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Troutville: Where People Discuss Fairness Issues 

Yukiko Asada1, Robin Urquhart2, Marion Brown3, Grace Warner4, Mary McNally5, Andrea Murphy6 
 
 

Résumé Abstract 
Contexte. Les efforts d’engagement du public en politique de santé 
ont posé de nombreuses questions chargées de valeur, mais celles 
qui tiennent compte de la complexité et de la diversité du concept 
d’équité en matière de santé sont rares. Nous présentons les Fairness 
Dialogues, une nouvelle méthode pour débattre de l’équité en matière 
de santé auprès du grand public. Nous en fournissons les fondements 
théoriques et en présentons l’illustration empirique et l’évaluation 
qualitative. Méthodes. Principalement inspirés par l’érudition de la 
délibération, nous avons conçu les Fairness Dialogues, caractérisés 
par une délibération de groupe objective et inclusive utilisant un 
scénario hypothétique (la ville de Troutville) qui présente des cas 
soigneusement conçus, simples, ouverts et axés sur une question 
d’équité et de justice. Pour évaluer si les Fairness Dialogues 
encouragent la réflexion, nous avons mené une enquête qualitative 
en nous concentrant sur l’équité et l’iniquité des inégalités en matière 
d’espérance de vie. Résultats. Nos résultats ont révélé les intuitions 
complexes des gens et leur curiosité, leur patience et leur volonté de 
les examiner en profondeur dans le cadre d’un dialogue en petit 
groupe. Les intuitions partagées par les participants à notre étude sont 
similaires à celles présentées dans la littérature philosophique 
académique. Conclusions. Les Fairness Dialogues sont une méthode 
prometteuse pour intégrer les points de vue du public dans 
l’élaboration de politiques impliquant un jugement de valeur et pour 
développer la capacité du public à discuter de questions chargées de 
valeurs de manière réfléchie et inclusive. 
 

Context. Public engagement efforts in health policy have posed many 
value-laden questions, yet those that appreciate the complexity and 
diversity of the concept of health equity are rare. We introduce the 
Fairness Dialogues, a new method for deliberating health equity 
among the general public. We provide its theoretical underpinning and 
present its empirical illustration and qualitative assessment. Methods. 
Primarily informed by the scholarship of deliberation, we designed the 
Fairness Dialogues, featured by reason-giving and inclusive group 
deliberation using a hypothetical scenario (the town of Troutville) that 
presents carefully designed, simple, open-ended cases focusing on a 
chosen equity and fairness issue. To assess whether the Fairness 
Dialogues encourages reflective views, we conducted a qualitative 
investigation by focusing on fairness and unfairness of inequalities in 
life expectancy. Findings. Our results revealed the complex intuitions 
that people have and their curiosity, patience, and willingness to 
scrutinize them in-depth through a small group dialogue. Intuitions 
shared by our study participants are similar to those presented in the 
scholarly philosophical literature. Conclusions. The Fairness 
Dialogues is a promising method to incorporate the public’s views into 
policy-making involving value judgment and to develop the capacity of 
the public to discuss value-laden questions in a reflective and inclusive 
manner. 
 

Mots-clés Keywords 
inégalité de santé, équité en santé, délibération, engagement public, 
valeurs 

health inequality, health equity, deliberation, public engagement, 
values 

Introduction 

The public increasingly plays an important role in health policy (1). The simple question “What do people think?” drives many 
public engagement efforts. Posing this question is particularly meaningful when issues relate to values, such as equity or 
fairness, where the “right” answers cannot be found easily or at all. Public value elicitation is important because a well-
functioning health system is not only effective and efficient but is also an embodiment of social values. While public 
engagement efforts have posed many value-laden questions in the past, those that appreciate the complexity and diversity of 
the concept of health equity are rare. The consideration of equity is prominent when making policy decisions regarding priority 
setting, which often engages various stakeholders including the public (2). However, in priority setting discussions, equity is 
often a “black box” and elaboration on what equity means in a given context is relatively new (3). 
 

A related but distinctly separate line of work explores distributional principles that people employ in allocating limited health 
care resources (4,5). As a classic example, in a series of questionnaires using stylized, hypothetical resource allocation 
scenarios, Nord (1999) uncovered the importance of concerns for severity of disease – little discussed in the scholarly literature 
– when the public makes resource allocation decisions (6). Largely situated within the discipline of economics, this subfield of 
value elicitation regarding resource allocation employs careful empirical examination of values underlying distributional 
principles through ongoing methodological development as to how best to elicit such values (7–10). Equity concerns in health 
policy go beyond the context of resource allocation, and these concerns await a similar, rich exploration. For example, what 
are society’s responsibilities for, and its limits to, promoting healthy behaviours? How should we operationalize a well-accepted 
equity principle, such as “equal access for equal need” (11), across a large and diverse geographic area? For these types of 
equity questions, the focus has often been on people’s experiences (e.g., accessing care) and not their judgment (e.g., what 
constitutes equitable access) (12,13).  
 

Equity is a complex concept, which is evident from the fact that even experts working in the field have been unable to reach a 
single, agreed-upon definition of health inequity (14–17). Arguably, the most widely cited definition is by Whitehead, for whom 
health inequities are “differences in health which are not only unnecessary and avoidable but, in addition, are considered unfair 
and unjust” (18). This all-encompassing definition, however, is circular as it does not clarify what unfair and unjust mean (19). 
Despite the absence of a single, agreed-upon definition, equity is a key health policy goal endorsed by many jurisdictions (20). 
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Ongoing debate as to what constitutes equity or fairness might indeed be what we would expect for a complex concept upon 
which many health system decisions pivot. Public engagement squarely focusing on equity can add a new dimension to health 
policy by enriching our understanding of equity and fairness, working towards health systems that are informed by societal 
values, and developing capacity among the public to engage in value-related questions. 
 

Myriad methods are available for public value elicitation on a range of topics and are applicable to the topic of equity. Primarily 
informed by the scholarship of deliberation (21,22), we designed the Fairness Dialogues, a method that encourages collective, 
thoughtful reflection about health equity among the general public. In this paper, we first situate our conceptualization of the 
Fairness Dialogues within the rich literature on public value elicitation on health and health care issues in order to present its 
theoretical underpinning. We then provide an empirical illustration of the Fairness Dialogues and its qualitative assessment. 
 

Theoretical underpinning of the Fairness Dialogues 

Why ask people?  

Value-related questions are difficult, and those in the context of health and health care, such as equity or fairness, are no 
exception. Addressing them seriously requires going beyond gut feelings and intuitions; it demands a reflective thought 
process. Careful examinations do not often spontaneously take place, and even when they happen, they rarely point to the 
“right” answer. Answers are most often multiple, not because there is no right or wrong answer but because there are likely 
many right or partially right answers. Balancing these right answers is often challenging but is necessary to make policy 
decisions on health and health care. There are many professionals who are trained to examine these value-related issues, 
such as academics and policy makers. It is thus important to articulate why we should ask the public to engage in such a taxing 
process. The literature suggests four purposes: foundational, instrumental, process-oriented, and educational (10,23,24).  
 

Foundational purposes. Public engagement can serve a foundational purpose, that is, enhancing our understanding of value-
related issues. Precisely because value-related issues are complicated, by asking the public we might arrive at a more 
nuanced, layered understanding of the issues. Trained professionals who study and work in related fields often have shared 
assumptions and approaches, and the public’s views can provide a counterforce to offset these positions, or even highlight 
overlooked viewpoints in the professional discourse (10). For example, in asking people about distributional principles, Hurley 
and colleagues discovered a view that “everybody must get something, nobody should get nothing,” a concept not well 
discussed in the academic literature (4,25).  
 

Instrumental purposes. Purposes of public engagement can be instrumental, that is, acting upon the values revealed through 
public engagement. When assessing many plausible values in the context of health and health care, it is not clear nor 
consistent whose values should take priority. The values of trained professionals are presumably well informed and cohesive, 
but that does not make their values more correct than those from others. Value-laden questions in health and health care can 
affect people profoundly through personal experiences situated within social policies and norms. It is thus important to take 
public values seriously and act upon them (23).  
 

