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Abstract 

The field of health promotions faces considerable ethical and programmatic challenge – and we believe opportu-
nity – in addressing the relative normativity of the concept(s) of health and its professional handling. To date, distinc-
tions of objective and subjective indicants of “health” have fostered normative tension(s) within the utilitarian ethics 
of health promotions, which we opine to be anathema to the ultimate goal(s) of attaining and sustaining healthy 
individuals and societies. Objective and subjective metrics and values should be reconciled, as reciprocal and comple-
mentary on both idiosyncratic and systemic levels. In this light, we propose that a philosophical and ethical approach, 
based primarily upon Schmitz’s New Phenomenology and its specific understanding of subjectivity could afford 
epistemological bases for non-normative engagement of health promotion within a structural–functional framework 
of ethics. We dialectically address its potential benefit, limitations and value for health promotion and health care ethics 
and present an approach which points towards a more substantial encouragement of diversity through the legitimation 
of subjectivity.
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Introduction
Normativity in health promotion
Health promotion is becoming increasingly recognized 
as a discipline and set of practices that are important to 
preventive, empowering, and resources-oriented sustain-
able approaches in social contexts of biomedicine. How-
ever, translating health promotion theory and concepts 

into constructive applied practice poses opportunities, 
as well as challenges, and risks, particularly when con-
sidering and engaging socio-cultural, economic and 
ethical variation on local and global scales. In part, this 
is because health goals and endpoints are most often 
established and justified epidemiologically in functional-
ized cost-effort interventionist frameworks, which gener-
ally reflect and favor collective utility; whereas individual 
dimensions of health such as well-being, thriving, and/or 
flourishing tend to recede from primary focus.

This prompts questions of utilitarian approaches to 
population health, viz.—what is/are of greatest health 
promotional benefit for the greatest number of individu-
als? Queries of this sort often establish systematization 
of current and developing social norms that presume, 
yet supersede—if not overlook—the needs, demands and 
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sometimes even values of individuals. Although ideals of 
self-determination, self-efficacy and autonomy are cen-
tral social values within health promotions’ discourses, 
personal responsibility while advocated, is implicitly 
supported – for example by means of “nudging” as a 
socio-technological technique – with aims of producing 
desired behaviors that are considered to be advantageous 
to/for health economics. Such desired behaviors are in 
turn related to epidemiologically based variables, thus 
contextualizing personal responsibility within consensus-
based constructs of empirically-based "right”, as well as 
righteous behavior. This creates a paradox, and perhaps 
a dilemma in that the establishment of biasing norms – 
while fostering ingroup coherence – may instigate stig-
matization and social exclusion, which certainly must be 
viewed as diametrically opposed to the intention of pro-
moting (bio-psychosocial) health in an inclusive manner 
for all individuals as meaningful constituents of the col-
lective groups in which persons are embedded.

Discussion
Objectivity, normativity, and the value of subjectivity
Since current theories and activities of health promotion 
are based upon scientific method(s) and views –notably 
in accordance with the prevailing biomedical paradigm – 
interest is focused on objectively measurable parameters, 
and subjective domains tend to be regarded with lesser 
import. Although qualitative research approaches explic-
itly address subjective dimensions, the results of such 
studies are also utilized to inform generalizable theories 
and practices [1]. Hence, the focus is primarily on objec-
tive parameters for influencing health determinants (for 
research) that are translatable to monitor and affect tar-
get parameters of various interventions.

Yet, the philosophical-anthropological foundation of 
health promotion, while indubitably important to epis-
temic, socio-culturally, and ethically relevant under-
standing of existential aspects of the human condition 
and predicament (of injury, disease, sickness) is rarely 
addressed, and even less frequently engaged in research 
and practice. This is not due to a paucity of discourse; 
to the contrary, discussions of health and its promotion 
have been richly engaged in dialogues of history and 
humanistic ideas [2]. Such dialogue has been dialecti-
cal: means of promoting health of individuals and groups 
have been posited and viewed as reasonable, important, 
and honorable intentions, and laudable efforts. How-
ever, it is important to note that the criteria and defini-
tion of what constitutes “health”, its implicit norms, and 
the desirability of such characteristics (and therefore 
what is unhealthy, abnormal, and implicitly if not explic-
itly undesirable) can yield considerable power, and can be 
employed to evoke biopolitical manifestations [3, 4]. Such 

precepts can become associated with, and influential to 
civic duties, and may blur boundaries between public and 
private goals, responsibilities, and obligations [2, 4].

