishbach and Woolley (2015):

1) Identifying an ethical dilemma - Not all di
are obvious, particularly if certain behaviours are
social norm, or may be noticed.

Fishbach and Woolley (2015) described three
variables here:

a) "Broad bracket" - This is whether the uneth
decision is viewed alone or in a broader context wi
other similar decisions ("broad bracket"). For exam
Sheldon and Fishbach (2015) quoted in Fishbach and
Woolley 2015) presented participants with six work-
related ethical dilemmas (eg: taking office supplie
for personal use) either one at a time or altogethe
former group reported a greater intention to behave
unethically.

b) Psychological connectedness - This is "the
perceived stability of one's personal identity, or
similar the current self is to a person's future se
(Fishbach and Woolley 2015 p37).

Lower connectedness (ie: little perceived simi
between current and former selves) is associated fo
immediate rather than delayed benefits in decisions
Sheldon and Fishbach (2015 quoted in Fishbach and W
2015) offered participants the opportunity to cheat
experimental task, and individuals with stronger
connectedness to their future self cheated less (me
out of eight occasions vs six for less connectednes

c) Self-diagnosticity - This refers to how an
is perceived as reflecting the individual's self-co
"Because part of the long-term benefits of ethical
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behaviour relate to maintaining a moral self-image,
people will more easily identify a conflict when th
actions are seen as more diagnostic of who they are
(Fishbach and Woolley 2015 p37).

i) Exercising self-control - Advanced warning
an upcoming temptation will improve self-control. T
part of the counteractive self-control model (Fishb
and Shen 2014).

Sheldon and Fishbach (2014 quoted in Fishbach
Woolley 2015) set up mock negotiations where indivi
could gain immediate benefits from competition or d
benefits with co-operation. Participants who were
forewarned about the temptation to compete were mor
likely to co-operate.

Co-operation in such a situation can also be b
by increased perceived similarity between negotiato
Woolley and Fishbach (2015 quoted in Fishbach and W
2015) used the consumption of similar or dis-simila
foods before the negotiation task.

Baumeister and Alghamdi (2015) concluded their
review on self-control thus: "Self-control is essen
a set of psychological processes by which individua
alter their responses, in particular so as to bring
into line with standards. Hence self-control is cen
to moral behaviour. Moral standards often prescribe
socially desirable actions that are costly to the
individual. Self-control is a vital process for
overcoming selfish and immoral impulses so as to do
right thing" (p68).

Baumeister and Alghamdi (2015) had outlined ho
self-control is linked to three factors:

a) Commitment to standards about how one shoul
should not behave - "The lack of relevant standards
renders self-control seemingly unnecessary. For exa
much self-sacrificing, pro-social action depends on
empathic connections to others, and when empathy is
such actions are diminished. Psychopaths, in partic
lack empathic concern for others, and so they do no
doing harmful things that most other people would f
guilty about — hence they perform many more destruc
criminal, and otherwise immoral acts" (Baumeister a
Alghamdi 2015 p67).

b) Monitoring of relevant behaviour - Low self
awareness correlates with less moral action, and af
immoral behaviour individuals avoid self-awareness.
example, Greenberg and Musham (1981) found that
individuals who expressed unacceptable views (contr
their personal opinions) preferred not to sit faci
mirror if given the choice, while individuals who
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expressed their views did.

c) Capacity to change oneself (ie: willpower)
Energy is important here, and tired (ego-depleted)
individuals are more likely to perform immoral beha
(Baumeister and Alghamdi 2015).

2. 5. DELI BERATI VE HONESTY

Bereby-Meyer and Shalvi (2015) proposed a slig
different idea: "Honesty at first glance may be
considered the default response. To craft a lie, it
stands to reason; people need to make a deliberate
effort... we argue that when lying serves self-inte
that is, when lying is tempting, honesty may requir
deliberation” (p195).

Baumeister et al's (1998) model of self-contro
a concept called "ego depletion”. Here, "self-contr
relies on a limited resource that gets depleted whe
tries to inhibit competing behaviours, urges, or de
just as a muscle tires after performing an effortfu
action. As a result, an initial act of self-control
impairs subsequent acts of self-control, even in
unrelated tasks" (Bereby-Meyer and Shalvi 2015 ppl19
196).

For example, Mead et al (2009) found that ego-
depleted individuals, who had been required to exer
self-control in an experiment, were more likely to
overstate their performance in a task that was rewa

Sleep deprivation could also make self-control
harder, and thus lead to unethical behaviour. Kouch
and Smith (2014) noted that such individuals lied |
the morning than in the afternoon as they became mo
tired. Individuals, generally, have also bee found
more unethical later in the week (Bereby-Meyer and
2015).

Time pressure also increases dishonesty. Indiv
privately rolled dice and reported their scores, kn
that certain scores were rewarded, either with a ti
restriction or not (Shalvi et al 2012).

Bereby-Meyer et al (2015 quoted in Bereby-Meye
Shalvi 2015) found more lying for monetary gain in
performed in a native language rather than in a for
one.

Bereby-Meyer and Shalvi (2015) confirmed "the
automatic nature of dishonesty, at least in the fac
temptation. We suggest that in situations in which
is self-serving, namely when there is a motivation
lie, and when the lie is simple to craft, anonymity
preserved and there is almost no risk of being caug
the automatic tendency is toward self-serving behav
including telling lies. Only with deliberation, peo
become aware of the social norms expected from them
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when they have no way to justify lying, people are
honest” (p197).

2.6. ADVI CE VERSUS CHO CE

Dana and Cain (2015) pointed out a contradicti on: "A
fundamental ethical principle is that we should tre at
others as we ought to be treated. Yet, what people advise
others to do is often different than what they choo se for
themselves" (p173). This is the difference between advice
and choice.

Studies have looked at medical professionals, and
how they vary in advice to patients and their choic e of
behaviour. For example, Atanasov et al (2015) found that
female medical specialists advised their female pat ients
to undergo mammaography screenings earlier and more often
than they would choose themselves.

Decision-makers appear to be "significantly mo re
risk averse when choosing for others than when choo sing
for themselves”, but "choices for others are more
cautious only when there is potential to incur loss es on
others, rather than just incurring uncertain amount s of
gain" (Dana and Cain 2015 p173). This focus on loss es can
be explained by "symhedonia” (Royzman and Rozin 200 6) -
"the positive emotion associated with observing oth ers'
good fortune" (Dana and Cain 2015) - which is less
powerful than sympathy for others' losses (Dana and Cain
2015).

Another factor influencing decision-makers and
advisors is that they will be held accountable for their
advice, whether it is formal or informal. On the po sitive
side, decisions will be more "objective". For examp le,
choosing who to give charity to often depends on th e
physical attractiveness of the recipient, but this
"beauty premium” is removed if advising another per son
(Cryder et al 2017) o1,

Where individuals desire to maintain a good
relationship, advisors will be "overly wary of givi ng
advice that can incur a loss" (Dana and Cain 2015 p 174).

But Atanasov (2015) found that unrelated indiv iduals
showed an even larger gap between advice and choice when

°1 “Effective altruism" (eg: MacAskill 2016) is tiéea that help should be focused in the most
effective ways (ie: based on objective informaticather than motivated by emotions. For exampke, th
Poverty Action Lab at MIT in the USA evaluates tihpact of various global health initiatives. De
worming medication and insecticide-treated bed astanore effective, say, to boost school attenglanc
than donating textbooks to rural African schoolistfF2017). But it is not always possible to assbss
effectiveness of a charity, particularly in easyitmlerstand numbers (eg: campaign for equal rights
LGBT individuals) (Firth 2017). Furthermore, "effa@ altruism's focus on dispassionate economic
assessment also sits uneasily with the varietpleSraltruism plays in human society” (EditoriallZ0

p5).
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reciprocal simultaneous advice is given. Also in th
situation, individuals behave as if their choice wi
influence what the others decide. "If people choose
conservatively for themselves, it seems they would
similarly for others in hopes that others make the
conservative choice for them" (Dana and Cain 2015 p

Advisors can also be influenced by self-intere
(ie: conflict of interests). Dana and Cain (2015) n
that "it is not clear that conflicted advisers are
mentally capable of giving unbiased advice due to
unconscious and unintentional self-serving bias. Fo
example, ample evidence suggests that gifts from in
bias physicians' treatment decisions, even while
physicians are unaware of the influence" (p174). Co
that the advisor is advocating for their self-inter
can lead the recipient to reject the advice, even i
was the decision they would have chosen themselves
decisions in economic games) (Kuang et al 2007).

So, is the answer to make transparent the conf
of interests beforehand? Not necessarily so, as the
advice can become more exaggerated. Firstly, adviso
anticipate that their advice will be rejected, so t
use "strategic exaggeration to compensate” (Dana an
2015). Secondly, advisors who have been transparent
upfront feel that it is acceptable to give biased a
(Dana and Cain 2015).

Doctors as patients is an interesting phenomen
because "they do not conform to expected ideas abou
a patient is in relation to the doctor, and how a p
behaves" (McKevitt and Morgan 1997 quoted in Wistra
2017). This is seen further in Parsons' (1975)
description of the hierarchical roles in healthcare
"the two polar aspects are the role of physician as
highest grade of publicly certified expert in healt
care, and the role of sick person" (quoted in Wistr
2017).

2.7. COGNITI VE PROCESSES AND NEURGCSCI ENCE

Moral decisions and behaviours involve the cog
processing of information. The dual-process theory
moral judgments (Greene and Haidt 2002) sees moral
decisions as the same as all judgments and decision
involving conscious and non-conscious (eg: automati
intuitive) cognitive processes. The type of process
leads to different decisions. Conscious processes a
assumed to produce more "rational" cost-benefit
(consequentialist) decisions, while non-conscious-b
decisions are deontological (based on values, right
norms and duties) (Fielder and Glockner 2015).

"Although the first issue is relatively
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uncontroversial, the second aspect of the theory ha
met with more criticism and inspired controversial
debates" (Fielder and Glockner 2015 p139).

Studying moral judgments is difficult because
directly asking individuals about their behaviour f
social desirability answers or lack of insight. Thu
use of unobtrusive indirect measures, like eye-trac
to ascertain the focus of attention (Fielder and Gl
2015). Different information about a moral dilemma
presented on a computer screen, and the information
is attended to can be measured. For example, Decety
(2012) found more attention to a victim than a
perpetrator in a harmful act, "indicating empatheti
concerns according to the authors” (Fielder and Glo
2015).