Depending on the way that one decides to act upon the public’s values, the instrumental purposes can be either direct or 
indirect. With direct instrumental purposes, public engagement can be designed to inform specific policy decisions, such as 
decisions related to planning, priority setting, and coverage of health services and health technologies (26–28). With indirect 
instrumental purposes, public engagement can be designed to develop a set of guiding principles related to social values to 
inform multiple policy decisions, such as the public dialogue sessions organized to explore a shared health care contract to 
inform health reform and the Citizens’ Reference Panel on Health Technologies to derive core values for health technology 
assessments (29,30). Arguably, the most notable example of public engagement for the indirect instrumental purpose is the 
Citizens’ Council in the National Institute for Health and Clinical Excellence (NICE) in the United Kingdom (31). With the 
premise that advice on best care must be based both on scientific and social value judgments, the NICE formed the Citizens’ 
Council in 2002 to inform social value judgments, i.e., “what is good for society” (32). About 30 people, largely representative 
of the populations of England and Wales, met to discuss a selected question for two days once a year. The questions selected 
were deliberately broad as the Citizens’ Council was not designed to inform individual policy decisions. Rather, public values 
revealed in the Citizens’ Council discussion have been incorporated in social value judgement principles that guide the NICE’s 
specific recommendations as well as the process and methodologies through which the NICE makes these recommendations 
(33,34). 
 

Process-oriented and educational purposes. Interests in public engagement can be focused on process rather than outcomes. 
Daniels and Sabin argue, for example, that reasonable people can disagree about value-related questions, and, rather than 
trying to identify the right answer, society might make greater progress by focusing on the process through which these value-
related questions are examined (24). In addition, public engagement can be considered as a means of showing respect to the 
public, and in so doing, can improve the legitimacy of decision-making (23,24). Thus the third purpose of public engagement 
is process-oriented. In a similar manner, the process of public engagement can be considered as an educational opportunity. 
The fourth purpose of public engagement is then educational, increasing the knowledge and capacity of the public involved in 
the engagement (23,24).  
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Public engagement on value-related questions can be designed with one or any combination of these four reasons in mind. 
Whatever the purpose may be, an important commonality among public value elicitation efforts is the pursuit of reflective 
values derived from a careful thought process.  

How to ask?  

The relevant literature offers a variety of methods for public engagement that aim to obtain reflective values through a careful 
thought process. This literature is multidisciplinary, ranging from health sciences (e.g., public health and health services 
research) to social sciences (e.g., sociology, political science, and economics). The methods proposed include, but are not 
limited to, surveys (35,36), experiments (4,37–40), focus groups (41–43), and deliberation (30,31,44,45), each of which comes 
with a wide range of variation (e.g., Citizens’ jury, Citizens’ panel/council, Deliberative Poll, and Town halls) (22,27,46). The 
choice of the method is often driven by the disciplinary orientation of the investigators. For example, the use of questionnaire-
based experiments, focus groups, and some form of deliberation are well-accepted traditions among health economists, health 
researchers, and political scientists, respectively. This multidisciplinary literature with distinct disciplinary orientations hinders 
comparison of methods across disciplines. Yet, only through such comparison can we distinguish the available methods and 
identify advantages and disadvantages of using one method over another to obtain reflective values from people through a 
careful thought process.  
 

Schneiderhan and Khan offer a useful framework to assist in the comparison of diverse value elicitation methods (47). These 
authors are interested in deliberation, more specifically, what features distinguish deliberation from other similar methods to 
obtain people’s views. Central features of deliberation are much debated (48), yet they build on the premise of reasons and 
inclusion as central features. By reasons, deliberative dialogues ask participants not just to talk and offer opinions, but to 
provide reasons for their views. By inclusion, deliberative dialogues ask participants to listen to each other and remain open 
to new proposals.  
 

To operationalize these two features in an empirically observable manner, the Schneiderhan-Khan framework considers rules 
of communication (“unspecified” or “reason-giving and inclusive ethic”) and interactive context of communication 
(“communication with oneself” or “with others”) (47). These considerations create four modes of public value elicitation as 
shown in Table 1. Schneiderhan and Khan consider Mode 4 to be a deliberation, where a person communicates with others 
in a group and is encouraged to provide reasons, as opposed to only opinions, in an inclusive manner. In contrast to 
deliberation is a discussion or “just talk” (Mode 2), where a person still communicates with others in a group, but the rules of 
communication are unspecified (47). When the rules of communication are unspecified and a person communicates with 
oneself, Schneiderhan and Khan call it a spontaneous essay (Mode 1) (47). They are ambivalent about Mode 3, as inclusive 
communication arguably cannot occur when a person communicates with oneself. Emphasizing the reason-giving, however, 
they consider Mode 3 as legitimate, an internal reflective mode.  

Table 1. Modes of public value elicitation 
 

 Interactive context of communication 

Communicate  
with oneself 

Communicate  
with others 

Rules of 
communication 

Unspecified 1 2 

Reason-giving, inclusive ethic 3 4 
Source: Schneiderhan & Khan (47) 

 

This classification can map onto some existing public value elicitation efforts in health and health care. Opinion surveys, such 
as one conducted by Rigby et al. (35), which asked about public support for government interventions to address income-, 
education- and race-related health inequalities, would be an example of the spontaneous essay (Mode 1). The aforementioned, 
common method among health economists to obtain people’s values regarding resource allocation using questionnaire-based 
experiments can be considered as an internal reflective mode (Mode 3). Focus groups, common in the health sciences 
literature at large, are primarily structured around people’s experiences and are an example of the discussion (Mode 2). Some 
group dialogues that emphasized reason-giving and inclusive ethic are examples of deliberation (Mode 4) (see (30,31,43)). 
Mapping out the diverse methods available in the literature in this way, we can begin to discuss which methods may be more 
suited for the purpose of eliciting values related to health and health care from the public. Because public engagement in this 
context seeks reflective values derived from a careful thought process, the reason-giving and inclusive ethic rules of 
communication are critical features. This points to the methods of either the internal reflective mode (Mode 1) or deliberation 
(Mode 4) rather than spontaneous essay (Mode 1) and discussion (Mode 2).  
 

Reason-giving and inclusive dialogue (in a group or alone) rarely occurs naturally, and existing public engagement efforts 
employ a variety of strategies for that to take place. These strategies attempt to address potential factors that prevent reason-
giving and inclusive dialogue from happening. For example, people may have a hard time thinking beyond personal 
experiences and circumstance. Personal anecdotes can help assist reflective thoughts, but too many anecdotes can be 
distracting. People may also be uninformed about the topic or informed in a particular manner without the appreciation for 
other perspectives. To understand the strategies to encourage reason-giving and inclusive dialogue used in the literature, it is 
helpful to ask: 1) Who are the participants — oneself or not oneself?; and 2) Within which context are the questions posed — 
hypothetical or real world? Answers to these questions classify four strategies as shown in Table 2.  
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Table 2. Strategies to encourage reason-giving, inclusive dialogue 
 

 
Context within which questions are posed 

Stylized / hypothetical Real world 

Who the participants are 
asked to be 

Oneself 1 2 

Non-self 3 4 

 
Strategy 3 in Table 2 is rooted in the work of philosopher John Rawls (1971) and has served as a foundation for the scholarship 
of deliberation (47,49,50). To derive fundamental principles of justice for institutional arrangements, Rawls’s thought 
experiment, “the veil of ignorance” asks us to imagine being deprived of personal characteristics and social and historical 
contexts but having a knowledge of basic facts and functions of the society (50). Strategy 4 is a social scientist’s empirical 
operationalization of Rawls’s philosophical thought experiment. Some social scientists have operationalized the idea of the 
veil of ignorance with the “bracketing” of personal identities. Participants of the group dialogues are prompted to put aside their 
identities (such as race/ethnicity) in order to discuss real-world issues in group dialogues (51).  
 

Strategy 1 is used by health economists when they elicit values from the public on resource allocation (4,7). Contrary to 
Strategies 3 and 4, participants are not asked to be someone else or bracket their identities, but they are asked to answer 
questions in highly stylized, hypothetical scenarios. The use of these scenarios can be considered as an attempt to reduce the 
“noise” brought by the participants that could hamper reason-giving and inclusive dialogue (with oneself, in this case). Strategy 
2 is the most unrestricted among the four strategies as it instructs the participants to be themselves and discuss real-world 
issues. The strategy to encourage reason-giving and inclusive dialogue here is to prepare participants with sufficient, well-
rounded information for the topic to be discussed. The spirit is, as often discussed in the deliberation literature, to imagine how 
a dialogue of ideal citizens would look. This strategy is used extensively in deliberations on value-related questions in health 
and health care, so much so that the provision of sufficient, well-rounded information is sometimes considered as a defining 
characteristic of deliberation (48). 
 

