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We propose a new approach to guide health promotion practice. Health

promotion should draw on 2 related systems of reasoning: an evidential system

and an ethical system. Further, there are concepts, values, and procedures

inherent in both health promotion evidence and ethics, and these should be

made explicit. We illustrate our approach with the exemplar of intervention in

weight, and use a specific mass-media campaign to show the real-world dangers

of intervening with insufficient attention to ethics and evidence. Both re-

searchers and health promotion practitioners should work to build the capacities

required for evidential and ethical deliberation in the health promotion pro-

fession. (Am J Public Health. 2011;101:465–472. doi:10.2105/AJPH.2010.

195545)

We propose a framework to formalize 2 central
aspects of health promotion practice—ethics
and evidence—and to guide future practice.
This framework is speculative, based on our
professional and academic knowledge and the
literature. It entails 2 iteratively related systems
of reasoning: an evidence-based system and
an ethics-based system. Evidence-informed
practice and ethical reasoning both aim to
maximize human well-being by applying explicit
evaluative frameworks.1 Evidence and ethics are
implicitly related: evidence-based practice may
be more ethical, and ethically sensitive practice
more effective. Health promotion practice would
benefit by deliberately bringing evidence and
ethics together; to specify the concepts, values,
and procedures inherent in each; and to achieve
this integration through a detailed study of
current practices in health promotion.

The definition of health promotion is con-
tested and values driven,2,3 but researchers and
practitioners widely acknowledge that health
promotion occurs at different levels—from stan-
dardized top-down national programs to unique
grass-roots initiatives. We illustrate our argu-
ments using a national social marketing cam-
paign,4 but we do not intend to imply that local
programs are less worthy of examination.

The need to integrate evidence and ethics in
health promotion becomes especially critical
when large-scale intervention for a problem is
urged, but guidance for action is limited. Body
weight is a good example of this discrepancy. In

recent years, ‘‘overweight and obesity’’ has been
increasingly talked about and accepted as a
global problem and threat to public health.5–10

This discourse has attracted political attention,
with concomitant expansion in intervention.
However, limited evidence or formal ethical de-
bate is available to guide such action. Because
body weight exemplifies the problems facing
health promotion professionals in relation to evi-
dence and ethics, we use intervention for this issue
to illustrate our arguments. The Australian social
marketing campaign we examine closely (How Do
You Measure Up?) is focused on weight. Next, we
consider the evidence and ethics of health pro-
motion, before examining the benefits of a more
integrated approach that makes values explicit.

FINDING AN EVIDENCE BASE FOR
HEALTH PROMOTION

The search for an evidence base for health
promotion reflects the widespread influence of
evidence-based medicine.11 The evidence-based
medicine movement advocates applying epide-
miological, population-level evidence to decisions
about clinical care.12–14 Subsequent iterations
of evidence-based practice have expanded to
other aspects of health-related activity, including
multilevel and complex programs targeting
whole communities.15,16 Researchers agree that
health promotion needs evidence to set priorities,
guide advocacy, and demonstrate value.17–20

However, evidence-informed practice is never

straightforward21 and is considered especially
problematic for health promotion, not least
because it is social and political, involving con-
tests between community, corporate, bureau-
cratic, and political stakeholders.20,22,23

One practical problem for evidence-
informed health promotion is an absence of
evidence. There is often evidence that some-
thing should be done (e.g., needs assessment,
measures of prevalence and preventability of
risks and conditions), but there is rarely evi-
dence regarding what should be done (e.g., the
effectiveness of health promotion intervention)
or how to do it (e.g., evaluation of the health
promotion process).16 More broadly, debates
about evidence-informed health promotion
hinge on the nature of evidence for health
promotion, in particular the transferability of
clinical epidemiology methods and ‘‘rules of
evidence’’ to health promotion research.22