Hochman et al (2016) measured attention in an
opportunity to cheat scenario. Individuals were rew
for correctly guessing which side of a computer scr
had more dots, but they had the opportunity to lie
receive the reward. It was found that individuals'
attention was directed away from the correct side w
lying, "indicating potentially unconscious avoiding
processes"” (Fielder and Glockner 2015).

Fielder et al (2013) investigated attention in
sender-receiver game, where individuals share money
another player or not. Selfish players focused most
their own outcomes, while pro-social players paid m
attention to the outcome of the other players (Fiel
and Glockner 2015).

Kouchaki and Gino (2015) discussed the use of
memory processes to aid the maintenance of a positi
self-image after unethical behaviour. In other word
"motivated forgetting" - ie: the "increased forgett
that results from active processes that down-priori
unwanted experiences so as to create or sustain an
emotional or cognitive state" (Kouchaki and Gino 20
p83).

Shu and Gino (2015) found that individuals who
cheated by breaking rules were more likely to forge
rules that they had been exposed to prior to the
opportunity to cheat. It could be that the individu
are "pretending" to forget the rules. But Bergstrom
(2013) found changes in brain activity, so that "wh
presented with reminders of a crime, guilty partici
efforts to suppress retrieval was successful such t
their brain activity was indistinguishable from tho
exhibited when they were innocent” (Kouchaki and Gi
2015 p84). This has been called "ethical amnesia”
(Kouchaki and Gino 2015).

Kouchaki and Gino (2015) offered this comment
"this does not necessarily mean that the targets do
have the crime-related memories stored in their bra
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rather that they have the ability to not remember a crime
at that specific time" (p84).

The "social intuitionist model" (Haidt 2001)

proposes that moral judgments are automatic, and "t he
human capacity for reason is largely relegated to t he
role of post hoc rationalising, merely serving to | ustify
initial moral intuitions” (Van Bavel et al 2015 p16 7).
The ventromedial prefrontal cortex is involved in t his
process, as individuals with damage to this area ma ke
more rational moral judgments (Van Bavel et al 2015 ).

But a number of other brain regions are also
involved (eg: eight areas; Greene and Haidt 2002), and
this suggests that the dichotomy between intuition and
reason is too simple (Van Bavel et al 2015).

One problem is the use of hypothetical scenari os to
study moral decision-making (called the "hypothetic al
bias effect”; Kang et al 2011). "When a decision is
hypothetical, individuals routinely report that the y
would behave honestly and altruistically. Yet when tasked
with the same decision in a more realistic context,
monetary self-benefit often trumps previously state d
intentions to be honest or to help another" (Van Ba vel et
al 2015 pp168-169). These socio-emotional factors i nvolve

the dorsolateral prefrontal cortex and the anterior
cingulate cortex (Van Basel et al 2015) (figure 2).

FRONT

Dorsolateral
Prefrontal cortex
(surface)

\.\_\

Ventromedial
Prefrontal cortex

(inside)

Anterior

Cingulate cortex

(inside)
(Based on Van Basel et al 2015 figure 2 p169; my la bels on drawing by Washinton
Irvine; in public domain)
Figure 2 - Three brain areas involved in moral judg ments.

Kushner and Giordano (2017) stated that there is "an

ethically defensible obligation for brain research —to
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inform and improve health, medicine, and quality of
and to contribute to a deeper understanding of huma
other organisms..." (p524). Alongside this is
neuroethics, which "can and should play a role in
assessing, identifying, articulating, and advocatin
sound conduct of brain science and its uses" (Kushn
Giordano 2017 p524).

This is more important than ever, argued Kushn
Giordano (2017), in "an age of increasing misinform
Therefore, reality checks become ever more vital, g
the rapid movement of information via broad Interne
distribution, professional and social media, tweets
re-tweets, and last but certainly not least, govern
postures that are trending away from factual
deliberation. Such trends can incur inaccurate view
expectations of brain science. Assessing what is kn
what is not known, and what is believed are all
instrumental to ethical analysis" (pp524-525).

So, neuroethics must highlight what brain scie
can and cannot do, and what it should and should no
but "neuroethical discourses on the amplified benef
risks, and harms of neuroscience and neurotechnolog
and/or on distant 'future shock' scenarios that pos
effects far beyond the possibilities of neuroscient
capability serves little benefit, and is unnecessar
(Kushner and Giordano 2017 p525).

2.8. MORAL COHERENCE

"Moral coherence” is the desire to make sense
moral world, and it can include blaming the victim
their misfortune when the victim has no control ove
events (eg: natural disasters) (Clark et al 2015).

This links to Lerner's (1980) idea of the "jus
world hypothesis" - ie: individuals get what they d
and deserve what they get. "Unfortunately, events |
natural disasters and other varieties of seemingly
senseless victimisation do not always comport with
moral logic, and so maintaining belief in a just wo
sometimes requires people to construct narratives i
which victims deserve the misfortunes that befall t
(Clark et al 2015 p123).

Clark et al (2015) described this as reverse
engineered form of moral coherence, and it involves
number of processes, including:

1) Attributions of intention - eg: "side-effec
effect” (Knobe 2003). The side effects of an action
perceive more intended when the consequences are mo
bad than good.

i) Attributions of causality and control - "P
who perform morally harmful actions are also percei
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being more causally responsible for their outcomes
compared to those who perform morally ambiguous or
morally positive actions" (Clark et al 2015 p124).

Young and Phillips (2011) asked participants t
judge the level of control over actions in a scenar
where a ship's captain forced a sailor to throw the
passengers or cargo overboard. The sailor was perce
as less forced with passengers than cargo, and "bot
forcer and forcee were held maximally responsible f
morally reprehensible action of killing passengers”
(Clark et al 2015 p124).

iif) Higher order culpability - Nichols and Kn
(2007), for example, found that participants, when
to assume a completely deterministic universe (ie:
free will), still blamed an individual for an immor
act, but not for a morally neutral one.

Iv) Consequences - "The worse the consequences
act, the more immoral that act is judged to be. Thi
be thought of as either a feature of moral reasonin
is the foundational normative principle underlying
consequentialist moral ethic — or a bug — in that i
leads to odd patterns of judgment such as the very
act being judged differently depending on the sever
its consequences. This latter effect has been dubbe
outcome bias [Baron and Hershey 1988] and it is eas
subsumed within a coherence framework (ie: people a
that bad moral consequences result from bad moral a
(Clark et al 2015 p125).

2.9. MORAL CHARACTER

Three dimensions of personality can be describ
"moral character". These are (Cohen 2017):

1) Honesty-humility - the motivation to do goo
not wrongdoing;

i) Conscientiousness - the willpower to do go

iii) Guilt proneness - "the extent to which a
would feel bad if he or she did something wrong, ev
no one knew about it" (Cohen 2017 p34).

The latter is associated with honesty,
responsibility, and being a good team member, and c
measured with the Guilt and Shame Proneness Scale (
(Cohen et al 2011) (table 4).

Honesty-humility is linked to helpful work
behaviours called "organisational citizenship behav
(OCBs) (eg: volunteering; being flexible to others'
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e After realising you have received too much change a t a store, you

decide to keep it because the salesclerk doesn't no tice. What is
the likelihood that you would feel uncomfortable ab out keeping the
money?

* You secretly commit a crime. What is the likelihood that you would

feel remorse about breaking the law?

e At a co-worker's housewarming party, you spill red wine on their
new cream-coloured carpet. You cover the stain with a chair so
that nobody notices your mess. What is the likeliho od that you

would feel that the way you acted was pathetic?

* You lie to people but they never find out about it. What is the

likelihood that you would feel terrible about the | ies you told?
Each item is answered (1) "extremely unlikely" to ( 5) "extremely
likely".

(Source: Cohen et al 2011)

Table 4 - Items from GASP.

needs; being a good listener to others' problems) (
2017).

Cohen et al (2014) regularly surveyed 1500 emp
in many US companies in 2011 and 2012 about OCBs an
"workplace deviance" (eg: stealing stationary items
reporting sick when not). Both self-reports and co-
reports showed more deviance for individuals low on
honesty-humility, conscientiousness, and guilt pron
and high scorers were more likely to perform OCBs.
example, individuals with low guilt proneness (ie:
25% of the sample) had an average of eight workplac
deviance acts per month and 22 OCBs compared to one
36 respectively for high guilt proneness scorers (h
quartile).

In terms of leaders, individuals with high hon
humility are rated as ethical by subordinates, and
high on guilt proneness are rated as effective lead
(Cohen 2017).

3. APPENDI CES

APPENDI X A - GOOD HUMAN LI FE

Glover (2006) distinguished two main views abo
central core of a "good human life":

a) Human flourishing - What do individuals nee
flourish? A Darwinian view would focus on those thi
necessary for survival and reproduction, while a "n
functioning” view "explains flourishing in terms of
having the physical and psychological functions pos
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by a 'normal’ member of the species” (Glover 2006 p
These two views see human flourishing in narrow ter
(Glover 2006).

A wider understanding of flourishing includes
goods", like health, nourishment, shelter, imaginat
and love.

Nussbaum (2011) proposed ten human central
capabilities:

Life

Bodily health

Bodily integrity

Senses, imagination, and thought

Emotions

Practical reason

Affiliation

Other species

Play

Control over one's environment (Richardson 2016).

b) Happiness - Aristotle saw "eudaemonia” (ie:
and living well or "happiness" literally) as the hi
human good (Walker 2012).

Jeremy Bentham summed up the utilitarian view
happiness as "enjoyment of pleasures, security from
(Glover 2006).

But this definition is not necessarily the sam
the "good human life", as shown by Robert Nozick's
"experience machine" critique. There exists in the
a machine that individuals can be hooked up to and
will experience their own taste in pleasure. Most p
respond with "no" if asked whether they would want
spend their whole lives attached to this machine, a
is argued that this was because the experience is
passive, and that individuals want more from life (
2006).

Nettle (2005) described three levels of happin

* Level 1 - momentary feelings of joy and pleasure
* Level 2 - judgments about well-being
* Level 3 - quality of life (Walker 2012).