The Fairness Dialogues, a deliberative group dialogue using the Troutville scenario 

Informed by the literature discussed in the previous section, we designed a public value elicitation method, the Fairness 
Dialogues, to obtain the public’s values on equity and fairness issues in health and health care. The primary purposes of the 
Fairness Dialogues are foundational and educational, that is, to enhance our understanding of equity and fairness issues and 
to increase the capacity of the public to engage in collective, thoughtful reflection about these issues. The Fairness Dialogues 
has the following three features:  

• The mode of public value elicitation is deliberation, where a person communicates with others in a group, and is 
encouraged to provide reasons in an inclusive manner (Mode 4 in Table 1). 

• The strategy to encourage reason-giving, i.e., inclusive dialogue, is the use of a hypothetical scenario (Strategy 1 in 
Table 2), specifically, a fictional town of Troutville, a typical mid-sized town in the region where the group dialogue 
takes place.  

• The Troutville scenario presents carefully designed, simple, open-ended cases focusing on a chosen equity and 
fairness issue.  

 

The particular equity issue we chose for the first Fairness Dialogues sessions, reported in this paper, is fairness and unfairness 
of inequalities in life expectancy. The Troutville scenario presents inequalities in life expectancy between men and women, 
between poor and rich people, and between extreme sport lovers and non-extreme sport lovers (Table 3 and Appendix 1). 
Regardless of the comparison, life expectancy is 70 years for the unhealthy group and 80 years for the healthy group. The 
data are hypothetical but designed to be close to what the participants might observe in their real lives. The dialogue opened 
with the following question: “Is this difference or inequality in health between [the group with lower life expectancy] and [the 
group with higher life expectancy] unfair? Why and why not?” After the discussion on fairness judgments about these health 
inequalities, the question of whether Troutville should address these health inequalities follows (Table 3). The Troutville 
scenario further includes questions regarding health inequalities over generations, with a specific aim to obtain insights about 
the measurement of health inequalities (Appendix 1).  

Table 3. Questions in the Troutville scenario on fairness and unfairness of health inequalities 
 

Fairness judgments 
In Troutville, [the unhealthy group] are expected to live for 70 years, and [the healthy group] are expected to live for 80 years.* 

• Is this difference or inequality in health between men and women unfair? Why and why not? 

• Is this difference or inequality in health between poor people and rich people unfair? Why and why not? 

• Is this difference or inequality in health between extreme sport lovers and non-extreme sport lovers unfair? Why and why not? 
Roles and responsibility 

• Should your town, Troutville, address these inequalities? Why? If so, which ones, Why? 

• Which inequality should Troutville address first, second, and last? Why? 

• Whose responsibility is it to address these inequalities? Why? 
* For each inequality, the participants also received verbal and graphic explanations of the inequality (see Appendix 1 and Figure 1 for the exact 
explanation of the inequality).  
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The Troutville scenario presents the inequalities verbally, including numeric expressions, and graphically as the literature 
shows that different presentation modes may influence participants’ thought processes and answers (Figure 1 and Appendix 
1) (52). The verbal expression is informed by the risk communication literature (53,54). Verbal explanation of an inequality is 
particularly difficult as the same difference can be expressed absolutely (e.g., 10-year difference) and relatively (e.g., 12% 
less), and there are multiple ways to express relative terms (52). Our choice of words balances the cognitive burden and the 
importance of explicitly communicating different ways to express inequality. The use of dot charts, a particular type of graph, 
is informed by the literature on graph perception (55,56). Dot charts are easier to understand and more accurate than bar 
charts, a more common type of graph used to communicate health inequality (52).  
 

We pilot tested the Fairness Dialogues as described here — i.e., a group dialogue using the Troutville scenario on fairness 
and unfairness of inequalities in life expectancy — with students at Dalhousie University, in the province of Nova Scotia 
(Canada). We subsequently conducted a qualitative investigation to ascertain whether the Fairness Dialogues is engaging for 
participants and encourages reflective views. Two specific questions were asked in the qualitative investigation: How does a 
small sample of Nova Scotians who participated in the group dialogues consider the fairness and unfairness of health 
inequalities presented in the Troutville scenario? And what do the participants think of the Fairness Dialogues as a method to 
engage and incite reflective views?  

Figure 1. Troutville scenario – inequality in life expectancy between men and women 

Empirical illustration: Qualitative investigation of the Fairness Dialogues 
 

Methods  

The empirical illustration and qualitative investigation consisted of group dialogues and telephone interviews. Specifically, we 
conducted two 1.5 to 2-hour group dialogues in community facilities in the fall of 2016, one in an urban setting (n = 8) and 
another in a rural setting (n = 6) in Nova Scotia, Canada. About one week after each group dialogue, we conducted half hour 
individual telephone interviews with the participants (n = 12). The group dialogues were the empirical illustration of the Fairness 
Dialogues, and the telephone interviews were primarily to aid the assessment of the Fairness Dialogues from participants’ 
perspectives.  
 
We recruited the general public in the study areas using purposeful and snowball sampling recruitment strategies. For this 
study, we defined the general public as persons without training and/or expertise in health and excluded persons who were 
currently or formerly health care professionals; academics and/or government employees whose primary focus area is/was 
health; or students whose primary focus area is/was health. For logistic reasons, we also excluded persons who were not 
residents of Nova Scotia; were younger than 19 years old; or could not read and converse effectively in English. To select 
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participants with as diverse personal attributes as possible for a rich group dialogue, during the screening process a research 
assistant asked the interested potential participants three brief questions regarding their education, home ownership, and 
recreational activities. This study was approved by the Dalhousie Research Ethics Board. Each participant gave written 
informed consent, including permission for audio-recording and anonymized quotes, and received a modest stipend for 
participating.  
 
Before the start of the group dialogue, participants answered a brief sociodemographic survey. The participants were generally 
healthy and socio-demographically diverse (Table 4). While they mostly identified as female (n = 11) and never smoked (n = 
10), on other aspects they came from diverse sociodemographic backgrounds. Most participants were either in their 20s or 
30s (n = 7) or 60s or 70s (n = 6). About half had some post-secondary education or less, and another half had above that level. 
Household income varied greatly, spanning household income of less than $20,000 for a family of 3 persons to that of over 
$100,000 for a family of two persons. One participant rated their physical and mental health as fair, and all others rated as 
good, very good, or excellent.  

Table 4. Participant characteristics 
 

 Range  Most frequent category (n)  

Sex Male – female Female (11)  
Age  20s – 70s 20s (5)  
Marital status Single, married or common-law, divorces, widowed Single (8) 
Self-reported physical health Fair – excellent  Very good (8.5*) 
Self-reported mental health Fair – excellent  Very good (5.3*) 
Smoking No – yes, currently No (10) 
Education  Less than high school – university graduate University graduate (6) 
Household income < $20,000 for family of 3 to $100,000+ for family of 2 < $20,000 for family of 1 (7) 
Employment  Not employed – full time  Full time (4) / retired (4)  

Full sample (n = 14) 
*When a participant responded to two of the five response categories, 0.5 was given to each of the two categories. Similarly, when a participant 
responded to three of the five response categories, 0.3 was given to each of the three categories. 

 
A research team member facilitated each group dialogue (MB or RU). The facilitator’s role included an implicit emphasis on 
inclusivity, by paying attention to the speaking time used by individuals, and on reason-giving dialogue, through using language 
that encouraged dialogue and probed for meaning. The group dialogues followed the Troutville scenario as described in the 
previous section. This scenario was provided to each participant in the form of a booklet (Appendix 1) and projected on a 
screen. Both group dialogues lasted for approximately 100 minutes. In addition to the facilitator, 3-4 research team members 
were present at the group dialogues, including 1-2 note taker(s) (MB, EM, or RU), one content expert (YA), and one logistic 
support assistant (the research assistant). All but one participant from each group dialogue took part in follow-up individual 
telephone interviews about one week after the group dialogue the participant attended. The interviewer was a member of the 
research team who was not the facilitator of the group dialogue the participant attended (MB or RU). The interviewer followed 
an interview guide, consisting of questions regarding the participant’s reflections on the content and process of the group 
dialogue (Table 5). Each interview lasted for about 20-30 minutes. The group dialogues and interviews were audio recorded 
and later transcribed. The transcripts were not returned to the participants for comments or correction.  

Table 5. Interview questions 
 

Understanding of the scenario 
(1) Tell me if you found the scenario easy to understand.  