Concerns have focused on ‘‘levels of evi-
dence’’ hierarchies, which have randomized
controlled trials and meta-analyses at their
pinnacle.24 Authors argue that simplistically
applying such hierarchies can devalue investiga-
tion into both the human subjectivity and the
social and cultural complexity that are so im-
portant for health promotion.25–31 Researchers
also argue that evidence hierarchies may skew
the evidence base and thus evidence-informed
health promotion practice. They focus on ques-
tions that can be answered via randomized
controlled trials; via a self-fulfilling cycle, this
leads to ‘‘evidence-based’’ programs that target
only the individual behaviors that can be studied
in such trials.26 Expanded approaches to evalu-
ating health promotion evidence have been
proposed, but the challenges are not fully re-
solved and debates are ongoing.20,23,28,32–35

Body weight exemplifies the general prob-
lems regarding evidence in health promotion.
Many would argue that weight is a justified
target for intervention, but even this argument
is contested: some propose that fitness is more
important than weight.36–38 As ‘‘overweight
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and obesity’’ is a relatively recent health pro-
motion target, intervention evidence is limited.39

Particularly, there is little evidence for whole-of-
population intervention targeting the weight of
adults.40 Multifaceted interventions that address
social, economic, and community factors based
on the New Public Health have been insuffi-
ciently researched,41 for reasons that include
feasibility, cost, and political acceptability.34

Large-scale innovative social interventions, or
those with controversial political and commercial
implications such as the regulation of food
manufacturing, marketing, and distribution, are
rarely evaluated in ways that would satisfy
‘‘hierarchy of evidence’’ criteria. Such evidence
has, however, been generated for interventions
targeting behavioral risk factors (such as fruit and
vegetable consumption or time spent watching
television) and for education interventions in
primary schools.42 Because interventions with
the ‘‘greatest potential for population health
impact’’ have the least ‘‘certainty of effective-
ness,’’43(p407) it has been proposed that more
flexible approaches should be developed that
consider the uncertainty, risks, and potential
benefits of promising obesity prevention pro-
grams.43–45 As yet, these do not exist.

FINDING AN ETHICS BASE FOR
HEALTH PROMOTION

Ethics is the study of what should be done:
a prescriptive, systematic analysis of what is
required for human well-being.1 Whereas
bioethics has had a significant impact on
clinical medicine and medical technology
since the 1960s, commentators argue that
public health, and health promotion in par-
ticular, have been left behind.1,46–49 The de-
velopment of public health ethics is only just
gaining momentum50: the first US Ethics and
Public Health Model Curriculum was released in
2003,51 the first peer-reviewed journal in the
field was launched in 2008,52 and there is only1
formal code of ethics for public health interna-
tionally.53 The International Union for Health
Promotion and Education, which represents
health promotion professionals internationally,
is now considering a code of ethics for health
promotion. This development suggests that ex-
plicating the ethics of practice is now recognized
as an important issue by health promotion pro-
fessionals.54 The endeavor is not without its

problems, however, the most fundamental being
uncertainty regarding the purpose of health
promotion.2,47,55,56

Finding an Ethics Base for Health

Promotion Regarding Body Weight

As with evidence, ethics poses problems for
population intervention aimed at body weight.
Body weight is an ethically charged issue for
many reasons. Our identities are tightly bound
up with our bodies, so messages about our
bodies may seem indivisible from messages
about our intrinsic worth. This problem
worsens when ‘‘overweight and obesity’’ is
constructed as a single ‘‘at risk’’ category, in
which a body weight index (BMI; defined as
weight in kilograms divided by height in meters
squared) of 26 or 36 may be discussed in
similar terms. 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
socioeconomic groups, with implications for
exercise interventions.1,57–59

Specifying Ethically Relevant Concepts

A central problem in the ethics of health
promotion is conceptual vagueness. Health
promotion charters promote ethically relevant
concepts such as justice, health equity, enable-
ment, and empowerment, and health promo-
tion professionals are undoubtedly deeply
committed to these concepts and strive to turn
them into sound practices. Nonetheless, many
authors have noted that these charters are
abstract and fail to define concepts such as
justice in any detail.48,60–62 For this reason,
making progress in this area will require specifi-
cation of ethically relevant concepts, including
the dimensions along which they may vary,63

based on detailed engagement with theory and
with health promotion practices. We illustrate
how this might work by specifying 2 concepts,
coercion and stigmatization, using a social mar-
keting campaign case study.