Widening the definition of happiness to the
satisfaction of desires, then the more desires sati
(particularly stronger desires) the happier an indi
will be. "But in turn it is too simple. The desires
people have may be based on ignorance or on mistake
beliefs. So perhaps happiness should be seen as the
satisfaction of informed desires: not the ones peop
actually have but those they would have if they onl
knew" (Glover 2006 p91).

But, more than that, happiness can "come from
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that surprise us: things not thought of and so not

desired" (Glover 2006 p92). There are also "patholo gical"
desires, where satisfaction of them is a worse life that
not satisfying them (eg: addictions and compulsions )
(Glover 2006).

"Happiness is not just contentment or satisfac tion,
but also requires a certain richness of life" (Glov er
2006 p92).

Well-being is another concept that is used. It is
defined by UNICEF in 2007, for instance, as "having the
basic things you need to live and being healthy, sa fe and
happy" (quoted in Walker 2012) °2 |t includes:

* Affective or hedonic component - "happiness” 53
* Cognitive component - "an information-based apprais al

of one’'s life, for which people judge the extent to

which their life so far measures up to their

expectations and resembles their envisioned ideal | ife"
(Walker 2012 p25);

* Conative component - "the personal, intentional,
deliberate, goal-oriented or striving component of

motivation, the pro-active (as opposed to reactive or
habitual) aspect of behaviour" (Walker 2012 p24) >4,
Hausman (2015) distinguished four main groups of

definitions and theories of well-being:

1. Well-being consists of mental states like
happiness or pleasure.

2. Well-being consists in "flourishing” (or
"positive human health”; Ryff and Singer 1998).

3. Well-being consists in a set of objective g oals.

2 Hausman (2015) defined well-being as the "dynaralterent integration of objective goods into an
identity" (quoted in Wilson 2017).
3 Josefsson et al (2011) referred to a hedonic ayyean eudaimonic type. "Hedonic well-being refers
to how and why people experience their lives intp@sways, and consists of a combination of
negative and positive emotions and life satisfactidsudaimonic well-being encompasses the wider
domains of personal growth, purposeful engagemehsalf development... The concepts of hedonic
and eudaimonic well-being are distinct but relatethponents of psychological functioning, and both
are needed to fully understand the nature of wailidp.." (Josefsson et al 2011 p266).

Aristotle coined the term "eudaimdrt@refer to "the joy that comes from fulfillinghat is
highest and best in our nature" (Evans 2012 p213).

Epicurus (Epicurean philosophy) adited pleasure and its attainment as the only parjpos
life (Evans 2012).
% Epictetus (Stoic philosopher) distinguished bemehat we could control (our beliefs) (“zone 1")
and what we could not (eg: our body, our environiyigse future) ("zone 2"). The problem is a failure
to take responsibility for zone 1, and attemptsexert control over zone 2 (Evans 2012).
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4. Well-being consists in the satisfaction of

desire.

Well-being is associated in studies with quali ty of
life, life satisfaction, positive mental health, an d
wellness, for example (Walker 2012) >, Well-being
increases with rising living standards. The "Easter lin
Paradox" (Easterlin 1974), however, argued that "on ce
wealth reaches subsistence level, its effectiveness as a
generator of well-being is greatly diminished" (Wal ker
2012 p28). Consequently, wider indicators of well-b eing,
like the Measure of Economic Welfare (MEW) include non-
economic factors like pollution, and the Index of
Economic Well-Being (IEWB) includes physical and hu man

capital, inequality, and divorce rates, for example
(Walker 2012) 56 57 %8

Studies have looked for personality traits or

profiles that correlate with well-being. Cloninger and
Zohar (2011), for instance, in an Israeli study, fo und
that self-directedness 9 co-operativeness ¢ and self-
transcendence  °! correlated with aspects of well-being 62,
Josefsson et al (2011) confirmed these finding S
using data from the Cardiovascular Risk in Young Fi nns
Study, which began in 1980 with 3596 participants. But

different measures were used in the two studies

® "A high level of well-being is not equal to arsggroblem-free life or life with only positive evs.
People have the ability to adapt to challengingievand setbacks and to evaluate their life froen th
view point of the changed life situation... Whemplke adjust their expectations in response to, say,
declining physical health, they can still feel weetid content in the constraints of their new life
situation. This emphasises the difficulty of anemtjve observer in evaluating people's wellbeing,

and highlights the importance of person-centredestive experience” (Joseffson et al 2011 p266).

%% Well-being includes aspects of mental and physiealth, supportive social relationships, and the
ability to cope with stress, according to Josefsstosl (2011).

" Held (2002) referred to the "tyranny of the piesitattitude” - ie: popular culture, in the USA in
particular, is "saturated with the view that we trthink positive thoughts, we must cultivate pasiti
emotions and attitudes, and we must play to oengths to be happy, healthy, and wise. The tyrafiny
the positive attitude lies in its adding insultitqury: If people feel bad about life’'s many diffities

and they cannot manage to transcend their painatterhow hard they try (to learn optimism), they
could end up feeling even worse; they could fedtygar defective for not having the right (posiiy
attitude, in addition to whatever was ailing thenthe first place" (Held 2004 p12).

%8 Sen (1987) distinguished between well-being ayehay, and the difference between objective and
subjective measures: "Deprived groups may be halituto inequality, may be unaware of possibilities
of social change, may be hopeless about upliftmEabjective circumstances of misery, may be
resigned to their fate, and may well be willingatept the legitimacy of the established order. The
tendency to take pleasure in small mercies wowd alake good sense given these perceptions, and
cutting desires to shape (in line with perceiveakibility) can help to save one from serious
disappointment and frustration" (p9).

%9 Purposeful and resourceful individuals are higirers.

% High scorers are empathetic, helpful, and sactalerant.

&1 "Self-transcendence enhances awareness of cammebeyond the individual self with other people
and the world as a whole" (Josefsson et al 2011 )p27

%2 These are traits measured by the Temperamer€Glaadicter Inventory (TCI) (Cloninger et al
1993).
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(Josefsson et al 2011).

Waygood et al (2017) explored the relationship
between well-being and travel for children using th
criteria:

1) Access - ie: where travel takes the individ
For example, most research found that "active trave
consistently associated with more leisure activitie
independent (or autonomous) mobility with more phys
activity" (Waygood et al 2017 p34). On the other ha
families in rural areas and/or low-income had less
opportunities for travel.

ii) Intrinsic influence - eg: health benefits
cycling. Generally, active travel contributes to da
physical activity (Waygood et al 2017).

In terms of emotions, the walk to school helps
prepare the child for the day, and the walk home gi
the opportunity to de-stress, while the school bus
an "emotional battleground” (Murray and Mand 2013).

i) Extrinsic influence - behaviour of others
during travel (eg: traffic safety). Crashes are the
cause of death of children and adolescents, while
traffic-related pollution has negative health effec
(Waygood et al 2017).

APPENDI X B - EXAMPLE OF SCREEN NG

Williams et al (2017) stated: "Public health i
represented as being about populations or publics,
this is seen to distinguish it from clinical or bio
which is seen to be more concerned with the interes
well-being of individuals. Very broadly speaking, w
clinical ethics, medical ethics or bioethics are
contrasted with public health ethics, the former ar
generally characterised as being more concerned wit
respecting autonomy, and the latter with delivering
common goods, especially population health" (p6).

In screening programmes there is a tension bet
"serving society and serving the patient” (Juth and
Munthe 2012). Williams et al (2017) argued that cer
screening is covered by both public health and clin
ethics as it is aimed at both society as a whole an
individual women.

Widdows and Cordell (2011) distinguished betwe
"aggregated common goods or benefits (ie: those
constituted of the goods or benefits accruing to
individuals, aggregated at the level of populations
corporate common goods or benefits (ie: those which
inhere at the level of whole communities and are em
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properties of those communities)" (Williams et al 2
p6). Cervical screening offers both of these.

But the benefits and burdens of such screening
distributed unevenly among individuals, and in rela
to the latter, these include younger women who have
inconsequential abnormalities detected, or that hig
SES individuals are more likely to take part (but m
be the highest risk group) (Williams et al 2017).

As an example of empirical bioethics, Williams
(2017) interviewed fifteen experts involved in cerv
screening policy in Australia, and found four diffe
positions ("purposes") about an organised programme

1) Screening should aim to ensure no cervical
occurs in individuals - ie: save all identifiable |

i) Screening should aim to minimise cervical
in the population - ie: maximise the programme to i
hard-to-reach individuals.

iii) Screening should reduce the harms of
opportunistic screening - eg: unnecessary treatment

Iv) Screening should have equal access - ie: t
redress social disparities.

As medical technology develops the ability to
for different conditions and genes will increase. B
this can cause problems. For example, Arnold (2017)
talked about "variant of unknown or uncertain
significance" (VUS), which is the term for mutation
the DNA not known if pathogenic (ie: disease-causin
benign. VUS mutations in the DNA are more common th
previously thought, but understanding the meaning o
findings in genetic tests is difficult for medical
professionals as well as laypeople (Arnold 2017).

Screening programmes can be organised (eg: all
individuals of a certain age) or opportunistic (ie:
individuals as required).

Austria introduced an organised biennial breas
screening programme for women aged 45 to 69 years i
2014, which allowed comparison with the opportunist
programme prior to that. Schiller-Fruehwirth et al
calculated that the "additional health benefits of
organised screening versus opportunistic screening
amount only to a few days of additional life expect
for all screened women in the lifetime perspective
because the vast majority of women who do not devel
breast cancer do not benefit from cancer screening
all. For the proportion of women diagnosed with bre
cancer by organised screening, the additional life
expectancy amounts to around 2 months. Nevertheless
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public health relevant numbers show that 10,000
additional life-years are gained in the lifetime
perspective when a cohort of 500,000 Austrian women
attend organised screening from the age of 45 to 69
years" (p1053).

The success of organised screening depends on the
coverage (ie: how many individuals take up the offe r of
screening). For example, if the coverage was 60%, b reast
cancer mortality was calculated to fall by 19% (com pared
to 15% by opportunistic screening), but by only 14% if

take-up was by 55% of women.