In this context, it is important to critically reflect on the 
relative value of normativity, and to establish an under-
standing of health promotion as entailing and obtain-
ing an educational and empowerment process, and in 
these ways can – and should—contribute to the health 
and wellness of both individuals and their collective(s). 
Undergirding any approach to health promotion is an 
understanding and definition of health. Herein, we 
believe that it is useful and helpful to distinguish between 
naturalistic and normativistic conceptions of health. The 
naturalistic view considers health and disease to be value-
free; while the normativist perspective regards these 
as value-associated categorizations that are ultimately 
related to functional endpoints, without which assess-
ment of health (and unhealth) cannot be made [5]. The 
analytic-naturalistic view refers to biological character-
istics that reflect objective aspects of health and disease, 
and which "…relates bodies, organs, and human behavior 
to an empirically naturalistically determined supra-indi-
vidual norm" ([5], p. 42). This objective aspect of health 
is prevalent in health promotion, and is characteristically 
used as a basis for evidence-based intervention(s).

However, it is also important – and we believe nec-
essary – to appreciate and engage a complementary 
understanding (albeit a somewhat contentious one), of 
a "subjectivist-holistic concept[ion] of health, shaped by 
phenomenological-existential thinking, which equates 
the achievement of personal goals with the attainment 
of happiness" ([5]), p. 42; see also [6], and [7]). From this 
idiosyncratic and subjectivist position, which links health 
to well-being and perceived quality of life, a relational 
position, which focuses on competence and goal achieve-
ment, can be identified. One criterion of the subjective 
aspect in normativism obtains that not every deviation 
from a given normative measure must be classified as 
"un-well", per se.

The World Health Organization (WHO) concept of 
health can—and we opine, should—be viewed through 
this subjectivist-oriented lens. For example, Schröder-
Bäck [5] draws attention to the fact that approaches that 
emphasize subjective, idealistic characteristics must 
be regarded critically, given that boundaries are often 
blurred, and demarcation of interventions as health pro-
motional, therapeutic, or enhancing becomes difficult in 
light of relative subjectivity. Thus, the idealistic concept 
of health (e.g.- as espoused by WHO,) would remain 
vague, and perhaps unattainable, both in conceptual and 
practical implementation.

We find this to be errant at least, and wasteful and 
potentially harmful at worst. The call, and identified 
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need for the integration of naturalistic and normativis-
tic approaches is understandable; but while it seems that 
subjective dimensions cannot be fully captured, we argue 
that this does not infer that they be disregarded [8]. This 
harkens consideration of the distinctions between (first 
person) understanding (i.e.- verstehen) and objective 
explanation (i.e.- erklären), as introduced by Droysen [9] 
and expounded upon by Dilthey [10]. Indeed, idiosyn-
cratic factors are often elusive, and even mixed methods 
mandate the use of some instrument(s) to attempt to 
“objectify the subjective” dimensions of evidence that can 
be used to evaluate and affect existential domains of the 
human condition and predicament [11].

Such (a set of ) instruments would first need to be pre-
sented linguistically, because individual experience must 
be qualitatively represented (primarily) by appropriate 
terminology and relevant explanatory viability, validity, 
and value. As Dilthey [10] noted, verstehen (understand-
ing) is seemingly antithetic, and often unapprehendable 
from a purely scientistic (if not positivistic) perspective. 
The scientific paradigm, while certainly requiring and 
advocating explanatory value, in the main focuses and 
relies upon quantitative parametrization, predictability, 
and replicability of natural events and processes. Thus, 
health – of the individual and as a generalizable con-
struct—becomes an object of cognition: both idiosyn-
cratically (viz- how the individual feels), and systemically 
(i.e.- how various states and conditions are regarded, 
and "the human being becomes an object of the natural 
scientific gaze to be standardized" ([12], p. 293). A set 
of instruments for apprehending pure subjectivity – for 
example to access and assess the subjectivity of spiritual 
experiences, values and beliefs in a non-reductionist 
way – has yet has not been developed within the regnant 
objectivist model for methods of scientific investigation 
and examination. This prompts a turn to epistemological 
concepts and philosophical-anthropological foundations.