• [If yes] tell me how you understood it. [If no] tell me what you found difficult. 

• Tell me about any ideas you have to make the scenario easier to understand. 
(2)  We explained life expectancies in different ways. For example, between men and women, we said [read out the script for the 

inequality between men and women]. 

• Did you find different explanations helpful? Which one was most helpful for you? Why? 

• Tell me about any ideas for explaining the scenario that may have helped you to better understand. 
(3)  We showed you several graphs. Were graphs helpful for you to understand the scenario?  

• [If yes] tell me how you understood it. [If no] tell me what you found difficult. 
(4) When we presented inequalities in life expectancy between the poor and the rich at different times – we talked about now, 

your grandparents’ time, and a long time ago – we presented two different graphs.  

• Did you find them helpful?  

• Tell me which one was most helpful. 
The degree of engagement of the scenario 

(5)  Did you find the scenario interesting? 

• [Either yes or no] in what way? 

• What ideas do you have to make it more interesting to people? 
(6)  Tell me how you found the focus group discussion.  

• Was it helpful? [If yes] in what way? [If no] why? 

• Did the focus group discussion change your view? [If yes] in what way? [If no] why? 

• Tell me if there was anything you wish you had discussed in the focus group discussion but did not. 

• Tell me if there was anything that you found difficult during the discussion. [If yes] what was it? 
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• Tell me if there was anything I could have done better during the discussion as the facilitator. 
Reflective thoughts on fairness 

(7) When we were talking about the Troutville scenario during the focus group, did you think of your own experiences or real-
world issues?  

• [Either yes or no] can you tell me what you were thinking about? 

• How did your thoughts impact what you said during the focus group? 
(8) Tell me what you thought about the Troutville scenario after you left the focus group.  

• Can you give me an example of when you thought about the focus group and what you thought about? 
Format of the session 

(9)  If we were to do this kind of project again and wanted to learn about people’s views on health inequalities, what would be 
your preferred way of doing it? 

• Would you be willing to attend a focus group? 

• What are your thoughts on using surveys (online or paper-based) to do this kind of project? 
Do you have anything else you would like to talk about? 
Do you have any final questions for me before we hang up? 

 
We analyzed data from the group dialogues and interviews using thematic analysis. One research team member (YA) initially 
coded the transcripts. The development of these codes was primarily inductive, but also informed by the literature on concepts 
on health inequalities and inequities and social determinants of health. In an iterative process through discussion, team 
members (YA, RU, and MB) revised the codes and reached consensus on coding decisions. In a similar iterative manner, the 
research team collectively identified the most prominent themes relating both to the content (i.e., how the study participants 
considered fairness and unfairness of health inequalities) and the methods (i.e., whether the Fairness Dialogues was engaging 
and inviting reflective views). Whenever possible, we relied on field notes and our own reflections. We managed data and 
coding with word-processing software and NVivo (57). 
 

Results 

We describe the findings in accordance with the two specific questions we posed for the qualitative investigation. First, we 
report how the study participants considered fairness and unfairness of health inequalities presented in the Troutville scenario. 
Specifically, we explain: 1) whether, and if so, in what way, participants considered unfair inequalities between men and 
women, between poor and rich people, and between extreme sport lovers and non-extreme sport lovers; 2) who participants 
felt was responsible for addressing these inequalities; and 3) what strategies participants used to contemplate the questions 
related to fairness. Second, we describe findings pertaining to the Fairness Dialogues — a deliberative group dialogue using 
the Troutville scenario — as a method to engage and invite reflective views.  

Considerations for fairness and unfairness of health inequalities presented in the Troutville 
scenario 

Fairness judgments regarding health inequalities  
For each of the three inequalities (i.e., men vs. women, poor vs. rich people, and extreme sport lovers vs. non-extreme sport 
lovers) participants presented and examined arguments considering them as unfair or fair. Below we describe key arguments 
discussed in the group dialogues.  
 
Inequality between men and women: Some participants considered it fair because they saw inevitability – “It’s always been 
like that” (Participant R5) – or they thought men’s shorter life expectancy was due to choices men made. Other participants 
considered the primary reason for men’s shorter life expectancy to be fundamentally social in nature: that is, it is not the result 
of men’s choosing but rather of social expectations for men to be breadwinners, take risks, and not seek help, hence, the 
inequality is unfair. Yet, other participants thought men’s shorter life expectancy is unfair simply because men do not live as 
long as women do and it is unfair for women to be left behind because “you’ve got 10 years that you’ve got to do everything 
that used to be done by two people” (Participant R2).  
 
Inequality between poor and rich people: The primary view of most participants was that it is unfair because the inequality is 
socially constructed through differences in finances, resources, and connections that have compounding effects. They noted 
that poor people are often provided less opportunity than rich people, often from an early onset. They considered this inequality 
as addressable, as one participant stated, “I think it’s a little bit more unfair than the…male and female thing because other 
people can help you…out if you’re poor. Like they can help change that outcome” (Participant U8). Still, some participants 
contemplated opposing views. One participant argued that being rich is not the fault of rich people, who have worked hard to 
be rich; therefore, the inequality for rich people is deserving. Highlighting health damaging behaviour among poor people that 
may have contributed to their shorter life expectancy, another participant argued that engaging in such behaviour is human 
nature and everybody, no matter socioeconomic circumstances, should accept the resulting shorter life expectancy.  
 
Inequality in life expectancy between extreme sport lovers and non-extreme sport lovers: The prevailing view was that it is fair 
because extreme sport lovers made a choice to engage in risky sports: “Because it’s up to them if they want to take these 
sports” (Participant U7). This argument served as an anchor with which the discussion started and to which it repeatedly went 
back. Some participants presented counterarguments that questioned the definitive judgment. One participant stated, “Well, 
presumably someone engaging in extreme sports is engaging in sports and conditioning themselves to operate better 
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physically. And is punished for it” (Participant U2). Participants also acknowledged that extreme sport lovers can inspire people 
while “non-extreme sports lovers sit on a couch and watch TV and drink pop and eat chips” (Participant U6). 
 
Amenability: Even when the participants were mostly content with particular views presented, as a group they attempted to 
articulate those views further and examine them by testing with potential analogies and overlooked assumptions. For example, 
when discussing inequality in life expectancy between men and women, amenability emerged as a key concept to distinguish 
fairness and unfairness. To examine what may be and may not be amenable, the participants contrasted “natural” factors such 
as biology or genetics from social factors. In both group dialogues, there was a strong consensus to consider inequality in life 
expectancy caused by natural factors as not amenable, and thus, fair. Reflecting on changing gender roles in society over 
time, they further wondered about the amenability of social norms. For example, one participant argued that even social norms 
are amenable, stating: “We talk about sociological factors like it’s a machine that’s operating the way machines are supposed 
to operate. But we choose our culture collectively and imperfectly” (Participant U2). 
 
Assumptions: Participants frequently assessed overlooked assumptions when discussing inequalities in life expectancy 
between poor and rich people and between extreme sport lovers and non-extreme sport lovers, cases for which they had, at 
least initially, easier fairness judgments than for the sex case. For example, while agreeing that inequality by income is unfair, 
one participant pondered whether inequality is inherently objectionable, using humour and an image: “Now, maybe all the trout 
in Troutville are the same. For all I know, maybe all the people in Troutville look like trouts and are all the same” (Participant 
U2). Some participants wondered what they were assuming when they were thinking about extreme sport lovers. By comparing 
to potentially analogous cases, such as smoking, illicit drug use, and obesity, some participants thought extreme sport lovers 
may have “addiction to risk” in much the same way as some people have “addiction to food” (Participant U1), and they were 
then hesitant to label addiction to risk as choice. Another participant thought that risk-taking of extreme sport lovers may be 
contributing to their mental health and wondered if the group made too quick a judgment to consider the shorter life expectancy 
of extreme sport lovers as their choice, and thus, fair.  
 
Good health: Throughout the discussion regarding fairness and unfairness of the three types of health inequalities, participants 
repeatedly examined what good health actually is. They agreed that health is more than life years, as the scenario presented, 
and that quality of life is equally important. For example, while discussing inequality in life expectancy between men and 
women, one participant asked, “But also fairness, I would look at it in terms of quality. What if a man lives 70 years but has a 
much better life than a woman?” (Participant U6). They also underscored the importance of diversity among people and their 
circumstances, even when they share a common characteristic such as being male, poor or engaging in extreme sports. As 
one participant vividly expressed, “You see so many different shades of differences” (Participant R2). Participants also 
distinguished what is expected and what has actually happened (i.e., not everyone will live as long as the life expectancies 
presented in the scenario).  
 