APPENDI X C - DEFI NI NG HEALTH

The International Classification of Functionin g,
Disability and Health (ICF) (WHO 2001), for example , was
developed with a conceptual model that "disability isa
multi-dimensional and universal phenomena placed on a
continuum with health. Human functioning is underst ood as
a continuum of health states, and every human being
exhibits one or another degree of functioning in ea ch
domain, at the body, person, and society levels" (A lvarez
2012 pS70).

An alternative comes from Venkatapuram (2011), who
proposed a capability approach to health, whereby h uman
health is seen as the capability to be healthy (CH) - ie:
"to achieve, exercise or express a cluster of basic and
inter-related capabilities and functionings”

(Venkatapuram 2011 quoted in Buyx et al 2016) 63 64,

Definitions of health vary from narrow (eg: ab sence
of disease) to broad (eg: overall well-being), whil e

8 Venkatapuram (2011) made the "rather mundanenadtien” that "for human beings to be able to
live a full lifespan and experience as few avoidgtitysical and mental impairments as possible they
need to be surrounded by a supportive environmiémwat is to say, for human beings to live a long and
healthy life requires not only having access toictil medical care when they need it, but alsorgvi
other things ranging from emotional nurturing adl &s cognitive and physical stimulation when they
are infants to adequate nutrition, shelter, clghaccess to information, protection from physical,
psychological and sexual abuse, and so forth throutgtheir life" (p1).

Venkatapuram (2011) argued for "#heognition of every human being's moral entitlentent
a capability to be healthy (CH). Or, in shorthaadwuman right to be healthy" (p3). He continued:
"Much of the injustice lies in millions of individis dying or becoming impaired who could otherwise
have lived longer or been more able — more freebetand do what they want in their life had the
social arrangements been different, had each psreapability to be healthy been recognised as a
basic moral entitlement, and the social arrangesriaen organised in such a way that nurtures,
protects, promotes and restores people’s capatulite healthy" (Venkatapuram 2011 p5).

Barry (2005) asserted that "wheraverfind groups defined by class (however measured),
ethnicity, race or any other structural charactiertbat experience differences in the qualityhait
health, the society hagpaima facie unjust distribution of health" (quoted in Venkategom 2011).

% Sen (2002) argued that "health equity cannobkui central feature of the justice of social
arrangements in general" (quoted in Venkatapurabhi R @vhile Rawls (eg: 1971) took the view that
human health was a "natural good" and not relaiesb¢ial justice.
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Venkatapuram (2011) takes a middle position with a

holistic theory. Such theories "take the whole, act ing
and experiencing, individual as their starting poin t, and
that, in general, they also define health in relati on to
a context, that is, a social and physical environme nt.
The holistic theories, furthermore, differ from the

broader well-being theories in that they narrow dow n the

kinds of 'well-being' that belong to, or constitute :
health" (Tengland 2016 p9).

Broome (2002) pointed out the inseparability o f
factors - "asthma is less bad if you are well house d,
mental handicap less bad in supportive communities,
deafness less bad if you have access to the interne t.
Conversely, features of a person's health affect th e
value of other things: radios are no good to the de af,
nor running shoes to the lame. The interaction betw een

health and other features of a person'’s life is so

intimate that health cannot be treated as separable
Pain is bad in itself, and it also reduces your abi lity
to enjoy music. Is the latter an instrumental effec t?
It depends whether we count your ability to enjoy

music as a health or non-health factor in your well -
being. | am not sure where to draw the boundaries o f
health” (quoted in Richardson 2016).

Cl. The Val ue of Health and Hausman (2015)
Hausman (2015) outlined three reasons why
organisations like the WHO collect data on health ( ie:

the purpose of health measures):

1) To make comparisons of health within popula tions
and between populations.

i) To make comparisons of the effects of diff erent
causes of ill health.

lii) To make comparisons of the effects of pub lic
health responses (ie: "what works").

This last purpose of data collection is also

relevant to the allocation of resources. A response can
be assessed as effective "by subtracting what one e Xpects
overall health to be with the policy from what one

expects overall health to be with some other policy in

its place" (Hausman 2015 p5) 5. Consequently, an

% Debates about public policy differ from abstractral arguments in three ways, according to Wolff
(2011a):

i) There is "little space for 'agreeing to disagreeme policy or other is needed" (pp4-5);

i) There is a bias towards the public policy athgé place;
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effective policy response should receive resources.
there needs to be "precision in order to be able to
discriminate among policies" (Hausman 2015 p5). And
because of the need to take account of local politi
consensus, Hausman (2015) was doubtful that any sin
measure of health would be universally suitable

Hausman (2015) argued that "the public value o
health should be measured by the extent to which (i
suffering and (ii) activity limitations are relieve
(Wilson 2017 p105), but concepts like quality-adjus
life years (QALYS) (appendix R) and the Global Burd
Disease actually "measure the private value of heal
that is, health's ‘contribution to whatever the
individual cares about or should care about' [Hausm
2015], whereas what should be measured for resource
allocation purposes is the public value of health,
is, the value health should be accorded from the
perspective of the liberal state" (Wilson 2017 p105

For Hausman (2015), the use of QALYs leads to
valuation of saving a life based on how good that
person's health is (the so-called "QALY trap"; Ubel
2000).

On the other hand, claiming that all lives are
equal value is ambiguous (Hausman 2015). "The claim
ambiguous with respect to (a) what kind of value ea
life is supposed to possess equal quantities of, wi
respect to (b) the perspective or point of view fro
which lives are supposed to be equally valuable, wi
respect to (c) the purposes to which the value judg
is supposed to be put and, finally, with respect to
what counts as 'life’. For example, if one interpre
life to be biological functioning and the relevant
to be human excellence, then lives are not equally
valuable, because they are not equally excellent. L
in a persistent vegetative state has less perfectio
value than a non-descript life as a cashier" (Hausm
2015 p62).

How, then, to measure the value of health? One
is to ask individuals how they value time spent in
particular health state which is less than full hea
compared to in full health (Wilson 2017). An altern
way is to ask individuals how they feel at particul
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% Local political consensus might, for example cplanore emphasis on health resources to help
premature babies than very old adults. However shiem (2015) pointed out: "That consensus must be
morally defensible. When the local consensus refleciefensible attitudes, such as the view that

the health and lives of boys are of greater véiaa the health and lives of girls, then the health

measure should not follow local values". (p5)
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moments (experienced subjective utility), and a tot al or

average is calculated for particular health conditi ons
(Dolan and Kahneman 2008). But this seems to "presu ppose
that how good a life is overall is a simple functio n of
how good it is at each separate moment, but most pe ople
(including Hausman) think that the shape and order of
events in a life make a difference to how well it g oes.

If so, the goodness of a life as a whole cannot be

determined simply by 'adding up or averaging how go od it
is during separate periods' (Hausman 2017)" (Wilson 2017
pl06) °7.

Hausman (2015) argued: "The problem is that th e
effects of health on well-being cannot be disentang led
from the impact of other factors. If two individual sin
the same health state are in different circumstance S,
then their well-being may be different, too; and th at
difference cannot be factored into some common port ion
contributed by health coupled with the separate
contributions of the circumstances. The impact on w ell-
being of a token health state of a particular kind (that
is, the contribution to the overall well-being of a
specific person P that results from P's being in th at
health state at a specific time) differs depending
on P's circumstances. A health state of any specifi ¢ kind
makes no uniform contribution to well-being" (p67).

The "token health state" is influenced by fact ors

like technology, cultural and social norms, and
individual tastes (Hausman 2015). For example, the
experience of a loss of a finger is different in

societies with robotic replacements (technology), i n
societies where perfect hands are highly valued (cu ltural
norms), or for a professional pianist (individual

tastes).

C2. Universal Health Coverage

Universal health coverage (UHC) is the provisi on of
health care equally to all members of society, but does
it narrow social inequalities in health? This is ho tly
debated.

Sreenivasan (2007), for instance, argued that UHC is
less effective in reducing the "social gradient in health
status” (a comparative goal) than spending the mone y (eg:
7% of GDP) on dealing with social determinants of h ealth

(SDH) (appendix S) %8 Sreenivasan (2007) used data from

7 Economic evaluations of the cost effectivenesstefventions often assign numerical values to
health states (known as health state utility valtkEdJVs). HSUV estimates for chronic conditions
have been made, but less so for temporary healtissteg: pregnancy-related complications; sexually
transmitted infections) (Ogwulu et al 2017).

% Reid (2016) called this a "false dichotomy".
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"The Black Report" (Black et al 1982) in the UK to
support this argument. Since the 1950s, the

implementation of UHC in the form of the National H ealth
Service (NHS) has not reduced the difference in mor tality
or health measures between the highest and lowest s ocial
classes. This is Sreenisavan's interpretation of "T he
Black Report" which is challenged by Reid (2016).

She particularly highlighted the problem of fi nding
a good outcome measure. For example, "all-cause
mortality” is commonly used, but a "classic and viv id
example of counter-intuitive results is that whenev er
doctors and other health care providers go on strik e, the
mortality rate of the population falls or stays the same"
(Reid 2016 p234). Another measure, however, "access to
primary care" does lead to improvements in health
inequalities as, for example, low SES individuals v isit
GPs more than high SES individuals (Reid 2016) %9,

There is also the problem with establishing th at
spending the money on changing social determinants of
health would be successful (Reid 2016).

More recently, Sreenivasan (2013) suggested th at "if
our goal were only to improve opportunity to a good -
enough level (a non-comparative goal) or to address those
who are worse off, then perhaps an improvement in h ealth
that would bring more people (or everyone) to a goo d-
enough health outcome would be sufficiently justice -
promoting to show that UHC advances the cause of ju stice”
(Reid 2016 p239). To support this idea, "The Black
Report" data showed that mortality for each social class
has declined to some extent since the introduction of UHC
(Reid 2016).

With the SDH position (eg: Marmot 2004) arguin g that
poverty and poor living conditions, for instance, a long
with unhealthy behaviours make individuals ill, thi S
seems to suggest that UHC is of limited importance, and
Wolff (2011a) asked: "Why should we put so much emp hasis
on the issue of universal health care if it is like ly
to make relatively little difference to health and life
expectancy compared to other factors?" (p130).

Wolff (2011a) offered an answer to this questi onin

terms of "health security" ("the inverse of risk or
vulnerability"), which has four dimensions:

* Vulnerability - The probability of falling ill.