Coercion. Coercion can be loosely defined as
a form of forcible constraint.48,50 Coercion as
such does not appear in health promotion char-
ters; however, defining unreasonable coercion is
a central concern in public health ethics. This
literature is relevant to thinking about the ethics

of health promotion because achievement of
population health targets is likely to require
coercion of some kind, encroaching on individ-
uals’ liberty and autonomy. The regulations often
framed as enabling structural interventions (e.g.,
smoke-free legislation, firearm bans, or alcohol
taxes) are in effect coercive.48,50 These restric-
tions may be popular and produce health bene-
fits, but they also coerce targeted individuals.

Let us consider coercion in relation to social
marketing campaigns. Social marketing repre-
sents a fraction of health promotion activity,
but its resource intensiveness and reach make
it ripe for scrutiny. Social marketing is often
framed as a noncoercive, informational inter-
vention; this framing is not always accurate.
The purpose of social marketing campaigns
may range from educating consumers so they
can make informed choices to persuading
them to conform.1,64–67 Further, coercion itself
might range from ‘‘reasonable’’ to ‘‘unreason-
able.’’ The ethics literature suggests that unrea-
sonable coercion might include teaching people
to perceive themselves negatively in new ways
or exposing them to fear about new and pre-
viously unidentified risks, especially if they are
at low risk of actual disease, suffer no apparent
symptoms, and may never experience the
predicted impact on health outcomes.1,64–67

How might these ethically relevant concepts
play out in a real example of a social market-
ing campaign targeting weight? How Do You
Measure Up? is a campaign widely distributed
through multiple mass-media channels in Aus-
tralia; materials are available at the campaign
Web site.4 A 60-second television commercial
features a male protagonist; there is no set except
a giant tape measure running along the floor
directly toward the viewer. The protagonist
walks along the tape measure toward the camera
wearing only modest white underpants. At the
outset of the television commercial, he is ‘‘20-
something’’; later in the commercial he is ‘‘aged’’
and made fatter to match his position on the tape
measure. The script specifies that he begins
with a waist measurement of 84 centimeters (33
in) and ends with a measurement of 102 centi-
meters (40 in). As he walks toward the viewer he
says, ‘‘You know how it is—you settle down, put
on a few kilos. But I’m not worried. Then you
have kids, life gets busier, you let yourself go
a bit. I’m not worried. But when I first realized
it was affecting my health—well, yeah, I got
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worried.’’ This script is interspersed with an
unseen narrator providing technical information,
including ‘‘Unhealthy eating and drinking and
not enough physical activity can seriously affect
your health,’’ ‘‘For most people, waistlines of
over 94 cm for men and 80 cm for women
increase the risk of some cancers, heart disease
and type 2 diabetes,’’ and ‘‘The more you gain,
the more you have to lose.’’4 The climax of the
commercial revolves around the protagonist’s
daughter, as he first realizes overweight is af-
fecting his health when he can’t catch his
daughter in a game of tag. In the following scene,
his daughter runs into view beaming, but, pre-
sumably foreseeing the early death of her over-
weight father, rapidly assumes a serious and
concerned expression; he becomes similarly
stricken. This segment is followed by the cam-
paign slogans: ‘‘The more you gain, the more
you have to lose’’ and ‘‘How do you measure
up?’’