Roles and responsibilities to address health inequalities  
On the question of who should be responsible for addressing the three types of health inequalities presented, the simple 
answer from the participants is “everyone” (Participant R1). They pointed to the responsibility of government, but at the same 
time, they thought everybody should be responsible because “we are the government” (Participant R2). In addition, participants 
wanted men, poor people, and extreme sport lovers to be responsible as well, not to blame them for what they did or did not 
do, but to respect their agency. One participant stated, for example, “We’re all old enough that we make our own choice” 
(Participant U7). Income-related health inequality was overwhelmingly supported as the priority among the three types of 
inequalities presented. Participants referred to it as “the base” (Participant U1) and considered it as “more direct” and its effect 
likely “very immediate” (Participant R3) than the other two. One group discussed as promising strategies identifying an 
underlying principle for all three types of inequalities that may be addressed all at once; for example, the access to certain 
forms of opportunity or identifying an optimal group to address all inequalities such as children.  

Strategies to contemplate questions related to fairness 

Participants, individually and collectively, employed various strategies to answer the questions in the scenario. Many of them 
often relied upon something tangible to them, for example, experiences of their own or their family and close friends or stories 
they have heard or read. Some used elaborate imagination to personalize the presented cases or attempt to immerse 
themselves in the shoes of affected people in the scenario (e.g., poor people) and think through how they would feel in 
Troutville. The use of real-world anecdotes and imagination went back and forth fluidly within individuals and as a group. In 
fact, in both groups, when real-world anecdotes predominated, there was always someone who initiated a balancing act by 
saying, “in Troutville….” In addition, participants often used their understanding of multiple determinants of health to 
contextualize the questions asked. They thought about the questions in the context of psychosocial determinants of health, for 
example, discussing complex relationships between income, occupation, geography, food security, gender, stress, and coping 
mechanisms and their effects on physical and mental health.  
 
Another strategy that participants often used was to contrast with health care, i.e., they frequently compared the cases 
presented on inequalities in life expectancy to inequalities in access to or use of health care. For example, participants had 
the following exchange:  
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And are you saying then that the Troutville community hospital should deny treatment to the people who are 
smoking? (Participant U2) 
 
No. No, it’s unfair. It’s unfair if they do that. Like it’s not…it’s dehumanizing. You know what I mean? It’s not 
right of Troutville to do that because they smoked or they did drugs, or they did this, or they’re rich or they’re 
poor, or they did rock climbing. They should treat all people alike. (Participant U7) 

 
Furthermore, both groups implicitly identified what we might call base assessments of fairness where a clear judgment could 
be made, such as considerations for children and the principle of “all people should be treated with respect” (Participant U6). 
When discussion became difficult, the groups resorted to these base assessments to clarify their core arguments.  

Fairness Dialogues as a method to engage and invite reflective views 

The discussion that took place, as described in the previous section, demonstrated that the Fairness Dialogues — a 
deliberative dialogue among several people with diverse backgrounds using a hypothetical scenario — used a method wherein 
participants explored in-depth the idea of fairness pertaining to health. Views expressed during the follow-up individual 
telephone interviews corroborated the high level of engagement we observed during the group dialogues. A general consensus 
among participants was that the scenario was easy to understand and verbal, numerical, and graphic expressions of 
inequalities were helpful to assist their understanding. For the most part, participants appreciated both absolute and relative 
numerical expressions of health inequality and used both to form their views. They understood the absolute expression (i.e., 
in life years) more clearly than the relative expression (i.e., in percentile), and while most saw the point of presenting both, a 
minority thought the relative expression redundant or unnecessary.  
 
While it was common for participants to want further information about the hypothetical town of Troutville, such as its 
geographic location and sociodemographic composition, most found the use of a hypothetical town interesting. Some 
participants endorsed it wholeheartedly, for example, stating, “…it really resonated with me…it was easy to kind of try to slip 
into that mindset” (Interviewee R3). One participant thought the use of a hypothetical town limited the role of personal stories, 
and in turn, helped the discussion stay focused: “And I thought that that made the focus group much more interesting, much 
more thought provoking and much more really asking…trying to answer the questions that you were asking” (Interviewee U6). 
Many participants reported they had used personal experiences and real-world events as anchors from which to imagine 
Troutville.  
 
Participants often said that they liked learning about different viewpoints and attributed that to group dialogue among a small 
number of people with different backgrounds – “…it was an unusual mixture. I mean I think it was a good mixture” (Interviewee 
R2). They thought good facilitation was also critical for the quality of discussion, corroborating our observation of the important 
active listener role that the facilitators played by implicitly emphasizing inclusivity and reason-giving dialogues, through 
reassurance, encouragement, and probes (e.g., “Why do you say so?”), yet never bringing new viewpoints not discussed by 
participants. While most participants thought the group dialogue was inclusive, some encouraged further consideration for 
allocation of speaking time. The discussion resonated with many participants, evident from some of them recalling details of 
the discussion and adding further thoughts during the interviews and/or reporting that they had talked to their family, friends, 
and co-workers about the scenario after participating in the group dialogue. Although a minority, a few reported the participation 
in the group dialogue changed their views. For example,  
 

I guess it’s just like I said, even though…I’ve always been interested in social justice and fairness, I never 
really sat down and thought, like, what exactly is fair. You know, like how can we define it? Why do I think 
this is unfair and why do I think this fair? And I just kind of really had to think afterwards about that. Like I’ll 
be honest, I still don’t even really have it settled. I’m still kind of going back and forth (Interviewee R3).  

 
Most participants found participation in the Fairness Dialogues worthwhile. One participant stated, for example, “Well, I wanted 
to keep the discussion going, and I tried to talk about it with a lot of people” (Interviewee U5). 
 

Discussion 

In this paper, we introduced the Fairness Dialogues, a method to elicit the public’s views on equity and fairness issues in health 
and health care, featured by reason-giving and inclusive group deliberation using a hypothetical scenario (Troutville) that 
presents carefully designed, simple, open-ended cases. Our qualitative investigation using questions of fairness and 
unfairness of health inequalities revealed complex intuitions that people have and their curiosity, patience, and willingness to 
scrutinize them in-depth through a small group dialogue. The simplicity of the Troutville scenario should not be confused with 
superficial discussion. The richness of the discussions and the high level of engagement we observed during the group 
dialogues are corroborated by the participants’ own reflections on the process. Taken together, this demonstrates the merits 
of the Fairness Dialogues as a theoretically grounded empirical method.  
 
The intuitions that our study participants shared are similar to those presented in the scholarly philosophical literature. For 
example, in both group dialogues, responsibility, choice, and amenability are key concepts that emerged while examining 
inequalities in life expectancy between men and women, between poor and rich people, and between extreme sport lovers 
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and non-extreme sport lovers. Responsibility is a key concept with which participants assessed whether the inequality in 
question was fair (because someone was responsible for it) or unfair (because someone was not responsible for it). The 
concept of responsibility was, in their minds, tightly connected to the concept of personal choice. At the same time, they were 
keenly aware that personal choices only apply to matters amenable to the choices, for example, if life expectancy is entirely 
determined biologically and genetically, then, there is nothing to make choices for men to extend life expectancy. In addition, 
they fully acknowledged that personal choices are conditional upon available opportunities. This line of reasoning mirrors 
closely the equity perspective often referred to as equal opportunity for health or luck egalitarianism (14). The struggle of our 
participants to articulate what is amenable (e.g., “nature” vs. social factors) and what is personal choice is in fact the core of 
the extensive discussion in the view of equal opportunity for health, that is, drawing the line between “legitimate” and 
“illegitimate” factors that distinguish responsibility (58). Furthermore, participants’ views on treating people equally in health 
care regardless of the choices they made have been discussed extensively in the scholarly literature as a harsh implication of 
the view of equal opportunity for health if applied literally to health care (14,59). Moreover, the consideration for available 
opportunities within which choices were made resonates strongly with feminist ethics (60).  
 