Value desiderata of the bio‑psychosocial model
The biopsychosocial approach advocated by Engel [13] 
deconstructs some of the monocausal rigidity of the long-
standing biomedical model in its representation of, and 
attendance to reciprocal and multidimensional factors 
of physical embodiment and (physical-socio-ecological) 
embeddedness [14, 15]. Still, the biopsychosocial model 
retains certain reductionist elements in that it tends to 
conjoin (and/or conflate) individual domains like putative 
modules, thus providing only a patchwork anthropology 
that is frequently misunderstood, and regularly misused 
as rationale for interventional over-provision and thera-
peutic arbitrariness (which are axiomatically antithetic to 
current calls for personalized precision care (vide infra). 
In this light, it remains unclear how the interfaces and/

or intersections of the biological, psychological, and 
social domains might shape, and be shaped by human 
experiences, values and beliefs. We see this not merely 
as a limitation or challenge, but rather as an opportunity 
for continued discourse to employ and expand the bio-
psychosocial construct to effect a more complete and 
authentic understanding of the human condition that 
incorporates, but further evolves and broadens the extant 
biomedical model by introducing a dimension capable 
of addressing individual subjectivity as constituent to 
collective constructs of health, and objective metrics ad 
means of health promotion.

Toward such ends, we posit that a complementary 
approach is necessary, which engages a form of her-
meneutics to apprehend and appreciate the subjective, 
phenomenologic aspects of experience (see [16]), and 
an adaptive reflective equilibrium [17] to develop and 
articulate objective methods for promoting, restoring 
and sustaining individual and collective health. To be 
sure, putting the conceptual dimensions of this model 
into real-world practice represents a work-in-progress. 
Critical to such enterprise is the need to assess the ethical 
domains, realities, and exigencies that health – and thus 
health promotion—entails and requires.

Any authentic conceptualization of health neces-
sitates insight, sensitivity, and responsiveness to both 
subjective experience, needs, and values, and the objec-
tive dimensions that are useful for establishing practical 
norms and standards for individuals in particular col-
lectives. We opine that moving from the subjective to 
the objective, and appreciating the reciprocity of these 
domains is important because to objectify health – and 
thereby establish bases for its promotion – requires 
some codification of phenomenological experience 
within definable—but nonetheless surrogate – param-
eters. Such surrogation occurs in the objectification of 
subjective experience, and in the instantiation of col-
lective norms and standards that are construed from 
individual necessities and values. However, this implies 
an exploration of the relation between subjectivity and 
objectivity at some depth. While science, in particular 
the domain of natural science, has shaped our view of 
life and to some degree even infiltrated our perception 
of being in the world, it would seem almost intuitive to 
regard subjectivity as the remnants of what cannot be 
objectified. At best, subjectivity and objectivity would 
be regarded as complementary, maybe even mutually 
exclusive like the reverse sides of a coin. This poises 
the question how these two domains interact in real life 
and also if there is a general bias towards objectivity as 
being more legitimate and holding the primacy over 
subjectivity. Schmitz [18] regards this as the abstraction  
base, which acts like a filter between perception and 
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conviction. According to Schmitz, “The (…) experience 
of life (…) is not a landing place that can be headed 
straight for but is only accessible through the filter of 
(…) perspectives [on a basis of abstraction]" [18, p. 13]. 
This of course, holds extensive implication regarding 
our understanding of health and illness alike.