This campaign satisfies several criteria for
unreasonable coercion.1,64–67 It plays on pa-
rental guilt in an attempt to effect behavior
change and is designed to teach all viewers
with a BMI of more than 25 to perceive
themselves negatively in new ways and to
imagine their girth leading to cancer, heart
disease, and type 2 diabetes. It emphasizes
that small increments in waist measurement
increase risk and so may create self-surveil-
lance in low-risk individuals at stable weight
and low risk of current or future disease.
These problems are in part a result of applying
population-level risk data to create messages
targeting individuals, and of focusing on the
single risk factor of body weight.

Stigmatization. Stigmatization is a form of
potential iatrogenesis in health promotion, and
as such is another key concept for health
promotion ethics.48,49,66,68–70 The sociologi-
cal literature about stigma can help us specify
this concept. Stigma is about social unac-
ceptability: a form of ‘‘spoiled identity.’’71

Stigma links individuals to negative stereotypes,
and stigmatization can result in prejudice and
discrimination. People interact differently with
those who are stigmatized, which can further
undermine a stigmatized person’s sense of self.
Unless a stigmatized person can resist the
‘‘spoiled identity’’ imputed to them—a difficult
task at the heart of many activist movements—the
negative effects of stigma can be avoided only

by ‘‘passing as normal’’ or changing the people
with whom one interacts.71,72

These insights suggest dimensions of the
ethically charged concept of stigma. Human
characteristics are likely to vary from non-
stigmatizing to highly stigmatizing. Stigmatizing
characteristics are likely to be more persistently
visible—thus preventing ‘‘passing as normal’’—
and to generate reactions that suggest the
characteristic is not ‘‘normal’’ (e.g., eliciting
staring, pointing, talking, or embarrassed
looks). A person might be considered more or
less responsible for the characteristic; for ex-
ample, a person with a congenital condition
may be stigmatized but treated kindly, whereas
a person with a facial scar from a street fight
may be stigmatized and feared. An intervention
could increase stigmatization of a characteristic
by drawing attention to it and encouraging
people to react differently to it. Attributions
of responsibility may color this process.

This factor is particularly relevant to media
campaigns on weight. There is evidence of
higher-weight people being stigmatized72 in
settings such as school playgrounds, sports and
gym facilities, fashion stores, and health ser-
vices.68 This has implications for self esteem,
body image, and self harm.36,59 A mass-media
campaign such as How Do You Measure Up?
may encourage different responses to heavier
people, including blaming them for their
weight.1,57–59 Further, weight is persistently
visible—unlike, for example, physical inactivity,
blood pressure, or diabetes—and thus easier to
stigmatize. In How Do You Measure Up? this
stigmatization may be worsened by a 30-second
follow-up television commercial showing the
same protagonist confidently stating that ‘‘from
today’’ he is going to ‘‘turn his life around’’ with
diet and exercise. This statement is intended
to stimulate action, but may also encourage
blame of those who do not simply decide to ‘‘turn
their lives around’’ because of personal, experi-
ential, socioeconomic, physiological, and other
circumstances.

Environmental and structural approaches to
preventing weight gain, such as alterations to
the food supply, may be less stigmatizing than
are mass-media interventions like How Do You
Measure Up?. Although mass-media campaigns
are targeted and evaluated at the population
level, they may also have a deeply personal and
emotional effect on individuals, with little

capacity to reflect the needs of those individ-
uals. A campaign focused on waist circumfer-
ence cannot recognize a person’s unique life-
time struggle with weight loss, be sensitive to
a long-held shame felt toward one’s body, or
recognize that someone with a BMI of more
than 25 may be fit and well.37,38 At present,
evaluation of such interventions does not
generally attend to outcomes such as stig-
matization.68

ETHICS, EVIDENCE, AND VALUES

We have suggested a 2-fold problem for
health promotion: there is insufficient, incom-
plete evidence to guide decision-making about
population-level intervention, and although
iconic ethical commitments have been made
in health promotion charters, the concepts
entailed have not been well specified. Engaging
with the values implicit in both evidential and
ethical systems of reasoning may help to re-
solve these problems. The values we hold
signify what is important to us. In recent
years, in professional fora and international
journals, health promotion professionals have
expressed a need for deeper examination of the
values that underpin health promotion prac-
tice.29,46,47,53–56,62,73–76 Values clarification
of the kind being advocated in the profession
could enable accountability in relation to
both ethics and evidence.