Participants did not develop a theory from their intuitions, and the Fairness Dialogues was not designed to encourage collective 
identification of a coherent view at the end of the group dialogue. What our analysis tells us is that the views expressed in this 
study are reflective values that came from the participants’ own exploration with minimal scholarly guidance; values explored 
and discussed were what the participants have sought by themselves rather than being given to them. A ground-up approach 
to discuss value-laden questions such as those related to fairness is of paramount importance in two ways. First, the values 
obtained can help us understand what the public think (10). Second, this process is in itself beneficial as a means for education 
and capacity development. Post-dialogue interviews of some participants indicated that the group dialogue was the beginning 
of a new or reinforced thought process for them, hinting that the Fairness Dialogues might not only capture “values out there” 
but might also contribute to participants discovering and forming values. These two aspects correspond to two of the four 
purposes of public engagement discussed earlier: foundational and educational. As the public is increasingly called upon for 
many aspects of health and health care – such as delivery, financing, organization, research, and policy – it is critical to assist 
them to enable the best possible participation.  
 
The use of the Fairness Dialogues for the instrumental purpose merits further exploration. As discussed earlier, public 
engagement can be designed to inform either specific policy decisions (direct) or the identification of core values or principles 
that can inform multiple policy decisions (indirect). Given the use of a hypothetical scenario, the Fairness Dialogues is logically 
better suited to indirect instrumental purposes. As the first empirical application of the Fairness Dialogues idea, our focus was 
on whether this method of engagement can encourage reason-giving and inclusive dialogues, rather than to determine what 
policy context the values revealed in the group dialogues might apply. Hence, at this stage, it is unclear whether, and if so, in 
what way, the Fairness Dialogues can serve indirect instrumental purposes. It would be useful to determine what gains the 
Fairness Dialogues brings compared to existing public engagement methods. NICE Citizens’ Council, for example, asked 
broad questions for indirect instrumental purposes, such as: What are the societal values that need to be considered when 
making decisions about trade-offs between equity and efficiency? (report 17, 2014); Should NICE and its advisory bodies take 
into account the severity of a disease when making decisions? (report 10, 2008); and Is there a preference to save the life of 
people in imminent danger of dying? (report 6, 2006) (www.nice.org.uk/get-involved/citizens-council). It would be informative 
to examine whether the answers would be different, and if so, in what way, if the same questions were set in a hypothetical 
town, like Troutville. One of the critiques to the NICE Citizens’ Council was that people’s real views can only be revealed in a 
specific, concrete context and, by asking broad questions, the Citizens’ Council was likely unable to reveal the public’s views 
(61). Future work needs to examine if a similar critique applies to the use of the Troutville scenario.  
 
With the promising results from the empirical illustration and its qualitative assessment, there is still much more work to be 
done to further develop the Fairness Dialogues. Specifically, in need of rigorous examination are the aspects of the Fairness 
Dialogues that may have contributed to value elicitation. For example, both the participants themselves and the research team 
took note of the potential contribution that diverse backgrounds among participants may have played to the quality of the 
discussion. We did not analyze participants’ views in relation to their characteristics, but in their study exploring lay persons’ 
values on health inequalities in the United States, Blacksher and colleagues found socioeconomic clustering of participants’ 
preferences regarding how to address health inequalities (62). It will be important to examine if this applies to the Fairness 
Dialogues and to understand in what ways diversity might contribute to the dynamics of the discussion and the exploration of 
new perspectives and values. In addition, both the participants and the research team identified inclusivity as an important 
factor for the quality of discussion. Inclusivity was an implicit emphasis in this study, for example, through the attentive 
facilitators and considerations for others among the participants. Furthermore, the emphasis on reason-giving dialogue relied 
primarily on the setup of the Troutville scenario supported by the facilitator’s implicit role. These aspects of inclusivity and 
reason-giving dialogue could be developed as an explicit ground rule, as some have tried (47). In sum, what is needed is the 
articulation of essential features of the Fairness Dialogues. To do so, further contextualization and comparison of the Fairness 
Dialogues to existing comparable work would be beneficial. For example, this could take the form of a randomized trial of 
public deliberation methods to determine whether, in fact,  longer deliberative processes are more likely to result in greater 
knowledge acquisition and changes in perspectives among participants (45). The Fairness Dialogues uses a short deliberative 
process, and it would also be important to examine if a longer process would enhance the quality of the discussion we 
observed. With cautious optimism, the results from our qualitative investigation indicate the promise of the Fairness Dialogues 
as a method to incorporate the public’s views into policymaking involving value judgment.  
 



Asada et al. 2020 

Page 80 

Remerciements Acknowledgements 
Nous tenons à remercier les participants de notre étude et les 
étudiants qui ont participé aux discussions de groupe et de groupe 
pilote. Nous tenons également à remercier Emily Marshall, Hannah 
Abel, Ole Norheim, Christy Simpson et Julia Abelson pour leurs 
précieux commentaires et leur soutien aux différentes étapes de la 
mise en œuvre de l’étude et les évaluateurs pour leurs précieux 
commentaires sur une version antérieure de cet article. Cette étude a 
été financée par la Nova Scotia Health Research Foundation (numéros 
de subvention: PSO-REDI-201-9738 et PSO-DI-2015-10088) et la 
Collaborative Research in Primary Health Care (CoR-PHC). Ces 
bailleurs de fonds n’ont joué aucun rôle dans la conception de l’étude, 
la collecte et l’analyse des données, la décision de publier ou la 
préparation du manuscrit. Les opinions exprimées dans l’article sont 
les opinions des auteurs et non une position officielle de leur institution 
ou des bailleurs de fonds. 

We would like to thank our study participants and students who 
participated in the group and pilot group dialogues. We would also like 
to thank Emily Marshall, Hannah Abel, Ole Norheim, Christy Simpson, 
and Julia Abelson for valuable comments and support for various 
stages of the implementation of the study, and the peer-reviewers for 
valuable comments to an earlier version of this paper. This study was 
supported by the Nova Scotia Health Research Foundation (grant 
numbers: PSO-REDI-201-9738 and PSO-DI-2015-10088) and 
Collaborative Research in Primary Health Care (CoR-PHC). The 
funders had no role in study design, data collection and analysis, 
decision to publish, or preparation of the manuscript. The views 
expressed in the article are those of the authors and not an official 
position of their institution or the funders. 
 

Conflits d’intérêts Conflicts of Interest 
Aucun à déclarer None to declare 
 

Responsabilités des évaluateurs externes Peer-reviewer responsibilities 
Les recommandations des évaluateurs externes sont prises en 
considération de façon sérieuse par les éditeurs et les auteurs dans la 
préparation des manuscrits pour publication. Toutefois, être nommé 
comme évaluateurs n’indique pas nécessairement l’approbation de ce 
manuscrit. Les éditeurs de la Revue canadienne de bioéthique 
assument la responsabilité entière de l’acceptation finale et de la 
publication d’un article. 

Reviewer evaluations are given serious consideration by the editors 
and authors in the preparation of manuscripts for publication. 
Nonetheless, being named as a reviewer does not necessarily denote 
approval of a manuscript; the editors of Canadian Journal of Bioethics 
take full responsibility for final acceptance and publication of an article. 

 

Édition/Editors: Loubna Affdal & Aliya Affdal 

Évaluation/Peer-Review: Marthe R. Gold & Roland Bal 
 

Affiliations 
1 Department of Community Health and Epidemiology, Faculty of Medicine, Dalhousie University, Halifax, Nova Scotia 
2 Department of Surgery, Faculty of Medicine, Dalhousie University, Halifax, Nova Scotia 
3 School of Social Work, Faculty of Health, Dalhousie University, Halifax, Nova Scotia 
4 School of Occupational Therapy, Faculty of Health, Dalhousie University, Halifax, Nova Scotia 
5 Department of Dental Clinical Sciences, Faculty of Dentistry; Department of Bioethics, Faculty of Medicine, Dalhousie University, Halifax, 
Nova Scotia 
6 College of Pharmacy, Faculty of Health, Dalhousie University, Halifax, Nova Scotia 
 
 

Correspondance / Correspondence: Yukiko Asada, yukiko.asada@dal.ca 
 

Reçu/Received: 15 july 2019 Publié/Published: 20 Jul 2020 
 

Les éditeurs suivent les recommandations et les procédures décrites 
dans le Code of Conduct and Best Practice Guidelines for Journal 
Editors de COPE. Plus précisément, ils travaillent pour s’assurer des 
plus hautes normes éthiques de la publication, y compris l’identification 
et la gestion des conflits d’intérêts (pour les éditeurs et pour les 
auteurs), la juste évaluation des manuscrits et la publication de 
manuscrits qui répondent aux normes d’excellence de la revue. 