The philosopher Hans-Georg Gadamer [19] has likened 
being healthy to "self-obliviousness" suggesting that the 
experience of a healthy self resides beneath the thresh-
old of self-perception so that the individual can live his/
her life in an embedded way, which seems to have some 
resemblance to a sense of flow. In contrast, being unwell 
presents itself through a sense of objectification in that 
the painful/unwell part stands out of the state of self-
obliviousness, even to the extent that the individual will 
designate it with a possessive pronoun (e.g. “my tooth 
hurts”). In a peculiar way the unwell part seems to depart 
from a sense of self into a state of reification. As a con-
sequence, Gadamer suggests that a state of wellbeing or 
un-wellbeing can only be understood as relational, while, 
essentially, the individual needs to be put into relation to 
herself/himself. In some medical systems this is a practice 
with longstanding tradition, e.g., in Traditional Chinese 
Medicine—employing a system of analogies and relations 
tachycardia is not a number of heart beats per minute but 
per breath cycle of the individual.

According to Gadamer, "health conceals itself (…) it 
comes to light in a feeling of well-being, and even more 
in the fact that we are (…) self-oblivious for the sake of 
well-being, and hardly feel even strains and efforts-that 
is health” ([19], p. 143). This does not infer that health 
is obtuse and cannot be qualified and even quantified to 
some extent in objective ways and terms. Rather, it rein-
forces that these objectifications (i.e.- explanations) must 
identify, account for, and accord subjective dimensions as 
known (i.e.- understandings) and explicated by individu-
als – both singularly and in collective.

Thus, if a health care and/or health promotions’ 
approach or system seeks to develop ethics that advocate 
and sustain authentic goods (as relevant to those indi-
viduals that are the subjects of these approaches moral 
regard), any calculus of utility must engage a balanced 
consideration of both objective and subjective domains. 
Utilitarian approaches to health promotion are com-
mon (see, for example, [20–24]). But collectivist utilitar-
ian approaches dominate population-based public health 
ethics, and thus individual notions of health (and its 
subjective experience and definition) are characteristi-
cally superseded by aggregate (and usually quantitative) 
conceptualizations. This even applies for much appraised 
target group orientation. Yet, as previously noted, this 
seems contrary (if not wholly anathema) to emphatic 

calls for, and current trends toward personalized and pre-
cision healthcare.

How then might these be reconciled? The contem-
porary philosopher Hermann Schmitz has described a 
philosophical orientation – the New Phenomenology – 
which preserves the notion and value of subjectivity. In 
Schmitz’s phenomenology, explanations of subjective 
experience enable depiction of objectifiable precepts of 
individuals’ (and collectives of individuals’) perception(s) 
of the felt body and being-in-the-world. Central to the 
New Phenomenology is validation and legitimization of 
subjective experience as being inaccessible to objectify-
ing sciences absent the translation of understanding (ver-
stehen) to explanation (erklären).

This philosophical approach strives to make the "basic 
experiences of human existence" in terms of the “invol-
untary aspects of life” ([25], p. 7) for human beings acces-
sible and expressible. For Böhme [26], life experiences 
(and their non-measurable phenomena of corporeality, 
feelings, and bounded subjectivity) are closed to purely 
objective scientific inquiry and quantification. Böhme has 
described Schmitz’s approach as a "fundamental critique 
of our scientific-technical way of life" [26], but not in a 
derogatory or denigrative way. Rather, the basis of cri-
tique lies in the element of criticality; simply that the sub-
jective domain is critical (i.e.- essential) to any authentic 
and realistic attempt(s) and approach(es) to objectifying 
the experiential aspects of health and well-being [27].