The discipline of ethics contains several
competing and well-articulated systems of rea-
soning; these include deontology, utilitarian-
ism, virtue theory, social contract theory, the
capabilities approach, and narrative ethics.1

These systems contain clear differences in values.
They might value, for example, reason, dignity,
moral obligations, achievement of the best pos-
sible outcome for the greatest number of people,
virtues, individual freedoms, or shared common
goods. These valued concepts are often spec-
ified at great length in the ethics literature.
They must sometimes be traded off against
one another (individual freedom against util-
itarian maximized benefit, for example). As
yet, these formal systems have not made
substantial inroads into public health or
health promotion practice. Recently, the first
model curriculum for public health ethics
was published in the United States.51 It took
a casuistic approach, encouraging students to
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consider practical problems but providing limited
opportunity to acquire the detailed conceptual
tools available in the discipline of ethics. Deeper
study is required to understand any of these
approaches fully.1

Values are also inherent in the generation
and evaluation of evidence, although this is not
always evident in the rhetoric of evidence-
based practice.46,53,55,76 The notion of evidence
itself is now highly valued: it would be absurd to
argue that health promotion should not be
informed by evidence.26,77 What is at issue is
what counts as evidence—that is, how we specify
the concept of evidence. This specification will
determine which data have the status of evidence
conferred upon them.26 The criteria by which
certain data come to be designated as evidence,
and others scorned, is fundamentally a question
of values.28,29,78,79

To ask a question about something is to
value it; there is little point inquiring after
something that has no value.79,80 Weed has
made a useful distinction between scientific and
extrascientific values that influence scientists’
work; these are, respectively, things valued col-
lectively by the scientific community and things
valued by individual scientists (e.g., arising from
political, religious, social, or cultural commit-
ments).81 Both types of values are seen in the
generation of evidence. Scientific values create
norms for research practice; extrascientific values
may contribute to a researcher’s choice of re-
search questions or study variables, as well as the
interpretation of results. When a study is com-
plete, judgments about causal inference—despite
explicit criteria—are also based on values; this
is shown in Weed’s comparison of 2 meta-
analyses on the same question, conducted only
months apart, that reached contradictory
conclusions.81

Developing rules of evidence for health pro-
motion involves values; these values can shape
health promotion by determining the flow of
funding. As noted, ‘‘evidence hierarchies’’ explic-
itly value evidence from randomized controlled
trials over other forms of evidence. Some have
suggested that this has driven health promotion
toward individualistic interventions for which
evidence based on randomized controlled trials
can be generated; in response, those who value
other modes of practicing health promotion have
sought to modify the rules of evidence. This
contest demonstrates the extent to which debates

about evidence-based health promotion, includ-
ing the way we specify the concept ‘‘evidence,’’
are driven by values.29

A PROPOSED FRAMEWORK FOR
THINKING ABOUT HEALTH
PROMOTION

In this section, we propose a framework for
thinking about health promotion that attends
especially to evidence, ethics, and values, and
their related concepts and tradeoffs.

The General Framework and a Practical

Example

We propose 5 principles for planning and
evaluating health promotion. These illuminate
the good practices already occurring and draw
attention to what is currently neglected. In this
framework, we refer to relationships as ‘‘itera-
tive’’; by this we mean that they exist in
repeated cycles with feedback of the result of
each cycle into the next cycle, allowing in-
cremental modification. Our proposed 5 prin-
ciples are as follows:

1. Recognize that health promotion thinking
must be responsive to particular situations83—it
cannot be universal.

2. Formally recognize and implement 2 itera-
tive systems of reasoning, an evidence-based

system and an ethical system, each contain-
ing explicit values.