The editors follow the recommendations and procedures outlined in 
the COPE Code of Conduct and Best Practice Guidelines for Journal 
Editors. Specifically, the editors will work to ensure the highest ethical 
standards of publication, including: the identification and management 
of conflicts of interest (for editors and for authors), the fair evaluation 
of manuscripts, and the publication of manuscripts that meet the 
journal’s standards of excellence. 

 

References 

1. Carman KL, Dardess P, Maurer M, Sofaer S, Adams K, Bechtel C, et al. Patient and family engagement: A 
framework for understanding the elements and developing interventions and policies. Health Aff. 2013;32(2):223–
31.  

2. Mitton C, Smith N, Peacock S, Evoy B, Abelson J. Public participation in health care priority setting: A scoping 
review. Health Policy. 2009;91:219–28.  

3. Norheim OF, Baltussen R, Johri M, Chisholm D, Nord E, Brock DW, et al. Guidance on priority setting in health care 
(GPS-Health): The inclusion of equity criteria not captured by cost-effectiveness analysis. Cost Eff Resour Alloc. 
2014;12(18). doi: 10.1186/1478-7547-12-18 

4. Hurley J, Buckley NJ, Cuff K, Giacomini M, Cameron D. Judgments regarding the fair division of goods: The impact 
of verbal versus quantitative descriptions of alternative divisions. Soc Choice Welfare. 2011;37(2):341–72.  

5. Rowen D, Brazier J, Mukuria C, Keetharuth A, Hole AR, Tsuchiya A, et al. Eliciting societal preferences for 
weighting QALYs for burden of illness and end of life. Med Decis Mak. 2016;36(2):210–22.  

6. Nord E. Cost-value analysis in health care: Making sense of QALYs. Cambridge: Cambridge University Press; 
1999. 157 p.  

7. Cookson R, Ali S, Tsuchiya A, Asaria M. E-learning and health inequality aversion: A questionnaire experiment. 
Health Econ. 2018;27(11):1754–71.  

http://cjb-rcb.ca/
http://cjb-rcb.ca/
mailto:yukiko.asada@dal.ca
http://publicationethics.org/resources/code-conduct
http://publicationethics.org/resources/code-conduct
http://publicationethics.org/resources/code-conduct
http://publicationethics.org/resources/code-conduct
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2012.1133
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2012.1133
https://www.sciencedirect.com/science/article/abs/pii/S0168851009000232
https://www.sciencedirect.com/science/article/abs/pii/S0168851009000232
https://resource-allocation.biomedcentral.com/articles/10.1186/1478-7547-12-18
https://resource-allocation.biomedcentral.com/articles/10.1186/1478-7547-12-18
https://link.springer.com/article/10.1007/s00355-010-0487-0
https://link.springer.com/article/10.1007/s00355-010-0487-0
https://journals.sagepub.com/doi/10.1177/0272989X15619389
https://journals.sagepub.com/doi/10.1177/0272989X15619389
https://onlinelibrary.wiley.com/doi/full/10.1002/hec.3799


Asada et al. 2020 

Page 81 

8. Ali S, Tsuchiya A, Asaria M, Cookson R. How robust are value judgements of health inequality aversion? Testing 
for framing and cognitive effects. Med Decis Mak. 2017;37(6):635–46.  

9. Clark MD, Determann D, Petrou S, Moro D, de Bekker-Grob EW. Discrete choice experiments in health economics: 
A review of the literature. Pharmacoeconomics. 2014;32(9):883–902.  

10. Gaertner W, Schokkaert E. Emperical social choice: Questionnaire-experimental studies on distributive justice. 1st 
ed. New York: Cambridge University Press; 2012. 215 p.  

11. Oliver A, Mossialos E. Equity of access to health care: Outlining the foundations for action. J Epidemiol Community 
Health. 2004;58(8):655–8.  

12. Osborn R, Squires D, Doty MM, Sarnak DO, Schneider EC. In new study of elevent countries, US adults still 
struggle with access to and affordability of health care. Health Aff. 2016;35(12):2327–36.  

13. Waibel S, Henao D, Aller M-B, Vargas I, Vazquez M-L. What do we know about patients’ perceptions of continuity 
of care? A meta-synthesis of qualitative studies. Int J Qual Heal Care. 2011;24(1):39–48.  

14. Segall S. Health, luck and justice. 1st ed. Princeton: Princeton University Press; 2010. 239 p.  
15. Ruger JP. Health and social justice. 1st ed. Oxford: Oxford University Press; 2010. 276 p.  
16. Braveman P. Health disparities and health equity: Concepts and measurement. Annu Rev Public Health. 

2006;27(1):167–94.  
17. Norheim OF, Asada Y. The ideal of equal health revisited: Definitions and measures of inequity in health should be 

better integrated with theories of distributive justice. Int J Equity Health. 2009;8(40).  
18. Whitehead M. The concepts and principles of equity and health: A fair chance for all. Health Promot Int. 

1991;6(3):217–28.  
19. Daniels N. Just health: Metting health needs fairly. New York: Cambridge University Press; 2008. 408 p.  
20. World Health Organization. Rio Political Declaration on Social Determinants of Health. Rio de Janerio; 2011.  
21. Abelson J, Forest P, Eyles J, Smith P, Martin E, Gauvin F. Deliberations about deliberative methods: issues in the 

design and evaluation of public participation processes. Soc Sci Med. 2003;57:239–51.  
22. Carman K, Herringa J, Heil S, Garfinkel S, Windham A, Gilmore D, et al. The use of public deliberation in eliciting 

public input: Findings from a literature review. Rockville: Agency for Healthcare Research and Quality; 2013.  
23. Abelson J, Giacomini M, Lehoux P, Gauvin FP. Bringing “the public” into health technology assessment and 

coverage policy decisions: From principles to practice. Health Policy. 2007;82(1):37–50.  
24. Daniels N, Sabin JE. Setting limits fairly: Can we learn to share medical resources? 1st ed. Oxford: Oxford 

University Press; 2002. 191p. 
25. Giacomini M, Hurley J, Dejean D. Fair reckoning: A qualitative investigation of responses to an economic health 

resource allocation survey. Heal Expect. 2012;17(2):174–85.  
26. Abelson J, Blacksher EA, Li KK, Boesveld SE, Goold SD. Public deliberation in health policy and bioethics: 

Mapping an emerging, interdisciplinary field. J Public Delib. 2013;9(1):1–35.  
27. Street J, Duszynski K, Krawczyk S, Braunack-Mayer A. The use of citizens’ juries in health policy decision-making: 

A systematic review. Soc Sci Med. 2014;109:1–9.  
28. Degeling C, Carter SM, Rychetnik L. Which public and why deliberate? - A scoping review of public deliberation in 

public health and health policy research. Soc Sci Med. 2015;131:114–21.  
29. Maxwell J, Rosell S, Forest P. Giving citizens a voice in healthcare policy in Canada. BMJ. 2003:1031–3.  
30. Bombard Y, Abelson J, Simeonov D, Gauvin FP. Eliciting ethical and social values in health technology 

assessment: A participatory approach. Soc Sci Med. 2011;73(1):135–44.  
31. Littlejohns P, Rawlins MD. Patients, the public and priorities in healthcare. Oxford: Radcliffe Publishing; 2009.  
32. Rawlins MD, Culyer AJ. National Institute for Clinical Excellence and its value judgments. BMJ. 