* Control - The cost and difficulty of strategies to

% Sen (2002) argued that health equity is multiatisional, "with a vast array of possible influences
on health outcomes - from broad epidemiologicatidizc(including the biological and environmental)
to specific social arrangements (not just healtle é@aancing and delivery, but education, labout ao
on)..." (Reid 2016 p238).
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reduce health risks. Difficult or costly ways to ch ange
behaviour are "low control”, and cheap and easy
strategies are "high control".

* Resilience - the ability to "bounce back" after
illness, including the medical, social and financia I
consequences. "The medical aspects include one's
ability to access care and to take advantage of it.
Social aspects include government initiatives to
educate the public about iliness, in order to reduc
the stigma, say, of cerebral palsy or mental illnes S,
but also steps it might take to help (or hinder)
individuals' ability to form a supportive social
network, whether in terms of support groups or more
generally. Financial aspects include the cost and
availability of medical and unemployment insurance”
(Wolff 2011a ppl41-142).

D

* Anxiety - Fears related to becoming ill, including
"money worries".

"Hence a system of universal coverage, free at the
point of use, is good for individual health even if no
one takes advantage of it. (Note that systems with
significant 'co-payments' — contributions from pati ents —

lose this advantage.) A system in which medical
bankruptcy is a possibility — especially a common

occurrence — is one that does poorly on the 'resili ence'

dimension of health security; and if people live in fear

or anxiety of such outcomes, does poorly also on a

further dimension, fear and anxiety" (Wolff 2011a p 144).
UHC could be challenged by "conscientious refu sals"

(CR) (Liberman 2017). This is where healthcare prov iders

refuse to provide certain healthcare services (eg:
abortion; types of contraception or assisted

reproduction; physician-assisted dying) 0

Liberman (2017) stated: " It is widely acknowledged
that refusing to perform a task or provide a servic e
counts as an instance of conscientious refusal only if
the objector is refusing because she takes acting t o be

morally wrong or religiously impermissible. Less
frequently articulated explicitly — although

® *To have moral beliefs and a commitment to liyethiem are of fundamental importance in most
people’s lives. And one might say that it is ireifsvrong to act deliberately against one’s moral
beliefs — it would reflect a blameworthy indiffernto morality — and it would therefore also

be wrong to make someone else act against thealreliefs... Moreover, acting against one’s moral
beliefs can have devastating personal consequeswggsas strong feelings of guilt, remorse, shame,
the loss of self-respect and, over time, potenttaké undermining of one’s moral character... Some
people believe that medical practices such asiabaahd euthanasia are akin to murder — cleamynfr
their perspective, being required to participatsunh practices will be experienced as deeply
troubling" (Wester 2015 p429).
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widely presumed — is the fact that someone who
conscientiously refuses to U must take herself to b
responsible in some way for the moral wrong brought
by Uing" (p495).

Liberman (2017) outlined some issues related t

i) They must be "genuine or sincere, and emplo
only when necessary to prevent genuine violations o
conscience” (p497).

i) The medical professional must have knowled
the area in which they are refusing ("epistemic
competency"). "Suppose a physician falsely believes
giving young girls the HPV vaccine will cause them
have sex at an earlier age than girls who do not re
the vaccine. This physician is morally opposed to s
activity among pre-teens, and believes that adminis
the HPV vaccine will make him personally responsibl
higher rates of such activity. This is not a
conscientious refusal of the right kind. Although t
can be reasonable disagreement about whether it is
for adolescents to engage in sexual activity, minim
competent physicians cannot base their professional
decisions in empirically false beliefs about the ef
of the HPV vaccine" (Liberman 2017 p499).

iii) The professional decision must not be mad
irresponsibly ("normative competency").

Iv) The medical professional must show the
appropriate professional behaviour to the patient (
decisions are not based on racial discrimination)
("relational competency").

Alternatively, there is a "social contract” be
healthcare professionals and society, which Savules
(2006) summed up thus: "If people are not prepared
offer legally permitted, efficient, and beneficial
to a patient because it conflicts with their values
should not be doctors" (quoted in Wester 2015).

One solution to CR is the option of an alterna
healthcare provider who does not refuse, but there
practical problems about transfer (eg: distance, co
feasibility) (Wester 2015).

APPENDI X D - PERSONAL RESPONSI BI LI TY
Wikler (1987) began his article: "Health promo

is frequently said to proceed from the premise that

individuals are responsible for their health. Fine

what does it mean? Perhaps nothing more profound th
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that people will usually be healthier if they try t 0 take

better care of themselves. However, if that is all it
means, it is too simple an idea to serve as the

philosophical foundation for a comprehensive approa chto
health and health care. To fulfil that latter role, it
must be understood as having moral and policy

implications, and must involve ethical and even jud icial
concepts: role, obligation, and duty: perhaps fault :
blame, and excuses, guilt, punishment, and compensa tion"
(p11).

One view on the person responsibility for heal th "
is in order to avoid becoming dependent or a burden on
others. "Accordingly, failure to accept one's
responsibility for health is deemed to be grounds f or
penalties which would not be otherwise justified. | f
people fail in this responsibility and allow themse Ives
to become sick, they may forfeit any claims to thei r
neighbour's aid. Alternatively, they might be oblig ated
to submit before actually becoming ill to policies which
enforce this responsibility, including those which
interfere with ordinary liberties through coercive health
programmes and prohibition of unhealthy substances and

particles” (Wikler 1987 p12).

But that does assume an individual is "a free,
competent agent” (Wikler 1987). Wikler (1987) noted an
implication of this: "Someone who would not need me dical
care except for his own unhealthy lifestyle is thus
creating needs for medical care where none would

otherwise exist. The resulting health care needs th us
have a different moral status from other, 'involunt ary'
needs” (pp14-15). This fits with the idea of "liabi lity-
responsible”.

Wikler (1987) outlined some of the arguments f or
assigning responsibility for health to the individu al:

a) "We know what people can do to stay healthy -
There is growing evidence of behaviours that are
beneficial to health.

b) "People who take risks with their health
(wrongly) burden others" - This applies in a public ly-
funded health system, but not necessarily where
individuals pay for their own health insurance.

c) "No-one has the right to force others to pa y for

" Dworkin (1981) distinguished three types of paeaesponsibility for health:

i) "Role-responsible” - an individual is responsilidr their body because it is their body;

i) "Causally-responsible" - responsibility for hi#sebased on choice of behaviour;

i) "Liability-responsible" - responsible "if, an the extent that, one is assigned liabilitytfee costs
and other undesirable consequences of being 3i¢iki¢r 1987 p12).
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their unhealthy behaviour" - But how to "agree on w
of the burdens of our choices place on others is un
(Wikler 1987)?

d) "People freely choose their risks" - This o
up the question of how free individuals are in maki
choices.

APPENDI X E - AUSTRALI AN EXAMPLE

In Australia in 2009, a social marketing campa
called "How Do You Measure Up?" was undertaken to t
weight. The TV advertisement showed a man getting f
as he got older until his early death which was mou
by his young daughter.

Carter et al (2011) pointed out that the use o
parental guilt is an example of unreasonable coerci
and the campaign may have also created concerns in
risk individuals. "These problems are in part a res
applying population-level risk data to create messa
targeting individuals, and of focusing on the singl
factor of body weight" (Carter et al 2011 p467).

The campaign was meant to encourage action as
fictional protagonist in the end decides to "turn h
life around" with diet and exercise. But this state
"may also encourage blame of those who do not simpl
decide to 'turn their lives around' because of pers
experiential, socioeconomic, physiological, and oth
circumstances" (Carter et al 2011 p467).

Carter et al (2011) accused the "How Do You Me
Up?" campaign of valuing individual change over com
change, biological health over self-image or genera
well-being, and reducing population waist circumfer
over unreasonable coercion and stigmatisation.

APPENDI X F - CHO CE | N HEALTHCARE PROVI S| ON

"The thrust of health system reform in many
countries has been the adoption of market-style
arrangements involving choice and competition at th
centre. Those opposed to, or wary of the inflated c
made for, markets in health care are often dismisse
being opposed to any change, as defending outmoded
professional practices and self-interest, or as
reactionaries harking back to a mythical golden age
(Hunter 2008 p116). Le Grand (2007) argued for choi
competition in public health service provision: "It
fulfils the principle of autonomy, and promotes
responsiveness to users' needs and wants; it provid
incentives for providers to provide both higher qua
and greater efficiency; and it is likely to be more
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equitable than the alternatives" (quoted in Hunter

Hunter (2008) noted "a paradox of markets" is
motivation of companies to "establish a monopoly or
cartel in order to remove competition”. Among other
implications for healthcare is the focus on mildly
individuals, who are more "profitable" to private
providers.

White (2007), writing about markets and medica
in the USA, argued that competition did "nothing to
basic organisational problems such as how to manage
complex organisations filled with professionals who
conflicting values and interests" (quoted in Hunter
2008).

Woolhandler and Himmelstein (2007), also talki
about the US healthcare system, went further, argui
that US for-profit health organisations "provide in
care at inflated prices" (quoted in Hunter 2008).

APPENDI X G - | NTERVENTI ON LADDER

NCoB (2007) produced an "intervention ladder"
possible government actions (figure 3).

Eliminate choice (eg: compulsory measures)
Restrict choice (eg: removing unhealthy foods from
Guide choice through disincentives (eg: taxes on ci

L] L] L] L]

bicycles)

e Guide choice through changing default policy (eg: r
encouraged to provide salad as automatic sidedish r
chips)

¢ Enable choice (eg: build cycle lanes)

*  Provide information

¢ Do nothing

(Based on NCoB 2007 box 2 pxix)

Figure 3 - Intervention ladder of possible State ac

Table 5 outlines some different approaches to
childhood vaccinations (NCoB 2007).

2008).
the
ill

| care
solve
have
ng

ng
ferior

for

shops)
garettes)

Guide choice through incentives 2 (eg: tax-breaks for purchasing

estaurants
ather than

tions.