Subjectivity in the New Phenomenology
The conventional understanding of subjectivity is that it 
entails and obtains the personal experience of an indi-
vidual. This explicates its containment – and relative 
constraint. Because it is true that subjective experience 
is transparent only in the first-person-perspective, it 
demands a phenomenological approach to access these 
experiences and facilitate interpersonal communication 
about subjective experiences. Nevertheless, recognition 
of the constrained properties of individual experience 
has fostered implication that subjectivity is “inferior” to 
objectivity [28]. Schmitz in contrast, proposes a much 
more radical understanding of subjectivity. Following 
Schmitz, a single person is only able to perceive a sub-
jective experience. In order for this to become objective, 
a gradual process of emancipation like ‘peeling off layers 
of subjectivity’ is required, which by necessity is facili-
tated and moderated by language. According to Schmitz, 
subjective experience originates in a state of affective 
corporeal experience (viz., in German: affektive leibli-
che Betroffenheit). From this state of preverbal subjec-
tive human experience, the person will gradually begin to 
reflect upon the phenomenal aspects, eventually elabo-
rating upon them until a state of complete emancipation 
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from this subjective experience is reached. The experi-
ence may now be phrased in rather general terms that are 
relatable to anyone who has had similar experiences. So, 
the subjective quality of the experience becomes diluted 
into something much more general (i.e., objective) and 
much less personal (i.e.- subjective). Here, Schmitz con-
cludes, that subjectivity -as the cradle of objectivity – 
retains primacy, while objectivity becomes a secondary 
occurrence. The common sense of Western intellectual 
culture would state otherwise: namely, that primacy is 
nested in objective facts. However, Schmitz’ terminol-
ogy instead posits the value of both subjective facts and 
objective facts.

According to Schmitz [29], a subjective fact is one that 
only a single person can state because only that one per-
son experiences it in an embodied way. Here, Schmitz 
distinctly differentiates between the body as a three-
dimensional physical object (i.e.- Körper), which itself 
is unable to experience or feel anything, and the being 
inhabiting the lived body (i.e.- Leib), who is phenomeno-
logically engaged in the subjectivity of the experience. 
To emphasize this difference within the terminology of 
his approach to phenomenology, Schmitz uses the Ger-
man term ‘Leib’ to refer to the lived aspect of the body. 
Schmitz et al. [30] describe this aspect:

First of all, it is important not to reify the felt body 
and dualistically oppose it to the ‘material body’ 
[Körper in German], although Schmitz’ use of the 
noun “Leib” might sometimes create this mislead-
ing impression. Much rather, the felt body is a feel-
ing body—its mode of existence cannot be separated 
from its becoming manifest to the conscious subject 
in specific kinds of corporeal feeling. These corporeal 
feelings are crucially distinct from what usually gets 
described under the term ‘bodily sensations’ (in psy-
chology or the analytical philosophy of mind): the 
feeling body becomes manifest in holistic corporeal 
stirrings such as vigour and languidness, in one’s 
being corporeally gripped by emotions and room-
filling atmospheres, and equally in one’s corporeal 
orientation in the world in contexts of perception, 
action and spatial navigation. Moreover, the feel-
ing body presents an absolute location of subjective 
orientation and opens the dimension of a predimen-
sional, surfaceless space.

Schmitz provides several examples, e. g. fright, pain, 
grief, joy, etc.; any of which will manifest primarily as an 
affective state of the felt body (Leib). Thus, while Leib and 
Körper intersect, they do not necessarily have the same 
borders and limitations. This can be seen in patients fol-
lowing an amputation, whereby a bodily part may not be 
present, yet the sensation of the missing limb may still 

persist (i.e.- phantom sensations); thus, the lived expe-
rience of the body (Leib) remains, although the physi-
cal aspect of (a part of ) the body (Körper) does not. In 
contrast, patients with neuropathic pathology of the 
extremities (e.g. diabetogenic neuropathy) very often 
lack sensation in body parts they have. Here, the body 
(Körper) is present, while the lived experience of its pres-
ence (viz.- Leib) is not. Schmitz claims that the primary 
experience of Leib serves as the forum for any conscious-
ness of embodiment. Here, it is important to note that 
subjective fact is the basis of (1) phenomenal experience, 
(2) reflection and understanding; and (3) personal narra-
tive. This reflective process yoked to language. Schmitz 
terms this process ‘personal emancipation’, and the situ-
ation of affective bodily experience he calls ‘personal 
regression into a state of pre-personal subjectivity’ [31]. 
Personal development and growth are viewed as ongo-
ing oscillation(s) between personal regression and per-
sonal emancipation. Further, this oscillation gradually 
transforms subjective facts into objective facts, as the 
qualities of subjectivity are iteratively diffused into more 
objectively verbalized expression that are generalizable to 
others.