3. Clearly specify the evidential and ethical
concepts that are valued or devalued in each
situation, and the dimensions along which
these vary. Use both existing theory and
detailed empirical study of the practice of
health promotion in the situation.

4. Be specific about tradeoffs occurring along
the identified dimensions—consider how
valued or devalued concepts interact.

5. Prioritize procedural transparency: be certain
that processes used for reasoning, defining,
and trading off can be explained clearly.

Figure 1 presents a simple schematic of our
proposed framework in its most general and
flexible form. The framework makes ethics and
evidence equally important and highlights their
iterative relationship. For example, some evi-
dence would be unethical to generate; other
evidence will support ethical reasoning; some
‘‘effective’’ actions may be unethical; and eth-
ical systems could guide action when evidence
is lacking. It requires specification of the di-
mensions along which valued concepts vary,
and probably some tradeoffs along these di-
mensions. Finally, it requires procedural trans-
parency—that is, clear explication of how things
were done and why. This prioritization of
transparency reveals our own values, arising in

FIGURE 1—A general framework for considering health promotion.
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part from the enlightenment-influenced, dem-
ocratic society in which we live. Transparency
also has pragmatic benefit, as it allows people
to make informed judgments by comparing
described values with their own, and the steps
undertaken with their own procedural standards.

We illustrate the potential usefulness of our
general approach by applying it to the specific
example of the How Do You Measure Up?
campaign and its evaluation report.83 In doing
this, we do not mean to suggest that an evalua-
tion report reveals the cognitions of its authors;
rather, we suggest that the measures used in an
evaluation enact shared values. On the basis of
this assumption, we make these observations
about what was valued (summarized in Figure 2),
noting that there seemed to be little connection
between evidence and ethics.

The campaign and evaluation implied that the
following should be valued in relation to ethics:

1. Individual change over community or struc-
tural change;

2. Biological health over positive self-image or
general well-being (e.g., the report criticized
people with BMI>25 who said their weight

was ‘‘acceptable’’; their general health, fit-
ness, need to enjoy their lives, need to
preserve self-esteem, or history of struggle
with weight loss were not considered);

3. Reducing population waist measurements
more than avoiding unreasonable coercion
(small increases in self-surveillance and self-
criticism were reported favorably; e.g., in-
creases in agreement with the statements
‘‘My lifestyle is increasing my risk of getting
chronic disease’’ [up from 33% to 39%] and
‘‘I’m always trying to make changes to my
lifestyle but I find they don’t last’’ [up from
43% to 48%]83); and

4. Reducing waist measurements more than
avoiding stigmatization or preserving the
dignity of heavier people.

The campaign and evaluation implied that
the following should be valued in relation to
evidence:

1. Reductive, repeatable, cognitive measures
and outcomes rather than complex social,
narrative, or environmental measures or
outcomes;

2. The concerns of the campaign funders more
than the concerns of the campaign targets;

3. Creation of evidence of targeted change
more than monitoring potential harms
(there was no measurement of stigmatiza-
tion or other iatrogenic outcomes); and

4. Production of evidence more than quality
of evidence (e.g., the evaluation reported on
awareness of the campaign, ability to recite
public health facts, and ‘‘intention to act,’’
data that lack meaning as measures of real
change83–85).

Regarding this campaign, the framework
creates questions about both evidence and
ethics. What type of evidence is there for
intervening in waist circumference? What data
constitute evidence of effectiveness of such
a campaign? What do communities value that
might not be reflected in this evidence? What
harms and benefits are relevant in this situa-
tion, and do the benefits outweigh the harms?
The campaign continues to distribute material
in which the protagonist and his fictional
partner are explicitly critiqued; might this
contribute to the stigmatization of heavier

Note. There is limited procedural transparency in the evaluation report. This figure reflects the concepts, values, and reasoning implied in the report, highlighting the need for procedural

transparency.