2 "Incentive measures range from pleasantly nomeie efforts such as offering to pay citizens if
they will live prudently, to coercive measures saslthreatening to fine them if they do not. Vasiou
non-coercive measures designed to facilitate hielife-styles might include: providing jogging {hes
and subsidising tennis balls. Threats might inclondding all forms of transportation other than

bicycling difficult, and making inconvenient therpbase of food containing saturated fats" (Wikler

1978 pp329-330).
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POLICY EXAMPLE
Voluntary - parents decide UK, Sweden
Mandatory - eg: fines for non-compliance Italy, Poland
Incentives for parents - eg: payment for Australia,
vaccinations or withholding benefits if fail to Austria
vaccinate

Incentives for healthcare providers - eg: GPs' Ireland, UK
budgets

Table 5 - Four options for childhood vaccinations.

Since the beginning of 2016, Australia has had
Jab, No Pay" policy, where certain family assistanc
payments are linked to children being fully immunis
(Fielding et al 2017). It is too early to say if th
policy will be beneficial, but there are concerns a
the impact on different social classes.

Using data for the State of Victoria, Fielding
(2017) analysed immunisation coverage for the five
prior to this policy (2011-15) by socio-economic st
They concentrated on five vaccinations given before
years old. The lowest uptake of vaccinations was in
most deprived areas, which means that the "No Jab,
Pay" policy "may result in further financial stress
hardship" for these individuals.

The researchers recommended a policy that redu
the barriers to immunisation for poor families, lik
transport to clinics, and paid time off work to tak
children to medical appointments (Fielding et al 20

Gl. Adult Responses to Vaccination

In September 2009, after a fatality from "swin
(A(H1N1) influenza) in Sweden, that country's gover
introduced a free mass vaccination programme for th
disease with the assertion that "there is no rhyme
reason" for not vaccinating, except medical reasons
allergy to the vaccine). Within a year, over 2000
individuals had been diagnosed with narcolepsy afte
vaccination (Lundgren 2015).

Lundgren (2015) explored the response of laype
to this vaccination and the decisions involved in u
of vaccines generally using questionnaires.

Previous research on "vaccination hesitancy" a
non-compliance found categories of motives, like
“religious reasons", "free riding", "general distru
and "divergent risk perception” (Lundgren 2015).

In relation to the Swedish swine flu vaccinati
programme in 2009-10, Bjorkman and Sanner's (2013)
interviews with those among the 40% of the populati
did not vaccinate found five main categories of mot
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"distinguishing between unnecessary and necessary
vaccination”, "distrust”, "the idea of the natural”
"resisting an exaggerated safety culture”, and "inj
fear". Bjorkman and Sanner (2013) concluded that a
"prerequisite for taking the vaccine would be that
feel involved in the vaccination enterprise to make

sensible decision” (quoted in Lundgren 2015).

Lundgren (2015) analysed the sixty-six
guestionnaires replies of individuals who were part
the Lund Folk Life Archive project. Nineteen of the
chosen not to be vaccinated.

The reasons of those who had the vaccine were
categorised as:

* "Self-evident choice" - eg: memories of previous
pandemics; trust in medical authorities;

* "Solidarity reason" - vaccination was presented by
Government as protecting others as well as the self

* "Beingin arisk group";

* "Fear of falling ill";

* "Doing it although in doubt";
e "Advice from healthcare.

But compliance was not necessarily without its
tension. For example, one woman said: "l was vaccin
although | was against it, but | felt forced to bec
work with cancer patients” (p110).

The motives of the individuals who refused
vaccination were complex, and included a combinatio
responses, like "too old"/not caring, afraid of sid
effects, the threat is overexaggerated (by the medi
and "pharmaceutical companies are the winners". Tab
gives examples of responses.
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RESPONDENT QUOTE

Woman in I did not vaccinate. My husband had the opinion tha
70s Sweden was struck by a vaccine-hysteria through all
the media attention, and this attention was not
relevant. | was partly influenced by his thoughts,
partly because the danger did not seem as great at
end of December 2009, and this was also according t
the media (p110)

and
the

Woman in The media really have made too much noise, | think.
50s Some say that we will wipe out our immune defence f
years to come; that sounds very horrifying if it is

true. But the truth is that it is not tested enough

and we cannot know if this will have consequences.
"Only time will tell" will be true in this case (pl

or

10)

Main in 60s | thought the whole story about the swine flu seeme

like something from an American movie. Everything —
from statements that one half of the Swedish

population would be wiped out to rumours about the
mess of corruption between WHO and the pharmaceutic
companies. Time will tell, that's how it is. The
shareholders earned billions. Today nothing is
mentioned about the swine flu, but the money has
reached its destination (p111)

al

Man in 70s Then one paper after the other will blow up the sto
until it can travel by itself and people will rush

the GP to get a shot. In today's "The Independent”
read that the pharmaceutical companies have made
millions selling vaccines, and that is the most
important thing. My opinion is that media of all ki

and the pharmaceutical companies are to blame and t
the authorities just agreed without realising the h

they caused (p111)

ry
to

nds
hat
arm

Table 6 - Examples of reasons for not being vaccina

APPENDI X H - NUDCES

Nudging has key characteristics (Peeters and
Schuilenberg 2017):

1) Changing the "choice architecture" (ie:
environment) - eg: smaller plate sizes in self-serv
buffets; making smoking areas unattractive.

i) A "positive, injunctive norm" is more effe
than a negative informational one - eg: offer healt
food choices rather than warnings about unhealthy f

iii) Individuals are "not always able to choos
yields the greatest happiness or best experience...
People fail to choose optimally, either because the
overstate immediate relative to long-term prospects
develop all kinds of harmful habits, or copy the
behaviour of others in their social group, even if
this behaviour is detrimental to their health or sa
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(Peeters and Schuilenberg 2017 p142).

Peeters and Schuilenberg (2017) took a critica I
stance on nudges and nudging, particularly its use in
"biopolitics" (Foucault 1976) (ie: "the governing o f
populations by using disciplining and regulatory
technigues"; Peeters and Schuilenberg 2017) (or wha t
Miller and Rose 2008 called "governed at a distance ). In
fact, Peeters and Schuilenberg (2017) went further, and
called it "mindpolitics".

Concentrating on recent Dutch public health po licy,
Peeters and Schuilenberg (2017) outlined four stage sin
the development of "mindpolitics™:

1) Before 1983: rational persuasion/individual
responsibility - eg: public information campaigns t o]
raise awareness of individual's responsibilities.

i) Between 1983 and 1990: welfare emancipatio n of
vulnerable citizens - eg: encouraging the developme nt of
the healthy individual through education mostly (bu t also

some regulation).

iii) Between 1991 and 2002: regulations and
limitations - regulation becomes more important tha n
education.

iv) After 2003: management of choice.

Nudging is "mindpolitics" because the concentr ation
is upon psychological interventions to influence th e
choices made about lifestyle which "focus on 'how’ the
human mind works" (ie: "nudging seeks to 'outsmart’ the
unconscious mind, while enabling individuals to use their
freedom by promoting positive values of health and
self-efficacy..." (Peeters and Schuilenberg 2017 p1 52) 3.

H1. Snoki ng Cessation Incentives

Jarvis and Wardle (1999) estimated that smokin g

3 "Mindpolitics is a thoroughly liberal techniquégovernment. This is consistent with Foucualt's
analysis of biopolitics, but what is striking hésehe paradoxical combination of population-level
objectives and an individualised ‘active ingredigiet individual choice. Mindpolitics stresses the
opportunity of choice, allows for the free circidex of commodities (unhealthy products are rarely
banned), and is often inspired by economic objestauch as workforce productivity or welfare state
expenditures. Moreover, mindpolitics assumes #gitimacy of state intervention follows more easily
from citizen’s self-imposed restrictions than framdisciplining or moralising state. However, iaiso
true that free choice is being made instrumentabidical objectives. This makes it increasingly
difficult to separate freedom — as it is expredsgéhdividuals in the private and public domairfrem
the realm of politics, where individuals are subioate to collective action" (Peeter and Schuilegber
2017 p154).
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accounts for more than half the difference in life
expectancy between the richest and poorest members
society.

Increasing the price of cigarettes can reduce
consumption, particularly among young, and poorer
individuals. So, financial incentives to quit could
a useful strategy (Marteau and Mantzari 2015).

For example, Halpern et al (2015) trialled fou
incentive schemes with employees, friends and famil
a large US company. Individuals were rewarded for
cessation or they deposited a certain amount of the
money which was refunded for cessation, and there w
equivalent small group conditions, where the six me
were rewarded for collective success. Participants
preferred rewards to deposits, with quit rates afte
months of 15.7% and 10.2% respectively (compared to
the control group) (Marteau and Mantzari 2015).

Marteau and Mantzari (2015) noted some issues
this study, and incentive schemes generally:

* Relapse six months after the incentives stopped was
about half.

* The problem of "gaming" with financial rewards - ie
"faking being a smoker to qualify for enrolment on
scheme or being a non-smoker to remain on a scheme”
(Marteau and Mantzari 2015 p41).

* Would schemes offering non-financial incentives be
better?

* Concerns about fairness, which include "coercing th
vulnerable”, "rewarding the feckless", and "not
rewarding the responsible” (Marteau and Mantzari 20
This fits with individuals being "funny about money
(ie: the general acceptability of financial incenti
to change certain behaviours). Sandel (2015) referr
to the idea of "money out of place" to describe the
unacceptability of financial schemes for certain

behaviours (Marteau and Mantzari 2015).

APPENDI X | - MENU PSYCHOLOGY

As a reaction to the growth of obesity, pressu
been put on the restaurant industry to change its
behaviour - eg: reduce portion sizes; include calor
information on menus. Sometimes, regulatory action
enforced these practices, and so restaurants are pu
a position where they might become either reactive
defensive" (Wansink and Love 2014 p137).

Wansink and Love (2014) proposed an alternativ
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whereby restaurants could help customers make healt
food choices and profit from it. They talked of "me
psychology"”, where the format and presentation of t
menu can shift attention, enhance taste expectation
increase perception of value.

1. Shifting attention - eg: make healthier foo
choices more convenient to see on the menu with
contrasting font, size or colour. For instance, Loh
(1997) reported that individuals paid more attentio
advertisements with graphics and in colour when vie
selection of advertisements in a magazine.

Other aspects of the menu include the "anchor"
where the price of a prominent item sets the norm,
the position on the menu (eg: items at top and bott
columns sell better, except for the bottom left sid
"menu Siberia"; Poundstone 2010). "Engineering a me
that the first foods a person sees or selects are h
can set the tone for their entire meal" (Wansink an
2014).