2004;329(7459):224–7.  
33. National Institute for Health and Clinical Excellence. Social value judgements - Principles for the development of 

NICE guidelines. 2nd ed. 2006. 36 p.  
34. Shah KK, Cookson R, Culyer AJ, Littlejohns P. NICE’s social value judgements about equity in health and health 

care. Heal Econ Policy Law. 2013;8(2):145–65.  
35. Rigby E, Soss J, Booske BC, Rohan AMK, Robert SA. Public responses to health disparities: How group cues 

influence support for government intervention. Soc Sci Q. 2009;90(5):1321–40.  
36. Booske BC, Robert SA, Rohan AM. Awareness of racial and socioeconomic health disparities in the United States: 

The National Opinion Survey on Health and Health Disparities, 2008-2009. Prev Chronic Dis. 2011;8(4):1–9.  
37. Amiel Y, Cowell FA. Thinking about inequality: Personal judgment and income distributions. 1st ed. Cambridge: 

Cambridge University Press; 1999. 181 p.  
38. Devooght K. Measuring inequality by counting “complaints”: Theory and empirics. Econ Philos. 2003;19(2):241–63.  
39. Leibler JH, Zwack LM, Levy JI. Agreement with inequality axioms and perceptions of inequality among 

environmental justice and risk assessment professionals. Heal Risk Soc. 2009;11(1):55–69.  
40. Rigby E, Lynch J. Who Cares if the Bucket Leaks ? Efficiency Concerns and Support for Redistributive Policy 

among the American Public. 2013;  
41. Blacksher E, Rigby E, Espey C. Public values, health inequality, and alternative notions of a “fair” response. J 

Health Polit Policy Law. 2010;35(6):889–920.  
42. Cookson R, Dolan P. Public views on health care rationing: a group discussion study. Health Policy. 1999;49:63–

74.  
43. Lundell H, Niederdeppe J, Clarke C. Public views about health causation, attributions of responsibility, and 

inequality. J Health Commun. 2013;18(9):1116–30.  

https://europepmc.org/article/med/28441098
https://europepmc.org/article/med/28441098
https://pubmed.ncbi.nlm.nih.gov/25005924/
https://pubmed.ncbi.nlm.nih.gov/25005924/
https://jech.bmj.com/content/58/8/655
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2016.1088
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2016.1088
https://academic.oup.com/intqhc/article/24/1/39/1803960
https://academic.oup.com/intqhc/article/24/1/39/1803960
https://pubmed.ncbi.nlm.nih.gov/16533114/
https://equityhealthj.biomedcentral.com/articles/10.1186/1475-9276-8-40
https://equityhealthj.biomedcentral.com/articles/10.1186/1475-9276-8-40
http://citeseerx.ist.psu.edu/viewdoc/download?doi=10.1.1.196.7167&rep=rep1&type=pdf
https://www.sciencedirect.com/science/article/abs/pii/S027795360200343X
https://www.sciencedirect.com/science/article/abs/pii/S027795360200343X
https://www.sciencedirect.com/science/article/abs/pii/S0168851006001758
https://www.sciencedirect.com/science/article/abs/pii/S0168851006001758
https://pubmed.ncbi.nlm.nih.gov/22390183/
https://pubmed.ncbi.nlm.nih.gov/22390183/
https://www.google.com/search?client=safari&rls=en&q=Public+deliberation+in+health+policy+and+bioethics:+Mapping+an+emerging,+interdisciplinary+field&ie=UTF-8&oe=UTF-8
https://www.google.com/search?client=safari&rls=en&q=Public+deliberation+in+health+policy+and+bioethics:+Mapping+an+emerging,+interdisciplinary+field&ie=UTF-8&oe=UTF-8
https://pubmed.ncbi.nlm.nih.gov/24657639/
https://pubmed.ncbi.nlm.nih.gov/24657639/
https://www.sciencedirect.com/science/article/abs/pii/S0277953615001458
https://www.sciencedirect.com/science/article/abs/pii/S0277953615001458
https://www.bmj.com/content/326/7397/1031
https://pubmed.ncbi.nlm.nih.gov/21664018/
https://pubmed.ncbi.nlm.nih.gov/21664018/
https://www.bmj.com/content/329/7459/224
https://www.cambridge.org/core/journals/health-economics-policy-and-law/article/nices-social-value-judgements-about-equity-in-health-and-health-care/67D500419C9D37FC4F02350D505D5044
https://www.cambridge.org/core/journals/health-economics-policy-and-law/article/nices-social-value-judgements-about-equity-in-health-and-health-care/67D500419C9D37FC4F02350D505D5044
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1540-6237.2009.00646.x
https://onlinelibrary.wiley.com/doi/abs/10.1111/j.1540-6237.2009.00646.x
https://pubmed.ncbi.nlm.nih.gov/21672397/
https://pubmed.ncbi.nlm.nih.gov/21672397/
https://www.cambridge.org/core/journals/economics-and-philosophy/article/measuring-inequality-by-counting-complaints-theory-and-empirics/208D5600BD0C3E7091648209C30F9909
https://www.tandfonline.com/doi/abs/10.1080/13698570802537003
https://www.tandfonline.com/doi/abs/10.1080/13698570802537003
https://pubmed.ncbi.nlm.nih.gov/21451157/
https://europepmc.org/article/med/10827291


Asada et al. 2020 

Page 82 

44. Goold SD, Biddle AK, Hall CN, Danis M. Choosing healthplans all together: A deliberative exercise for allocating 
limited health care resources. J Health Polit Policy Law. 2005;30(4):653-601.  

45. Carman KL, Mallery C, Maurer M, Wang G, Garfinkel S, Yang M, et al. Effectiveness of public deliberation methods 
for gathering input on issues in healthcare: Results from a randomized trial. Soc Sci Med. 2015;133:11–20.  

46. Degeling C, Carter SM, Rychetnik L. Which public and why deliberate? - A scoping review of public deliberation in 
public health and health policy research. Soc Sci Med. 2015;131:114–21.  

47. Schneiderhan E, Khan S. Reasons and inclusion: The foundation of deliberation. Sociol Theory. 2008;26(1):1–24.  
48. Blacksher EA, Diebel A, Forest PG, Goold SD, Abelson J. What is public deliberation? Hastings Cent Rep. 

2012;42(2):14–6.  
49. Fishkin JS. When the people speak: Deliberative democracy and public consultation. 1st ed. New York: Oxford 

University Press; 2009. 256 p.  
50. Rawls J. A theory of justice. 1st ed. Cambridge: Harvard University Press; 1971. 607 p.  
51. Schneiderhan E, Khan S, Elrick J. Deliberation and ethnicity. Sociol Forum. 2014;29(4):791–807.  
52. Asada Y, Abel H, Skedgel C, Warner G. On effective graphic communication of health inequality: Considerations for 

health policy researchers. Milbank Q. 2017;95(4):801–35.  
53. Zipkin DA, Umscheid CA, Keating NL, Allen E, Aung K, Beyth R, et al. Evidence-based risk communication: A 

systematic review. Ann Intern Med. 2014;161(4):270–80.  
54. Lipkus IM, Peters E. Understanding the role of numeracy in health: proposed theoretical framework and practical 

insights. 2009;36:1065–81.  
55. Kosslyn SM. Graph design for the eye and mind. 1st ed. New York: Oxford University Press; 2006. 290 p.  
56. Cleveland WS. The elements of graphing data. 1st ed. Monterey: Wadsworth Advanced Books and Software; 1985. 

323 p.  
57. QSR International Pty Ltd. NVivo (Mac) qualitative data analysis software. 2015.  
58. Fleurbaey M, Schokkaert E. Unfair inequalities in health and health care. J Health Econ. 2009;28:73–90.  
59. Cappelen AW, Norheim OF. Responsibility in health care: A liberal egalitarian approach. J Med Ethics. 

2005;31(8):476–80.  
60. Sherwin S. The politics of women’s health: Exploring agency and autonomy. 1st ed. Philadelphia: Temple University 

Press; 1998. 321 p.  
61. Daniels N. Accountability for reasonableness and the citizens council. In: Littlejohns P, Rawlins MD, editors. 

Patients, the public, and priorities in healthcare. 1st ed. Oxford: Radcliffe Publishing; 2009. p. 139–47.  
62. Blacksher E, Rigby E, Espey C. Public Values, Health Inequality, and Alternative Notions of a “Fair” Response. J 

Health Polit Policy Law. 2010;35(6):889-920 

https://pubmed.ncbi.nlm.nih.gov/16318163/
https://pubmed.ncbi.nlm.nih.gov/16318163/
https://www.sciencedirect.com/science/article/pii/S0277953615001689
https://www.sciencedirect.com/science/article/pii/S0277953615001689
https://www.sciencedirect.com/science/article/abs/pii/S0277953615001458
https://www.sciencedirect.com/science/article/abs/pii/S0277953615001458
https://onlinelibrary.wiley.com/doi/full/10.1111/j.1467-9558.2008.00316.x
https://onlinelibrary.wiley.com/doi/10.1002/hast.26
https://www.jstor.org/stable/43654146#metadata_info_tab_contents
https://onlinelibrary.wiley.com/doi/full/10.1111/1468-0009.12300
https://onlinelibrary.wiley.com/doi/full/10.1111/1468-0009.12300
https://pubmed.ncbi.nlm.nih.gov/25133362/
https://pubmed.ncbi.nlm.nih.gov/25133362/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2783983/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2783983/
https://www.sciencedirect.com/science/article/abs/pii/S0167629608001021
https://jme.bmj.com/content/31/8/476
https://pubmed.ncbi.nlm.nih.gov/21451157/