FIGURE 2—Applying the general framework to the How Do You Measure Up? campaign materials and evaluation report.
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people? Why is it necessary for the characters
to appear in their underwear? Might the
campaign be unreasonably coercive, encour-
aging unjustifiable fear, self-surveillance,
self-loathing, or sense of failure? Such ques-
tions encourage a closer relationship between
ethical and evidential considerations; for ex-
ample, how ethically unacceptable outcomes
might be monitored and measured and whether,
if evaluation suggested ethically problematic
outcomes, the campaign might be stopped.

Contribution of Our Proposed Framework

to the Existing Literature

There is currently little available literature
on the relationship between ethics, evidence,
and values in health promotion. Both Hamilton
and Bhatti86 and Raphael29 have argued that
evidence is underpinned by values and that these
values should be made explicit. This supports our
argument; we build on their work by suggesting
how to make values explicit. Tannahill empha-
sizes that health promotion can only be informed
by (rather than based on) theory and evidence.22

He nominates ‘‘ethical principles’’—including eq-
uity, respect, empowerment, participation, and
openness—as prior to either evidence or theory.
We believe that it is more useful to consider
evidence in an iterative relationship with ethics,
and that most of the principles Tannahill lists are
in fact ethically relevant concepts that need
further specification as outlined in our frame-
work. The Nuffield Council’s Stewardship
Framework for public health ethics57 is perhaps
the most substantial contribution to date. Like
our work, this framework engages with concrete
cases, acknowledges the centrality of evidence,
explicitly frames health as something valued, and
seeks to ‘‘develop an ethical framework that
identifies the most important values to guide
public policy in this area.’’57(p13) It uses political
philosophy to propose a ‘‘stewardship model’’ for
governments.52 Detailed consideration of several
case studies in the Nuffield report provides an
excellent example of the kind of specificity that we
have argued for; however, the report does attempt
to achieve greater universality than we consider
possible. We believe our framework would en-
courage more deliberate exposition of implicit
concepts such as vulnerability, equality, and
nonintrusiveness, and perhaps a more formal
movement between ethics and evidence in
reasoning.

CONCLUSIONS

Transparency in the domains of evidence,
ethics, values, and procedures is relevant for all
kinds of health promotion. Such transparency
may foster greater accountability to the com-
munities we serve, and decades of research
suggests that this transparency should increase
the effectiveness of risk communication.87 We
do not intend to suggest that health promotion
professionals are unconcerned with evidence,
ethics, and values, but rather to integrate existing
work and provide additional ‘‘thinking tools.’’88

We emphasize that Figures 1 and 2 are summa-
ries, and details of each relevant concept would
need to be specified, as we did for stigma and
coercion. Some ethically relevant concepts have
been extensively specified in the literature, ‘‘eq-
uity’’ providing an excellent example.89,90 Prior-
itization, or trading off, of various ethically
relevant concepts has also been addressed to
some degree. For example, paternalism,91 social
justice, and a relational form of autonomy92 and
responsibility93 have all been proposed as pre-
eminent values in this journal alone.

We note that our proposed approach pro-
vides questions but cannot supply all of the
answers, as these can be worked out only in
particular situations. Detailed empirical study
of health promotion practice is required to
clarify the values and concepts entailed in
health promotion; these will vary from situa-
tion to situation, and will need to be considered
in relation to both evidence and ethics in
those situations. The concepts relevant, for
example, to an intervention in weight in
Australia are likely to differ from those relevant
to an intervention in smoking in China, housing
in Brazil, or parenting in a disadvantaged
community in the United States. Concepts and
values are also likely to differ for national
versus local levels of intervention. These dif-
ferences can be identified only through em-
pirical study, and we believe that more health
promotion research should be oriented toward
this end. j
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