2. Enhance taste expectations - eg: "succulent
better than simply "fish" (nearly one-third greater
sales; Wansink and Love 2014). It seems that "post-
consumption evaluation seems to generally be assimi
with prior expectations. If one thinks it will tast
good, it probably will taste good. If one thinks it
taste bad, it probably will taste bad" (Wansink and
2014).

Wansink et al (2001) analysed 373 descriptive
items, and that the following names could be used t
engineer taste expectations for healthier foods - s
names (eg: "crispy snow peas"), geographic names (e
"Georgia peach tart"), nostalgic names (eg: "grandm
homemade chocolate cake"), and brand names.

3. Increased perception of value - eg: more sa
with "£5" than "£5.00" as menu style; include multi
items in the price.

APPENDI X J - HUMAN RI GHTS

The trial of "Nazi doctors" after World War II
showed how bioethics and human rights are deeply
intertwined, and in a global context the intersecti
are "more numerous and more profound” (Fenton 2015)
But what is the relationship between bioethics
human rights? Fenton (2015) offered two perspective

a) An "intimate relationship" between the two
"human rights provide a ready-made language and fra
for navigating complex cultural and religious diffe
that arise when ethical issues cross borders;... as
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'lingua franca that can both facilitate and broaden
international bioethics discourse' (Knowles 2001)"
(Fenton 2015 p72), or "the best, if not the only
available grounds for the development of internatio
legal standards for biomedicine" (Andorno 2009 quot
Fenton 2015).

This approach has been criticised as bioethics
"too often approached through abstractions rather
than through concrete realities; problems are analy
terms of the 'mythical figure of the autonomous sub
[Ashcroft 2008] and individual values and preferenc
abstracted from the social context in which those
individuals actually live" (Fenton 2015 p75). Chief
is poverty and its reality, argued Farmer (eg: 2008
"who loses patience with endless theorising or
philosophising about human rights, hand-wringing ab
cost-effectiveness, and repetitive data collection”
(Fenton 2015 p75).

b) A rights-based approach is "just one lens t
which to view issues of social justice in bioethics
(Fenton 2015).

The emphasis on universal human rights can ove
local values, and "human rights, far from being 'ne
with respect to foundational issues, are in fact ri
with presumptions and theoretical commitments that
find objectionable" (Fenton 2015 p76).

Mason-Meier et al (2012), for instance, argued
"collective rights". In a situation of scarce resou
there is "balancing the rights of the sick to recei
treatment against the rights of the well to be prot
from disease. This is a significant shift that capt
the complexities of prioritisation problems, in whi
under ubiquitous resource constraints, not all heal
needs can be met" (Fenton 2015 p81).

APPENDI X K - BALAFOUTAS ET AL (2011)

Balafoutas et al (2011) took 174 taxi rides in
Athens in three conditions - a Greek speaker who st
unfamiliar with city (non-local native), a Greek sp
(local), and an English speaker (foreigner) (assume
be unfamiliar with the city). The researchers also
the perceive income of the traveller - ie: dressed
suit or casual clothes - but always male in late 20
Fifteen different journeys were taken between 8 am
midnight over a two-week period.

The three following hypotheses were tested:

1. Non-local native and foreigner passengers w
taken on longer journeys than local passengers. Thi
found to be the case, with an average of 1 km in 12
detour.
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2. Foreign passengers will be overcharged more than

Greek speakers. This is where the correct distance was
travelled, but an expensive tariff was applied (eg:
night-time during the day). Overcharging occurred i n 20%

of rides for foreigners compared to 5% of non-local
natives (p<0.05).

3. High-income passengers will have longer jou rneys
and be overcharged more than low-income passengers. This
was supported by the data.

APPENDI X L - G NO AND W LTERMJUTH (2014)

Experiment 1 ("Cheaters are creative") - 153
individuals performed three tasks which measured
creativity 4 and on one of them it was possible to cheat
to gain a better reward. Around 60% of participants
cheated, and they were significantly more creative than
non-cheaters.

Experiment 2 ("The act of cheating enhances

activity") - 101 US students were randomly assigned to
the opportunity to cheat condition (ie: could see

answers) or a control condition when answering gene ral
knowledge questions before completing a creativity task.
Fifty-one of 53 participants in the opportunity to cheat
condition did, and their performance was significan tly
better on the creativity task than the control grou p.

Experiment 3 ("Breaking rules with and without
ethical implications") - 129 participants completed

anagrams where they could lie about how many they g ot
correct to gain a reward. Cheating was encouraged b y
telling the participants that a high number was ave rage
in the likely-cheating condition (eg: >10 anagrams solved

in three minutes) as opposed to lower in the contro I
condition (eg: <5 solved). Forty percent of the

participants in the likely-cheating condition did ¢ heat,
and their performance on subsequent tests of creati vity
was significantly higher than non-cheaters and cont rols.
Experiment 4 ("Feeling unconstrained by rules” ) -
178 participants had the opportunity to cheat on a game
guessing a virtual coin toss before a test of creat ivity
and a questionnaire about obeying rules. Cheaters w ere
more likely to report caring less about rules and w ere
more creative. The researchers felt that the result S
"provide evidence that feeling unconstrained by rul es

™ The main measure of creativity was the Remot@eéiation Task (RAT) (Mednick 1962), which
involves finding a connection between three wordg:-sore, shoulder, sweat (cold). There are
seventeen items in five minutes (table 7) (Gino Afillermuth 2014).
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underlies the link between dishonesty and creativit y"
(Gino and Wiltermuth 2014 p777).

Experiment 5 ("Evidence for mediation through
moderation") - 208 participants were assigned to on e of
four conditions based around two independent variab les.
One independent variable was the opportunity to che at or
not in a game of guessing the virtual dice roll (ei ther
report their guess beforehand (transparent) or not
(opaque)). The other independent variable was a rem inder
of rule-breaking or not (through a memory test on ¢ ertain
words). A test of creativity was also involved.

Participants were more creative in the transparent/ rule-
breaking prime condition than the transparent/neutr al
prime condition (while there was no difference betw een
the two opaque conditions), which provided "evidenc e that
acting dishonestly makes people feel unconstrained by
rules, and that this lack of constraint enhances cr eative
behaviour" (Gino and Wiltermuth 2014 p779).

Experiment Cheaters Non-cheaters

1 9 5.8

2 6.2 4.7

3 6.9 5.5

4 9.5 7.9

Table 7 - Mean RAT scores (out of 17) in Experiment s 1-4.

Gino and Wiltermuth (2014) concluded: "In sum, this
research shows that the sentiment expressed in the common
saying 'rules are meant to be broken' is at the roo t of
both creative performance and dishonest behaviour. It
also provides new evidence that dishonesty may ther efore
lead people to become more creative in their subseq uent
endeavours" (pp779-780).

APPENDI X M - MORAL AWARENESS

In terms of the recognition of a moral issue,
Reynolds and Miller (2015) noted three constructs
emerging from the research:

I) Moral awareness - "an individual's determin ation
that a single situation contains moral content” (Re ynolds
and Miller 2015 p114).

i) Moral or ethical sensitivity - a wider awa reness

of moral issues.
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lif) Moral attentiveness - "the extent to whic
chronically perceives and considers morality and mo
elements in his or her experiences" (Reynolds and M
2015 p114).

Reynolds and Miller (2015) summed up the const
thus: "moral awareness refers to an event experienc
the individual, moral sensitivity refers to the
individual's skill at regularly achieving moral
awareness, and moral attentiveness captures an inna
tendency to perceive issues as moral issues" (p114)

Recent research on these constructs can be gro
into three (Reynolds and Miller 2015):

* Biological - eg: neuroimaging of brain activity.

* Psychological - eg: perceiving and processing of
information.

* Socio-cultural - eg: context of moral decisions.

Reynolds and Miller (2015) noted four issues f
future research in this area:

a) Greater construct clarity.

b) Differences between implicit and explicit m
recognition.

c) The interaction of biological, psychologica
socio-cultural factors.

d) The relationship between moral recognition
actual moral behaviour.

APPENDI X N - G NO AND GALI NSKY (2012)

Gino and Galinsky (2012) manipulated psycholog
closeness in four experiments.

Experiment 1

One hundred and three US students were assigne
take the perspective of a person who had been selfi
an experiment or not, and this was done by writing
essay about that person's day or their own day. The
experimental task was sharing some money, which the
selfish person did not, and participants were asked
much they would share in the same situation. Partic
in the perspective-taking condition said they would
significantly more money for themselves than the
participants in the control group (mean: $6.59 vs $
out of $10).

Psychology Miscellany No. 103; January 2018;SNS1754-2200; Kevin Brewer

h one
ral
iller

ructs
ed by

te

uped

or

oral

|, and

and

ical

dto
shin
an

how
ipants
keep

5.46

100



"These findings provide evidence that psycholo
closeness - in this case manipulated through perspe
taking - leads people to report they would follow t
example of one bad apple” (Gino and Galinsky 2012 p

Experiment 2

One hundred and forty-seven more US students w
short essay about working with others (interdepende
condition) or working alone (independent condition)
before reading the scenario about the selfish perso
Experiment 1. The difference was that the person
described was either identified with a picture or n
Participants in the interdependent condition said t
would keep more money if the wrongdoer had been
identified than unidentified.

"Thus, an interdependent mindset combined with
identified miscreant created a toxic brew of selfis
intentions” (Gino and Galinsky 2012 p21).

Experiment 3

Eighty-two more US students were led to believ
they shared the birthday month and the school year
cheating confederate on a task that they then perfo
(shared attributes condition) or did not share the
attributes (control condition). The task was appare
not monitored and the participants could cheat abou
their performance to gain a small monetary reward.

It was found that the amount "by which partici
overstated their performance was higher in the shar
attributes condition than in the control condition.
and the percentage of participants who overstated t
performance was also higher (64.3% vs. 37.5%...)" (
and Galinsky 2012 p22).

Experiment 4

This experiment was different to the others be
it tested whether psychological closeness worked fo
social behaviour. Two hundred and nine students per
a version of Experiment 1, but they read about an
individual who was generous. Participants reported
they would be more generous in the perspective-taki
condition, but "the effects of psychological closen
were stronger when the target was selfish rather th
generous” (Gino and Galinsky 2012 p23).