Subjective facts are not transparent to, or directly 
knowable by others but can only be communicated by 
language, and/or inferred by means of decoding proxy 
parameters such as facial expressions, or modulation 
and pitch of voice. To re-iterate, embodied persons are 
embedded in (temporal, spatial, and circumstantial) 
environments and ecologies, and this establishes (if not 
necessitates) interaction with others.

This understanding of subjectivity as well as its relation 
to objectivity has a number of implications, which are 
beyond the scope of this manuscript. However, perhaps 
the most important implication is for an understand-
ing and role of normativity and diversity. The traditional 
understanding and primacy of objectivity must lead 
to a more normative understanding of health, disease, 
and illness, inclusive of the ethical dimensions that are 
inherent to, and arise from these constructs. The radical 
turn towards subjectivity, as suggested by Schmitz, may 
encourage diversity and thereby encourage respect, and 
welcome diversity because it legitimizes individual expe-
rience. In this way, health promotion as a discipline, as 
well as an ethically informed health care practice, may 
focus upon primary subjective experiences and sub-
jective narratives within contexts of objective facts (of 
human ecology) as factors that contribute to and estab-
lish “health”.

The adage “nothing about us without us” bespeaks the 
necessity of subjective experience and understanding 
(of health, well-being, illness, etc.) to objective explana-
tions and articulations of health promotional enterprises. 
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Focus upon the bodily nature of the human being is a 
suitable antidote to simple objectification of the body. As 
Böhme notes: "the subject correlatively becomes a narra-
tive construct or, as Marx said, a node of social relations. 
It loses the body as the source of the self" ([26], p. 239). 
Moreover, the New Phenomenology implies a social and 
action-oriented concept of health, based on felt bodily 
experience (leiblicher Erfahrung). This can be well aligned 
both with concepts of salutogenesis, and resilience theo-
ries, as the focus is on the constant emergence of health 
through a maturational process of personal regression 
and emancipation.

This suggests that, strictly speaking, there can be 
no targeted, group-specific health promotion without 
address of—and respect as well as appreciation for—the 
subjectivity of each person in the group. Thus, there can 
be no inclusive form of health promotion as based on 
identity politics that could justly balance the needs of 
all groups, while still taking due account of individual 
differences within the group. In this respect, neglecting 
subjective needs, desires and values in favor of purely 
normative approaches to health promotion inevitably 

leads to paternalism and exclusion. For this reason, 
we consider it non- permissible to apply a purely pub-
lic health ethic to the field of health promotion. Rather, 
we propose a more balanced and layered view, primar-
ily focusing on the individual as the primary domain of 
importance, while concomitantly attending to collectivist 
group-community obligations, needs and demands, and 
as based on indispensable formal rights, duties and rules. 
Health promotion that programmatically considers sub-
jectivity in such a way would develop an anthropology, 
allowing both target variables to change and methodo-
logical approaches to evolve.

Conclusion
Phenomenologic elements of a structural–functional 
ethics of health promotion
Philosopher and cognitive scientist Owen Flanagan [32] 
has described ethics as “human ecology”, in its literal 
sense (i.e.- from the Greek, oikos—household; logos – 
logical reasoning) as a rational approach and accounting  
of the environments and resources essential to human 
relationships, survival and flourishing. Apropos this 

Fig. 1 Schematic depiction of a structural–functional framework of ethics in which deontological and rule utilitarian aspects constitute the  
professional structural elements, and functional articulation is engaged through act utility and agentic decisions and action(s) within the context(s) 
of a particular collective (Adapted from: Applewhite, Giordano, Girton, Procaccino [35], with permission)
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definition, an authentic ethics of health promotion 
should identify, address, and seek to improve the reali-
ties of humans-in-ecology, and in this way appreciate the 
contingencies and exigencies of the individual, as well as 
the collective.