One possible explanation for the behaviour in
experiments is self-expansion theory (Aron and Aron
1986), which proposes that "people's sense of self
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broadened to include others, and that this is likel
occur when others are people we feel close to" (Gin
Galinsky 2012 p16). The upshot is the tendency to |
those we feel psychologically close to.

APPENDI X O - BAEZ ET AL (2017)

Baez et al (2017) observed that in "civilised
niches, individuals tend to attach greater importan
intentions than to outcomes in judging the morality
action. Actions aiming to induce harm, regardless o
their success, are typically deemed less morally
permissible than those in which harm was neither in
nor inflicted, or merely accidental” (p1). But thes

y to
o and
mitate

social
ce to
of an
f

tended
e

researchers found that "moral judgment in terrorist sis
abnormally guided by outcomes rather than by the
integration of intentions and outcomes” (p1l).

Baez et al (2017) interviewed sixty-six impris oned
members of an illegal armed paramilitary group (cla ssed
as terrorist) in Colombia, and 66 matched controls. The

participants completed various questionnaires (eg:
Motives for Aggression Inventory %), and undertook a

moral judgment task based around "accidental harm". A
story is told about an individual who believes one thing
(intention), but this results in a certain effect

(outcome). For example, "Grace" believes white powd erin
a sugar bowl is sugar, which she puts in a friend's

coffee. But the powder is a toxic chemical and the friend

dies. The researchers could vary the intentions and
outcomes (table 8).

INTENTION ouT COME

Neutral/neutral Grace believes powderis  Fri end unharmed
sugar, and it is sugar

Negative/neutral Grace believes powderis  Fri end unharmed
toxic, but it is sugar

Neutral/negative Grace believes powderis  Fri end dies

* sugar, but it is toxic

Negative/negative Grace believes powderis  Fri end dies

(**) toxic, and it is toxic

(* unintentional harm; ** intentional harm)

(Based on Baez et al 2017 figure 1)

Table 8 - Variations in moral judgment task.

> This includes 26 items about triggers for aggvesisehaviour - eg: you have to defend your ideas”,
"you cannot control yourself' (Baez et al 2017).
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Baez et al (2017) commented: "our results supp
the proposal that terrorists can suppress instincti
learned moral constraints against harming innocents
as empathy, fairness and pro-sociality. This could
caused by intrinsic or acquired factors, and by
individual or group forces. In addition, the profil
observed in the terrorists may reflect their fixati
utopian visions whereby only (idealised) ends matte
That is, their outcome-based moral judgements may b
related to the belief that any action can be justif

(p4).

APPENDI X P - DELAYI NG GRATI FI CATI ON

Protzko et al (2017) asked 260 members of the
Cognitive Development Society if they thought child
had got better or worse at delaying gratification i
last fifty years. Only 16% believed it had improved
compared to 52% who said that it had got worse. The
remainder said "no change" or "unsure".

The ability to forego an immediate reward for
better one in the future is delaying gratification,
it is associated with positive life outcomes.

The "marshmallow test" is a common way to test
children’s ability to delay gratification. A child
presented with a marshmallow (or other treat) and t
that they can have that now or two of them later wh
experimenter returns. The child was told to ring a
when they could not wait any longer.

Protzko et al (2017) performed a meta-analysis
studies using the marshmallow test to measure delay
gratification in the last fifty years. It was found
the children's ability to delay gratification had
improved over time (ie: they can wait longer).

APPENDI X Q - MORAL SELF- LI CENSI NG

Effron and Conway (2015) observed that studies
“reveal that acting virtuously can ironically reduc
future virtuous action. When people can point to ac
or thoughts that attest to their good character, th
often act like they have a license to stray from th
straight and narrow path by helping less, cheating
or enacting more prejudiced-seeming behaviour" (p32
This is moral self-licensing (MSL).

The researchers outlined two possible explanat
"good deeds may grant moral credits that can be
‘exchanged' for the right to commit even blatantly
deeds, or good deeds may establish moral credential
which make ambiguous behaviour seem less problemati
(Effron and Conway 2015 p32).
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MSL has been studied mainly in laboratory
experiments, but also in real life - eg: diary stud
Hofmann et al (2014), for instance, found that
individuals who reported good deeds earlier in a da
preferred fewer good deeds or more bad deeds later
same day than individuals who did not do early good
deeds.

MSL also occurs in situations of counterfactua
transgressions, prefactual virtues, and vicarious v
(Effron and Conway 2015). The first of these is bad
things that an individual could have done, but did
Individuals can exaggerate the "sinfulness" of the
behaviour not performed - eg: dieters overstate the
calories of desserts declined (Effron et al 2013).

Prefactual virtues refers to good deeds that
individuals plan to do, while vicarious virtues ref
good deeds performed by one's ingroup member (table

ies.
in the
|

irtues

not.

ersto
9).

SITUATION STUDY FINDING
Counterfactual Effron et White participants who had the
transgressions al (2012) opportunity to not perform a

blatantly racist behaviour, later
expressed less racially sensitive
views that controls

Prefactual Cascio & Students who had pledged to donate

virtues Plant blood later, expressed more overt
(2015) prejudiced views than controls

Vicarious Kouchaki After non-prejudiced behaviour by an

virtues

(2011)

ingroup member, individuals expressed
more prejudiced views than controls

Table 9 - Three situations of MSL and examples of s
related to prejudice.

The alternative to MSL is "moral self-consiste
where "acting virtuously can increase... subsequent
virtuous behaviour" (Effron and Conway 2015). They
continued: "When a person interprets her behaviour
signal that virtue figures prominently in her self-
concept, then she is likely to act more virtuously
future. Virtuous behaviour sends such a signal when
costly or effortful to perform, when people have am
cognitive resources to think abstractly about value
identity, and when people reflect on their commitme
moral goals" (Effron and Conway 2015 p34).

APPENDI X R - QALYS AND DALYS
Quality-adjusted life years (QALYS) are "healt

state descriptors" - ie: the "levels of functioning

different aspects of health. A patient who has

Psychology Miscellany No. 103; January 2018;SNS1754-2200; Kevin Brewer

tudies

ncy",

as a

in the
itis
ple

s and
nts to

104




difficulties with mobility but no pain is in a diff

health state than a patient who has no difficulties
mobility but has frequent pain. A patient with seve
depression is in a different health state than a pa
who struggles with substance abuse. By specifying t
levels of physical, psychological, cognitive, socia
other kinds of functioning, any number of health st
can be defined. These can also be used to describe
outcomes of different interventions. For this reaso
health states are also called health outcomes” (Bog
2015 p45).

Health states are evaluated by asking individu
place a value on good health or poorer health. The
choices are converted into numbers, and this is tak
the health-related quality of life. A QALY is "a
combination of the health-related quality of life
associated with health outcomes and the time spent
those health outcomes” (Bognar 2015 p46). It is als
possible to calculate a health-adjusted life expect
(HALE).

Disability-adjusted life years (DALYS) were
developed by the World Health Organisation (Global
of Disease project; GBD) to compare the health of
different populations in relation to 220 health sta
There are two components calculated - years lived w
disability and years of life lost due to premature
mortality.

Bognar (2015) outlined three sets of ethical i
related to QALYs and DALYs:

i) Measurement - eg: the original sample deter
the scores allocated. It has been found that "the g
population considers many health outcomes worse tha
health professionals do, who in turn consider them
than patients who live with those outcomes" (Bognar
p50).

i) Health resource allocation - Cost-effectiv
analysis will be used to set healthcare priorities,
returning to full health is always favoured. "Some
patient groups, including people living with disabi
and chronic health conditions, may have a limited
capacity to benefit compared with those who can be
returned to full health. Thus, their treatment will
given lower priority. They will be unfairly discrim
against" (Bognar 2015 p51).

iii) Social and moral value - eg: age-weightin
function means that a disease or injury is consider
worse for an individual in their 20s than for an in
or an adult of retirement age.

"The researchers in the GBD project justified
weighting the following way. People are more produc
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in their young adulthood. They are more likely to b
employed. They also contribute to social productivi
other ways: They often take care of their children
elderly parents. Hence the welfare of children and
people depends, to a large extent, on their
contributions. This sort of welfare interdependence
crucial role in society. In particular, the illness
young adult is likely to negatively affect the welf
others. Therefore, it should have more weight when
burden of disease is calculated. Age weighting was
introduced to take welfare interdependence into acc
(Bognar 2015 p53). Age weighting has been subsequen
removed.

APPENDI X S - SOCI AL DETERM NANTS OF HEALTH

The World Health Organisation's Commission on
Social Determinants of Health in 2008 is key, and
Venkatapuram (2010) argued that "the commission com
epidemiological analysis of health inequalities wit
and across countries with an essentially cosmopolit
ethical argument for motivating global social actio
mitigate ill health and health inequalities. By doi
the commission brought together the consideration o
scientific evidence, the centrality of global publi
deliberation to global health, and a view on global
social justice" (p119).

Venkatapuram (2010) stated: "If social factors
identified as determining such significant aspects
human well-being as mortality and morbidity, the mo
responsibility for ill health and health inequaliti
expands beyond the individual to include social
institutions and processes. This serves as a rejoin
decades of concerted efforts in some developed coun
to exclude 'the social' from epidemiology and place
moral responsibility for health onto the individual
(pp127-128).

Venkatapuram and Marmot (2009) discussed two k
ethical issues related to SDH:

1) Ethical issues related to the production of
knowledge about health and the causes of ill health
"Moreover, in particular reference to epidemiology,
whether a particular causal relationship between ex
and impairment is true or not may be independent to
we practise epidemiology, but the way a causal
relationship becomes recognised as being true, and
recognition of the scope of the causal processes, a
profoundly influenced by what we think are good
epidemiological theory and practice” (Venkatapuram
Marmot 2009 p80). Science is a "social process" rat
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than simply a listing of discovered truths.

i) Ethical issues related to social justice.

"Health policies are profoundly political because t hey
distribute significant and diverse benefits and bur dens
across individuals and groups. They are ethical in so far
as justification is provided for why particular

interventions should be implemented or indeed, shou Id

not be implemented" (Venkatapuram and Marmot 2009 p 85).
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