We have previously described a structural–functional 
ethics whereby duties and rules of establish the primary 
ethical structure ([33–35]; see Fig.  1). However, under-
standing the basis of the individual enaction is critical. 
And so, the functional component of ethics begins with 
an individual’s capability to understand and enact relative 
goods within the scope of duties and rules. That scope 
of duties and rules also upholds individual and commu-
nity care obligations to meet the needs and values of the 
persons and group respectively involved and affected. 
Ultimately, function is executed by agents’ actions-in-
practice that obtain alignment of individuals’ moral com-
pass with the duties, outcomes, and service—both to 
other individuals and the group at-large—as the subjects 
of moral responsibility.

We posit that this framework is applicable to and for 
health promotion. As shown in Fig.  1, important to 

recognize is that the “point of engagement” at which 
duties, rules and actions become directly focused is the 
individual and individuals-in-collective(s). Thus, duties, 
rules and acts should reflect and regard the values, needs 
of communities served, and (as shown in Fig.  2) these 
communities should be sensitive and responsive to the 
needs and values of those individuals that are constituent 
– and contributory to its collective health.

Simply put, a healthy community is not comprised of 
“unhealthy” individuals; and thus, the health needs and 
values of a collective of individuals are fundamental to 
promote in any genuine endeavor toward community 
health. Prima facie, this is both rational, and ethically 
justifiable in its relative Heraclitan balance of attempting 
to acknowledge and serve the entirety and its parts (see 
[36]). Yet, despite its ethical justifiability, this approach 
also generates questions, if not problems when deter-
mining which individuals, and what needs and values to 
accommodate and prioritize.

Simple commutative justice (viz.- the allocation to 
each that to which they are ‘entitled’) generally presumes 
abundant resources, and does not explicitly define the 

Fig. 2 Diagrammatic representation of the inter-related and expanding aspects of individual agents’ lifeworlds, and phenomenological subjectivity  
contributory to the agentic interactions and act utility, and the rule utility and deontology of the collective as served by the disciplines and  
practices of health promotion (see text for detailed explanation)
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grounds or methods for defining and determining such 
entitlement. This is especially true when individual phe-
nomenological experience (and the needs and values 
such experience both fosters and reflects). Therefore, 
writ both large (i.e.- on a collective scale) and small (i.e.- 
on an individual level), some form of distributive justice 
must be employed. Here too, relative balance of liberty 
and difference (viz.- maximin and/or minimax) prin-
ciples should be obtained, although a purely Rawlsian 
[37] approach might be regarded as less than effective 
and therefore not efficient in defining those individuals 
and constructs to be prioritized; and Thagard type equi-
librium [17], while effectively utilitarian – and perhaps 
compatible with phenomenological factors in its cogni-
tive orientation – while efficient, may be seen as biasing.

We opine that a modified form of Pierek synthesis [38], 
which brings together – with maximized situational/
circumstantial effectiveness – both “luck” and social” 
dimensions of egalitarian allocation may provide a viable, 
and valuable approach for ethical foundations to guide 
health promotions. Toward such goals we believe that a 
dialectic process toward developing a true “synthesis” of 
(1) egalitarian constructs, (2) individual and collective 
needs and values identification and prioritization, and (3) 
extant, revised, and de novo enterprises and resources to 
accommodate needs, and allocate goods, and services.

To be sure, such an undertaking will require considera-
ble dedication of funding, personnel, and administrative/
policy support; and description of viable tactical meth-
ods for achieving and sustaining this strategic model 
in-practice are beyond the scope of this chapter. How-
ever, despite the investment required, we believe that 
the collective and individual return(s) of such endeavor 
are important and worthwhile to establish and sustain 
health promotions systems and practices on the twenty-
first century global stage. A subject-oriented—not sim-
ply individualized—health promotion, which appreciates 
subjectivity on a fundamental level will also contribute to 
the development of diversity and democratic processes. 
Our ongoing work remains dedicated to these efforts.
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