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ABSTRACT 

The field of bioethics originated from failures in medical research and provided a 

framework for medical decision-making and research ethics with the advent of its four 

core principles (justice, autonomy, non-maleficence, and beneficence). However, these 

core principles often overlook more complex issues related to health. In this thesis I take 

a critical look at traditional bioethics to demonstrate why more specific fields of 

bioethics, like public health ethics and urban bioethics, are necessary. I then look at the 

origins of urban bioethics to better understand the necessity for the field and the 

principles necessary for its implementation. Solidarity and agency are established 

principles of urban bioethics, and I will argue the need to add respect for community to 

the urban bioethics toolbox. Based on these principles; I argue the urban bioethicist has to 

understand the context of individuals and communities to properly apply agency, 

solidarity, and respect for community. The most appropriate way to build this context is 

through qualitative research. Qualitative research is uniquely suited for this task based on 

the nature of the field and the information it offers related to each of the principles of 

urban bioethics. 
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CHAPTER 1: INTRODUCTION 

Traditional bioethics and its core principles of autonomy, justice, beneficence, 

and non-maleficence has governed the ethics of medical research and medical decision-

making since its inception. These principles provide a broad basis to investigate issues 

like organ allocation, research protection for participants, and other issues related to 

health and healthcare. However, as time has passed we as a society have begun to realize 

the complexity of issues in health and healthcare. Health is not just limited to medical 

research, medical interventions, and the interactions between patients and physicians. 

Although the principles of traditional bioethics are broad, they do not adequately address 

the more complex ethical issues in healthcare. 

This issue has led to the creation of different fields of bioethics such as 

reproductive health ethics, public health ethics, and urban bioethics. Each of these fields 

takes the principles of traditional bioethics and builds upon them to address more specific 

subject matter. Urban bioethics, in particular, begins to add contextual layers to ethical 

evaluation by connecting decisions to individuals and communities within the context of 

an urban setting. Contextualizing individuals and communities can be complicated, but 

the complexity of the urban environment requires it. To give proper consideration to 

those in an urban environment, new principles have been proposed to govern urban 

bioethics; solidarity, agency and social justice. For proper implementation of these 

principles, the urban bioethicist must learn to investigate the experience of people and 

communities to understand the context in which they live. In this thesis I will examine the 

origins and failings of traditional bioethics that led to the creation of new fields of 

bioethics, and specify why those reactionary developments remain inadequate and 
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necessitate urban bioethics. I will then describe existing principles that govern urban 

bioethics and assign a new principle, respect for community. Finally, I detail how the 

urban bioethicist can build context to properly apply the new principle.  
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CHAPTER 2: ORIGINS OF TRADITIONAL BIOETHICS 

Bioethics has its origins in the failings of medicine and medical research. 

Experimentation during WW2 and the Tuskegee experiments laid the groundwork for the 

ethical principles that we use today. During WW2, Nazi physicians experimented on 

prisoners in military concentrations camps without hesitation or thought about the 

wellbeing of the subjects. The Nuremberg code was created after the war as a set of 

principles regarding the rights of participants in scientific research. This was the 

beginning of creating an ethical framework to guide medical decision making (Shuster, 

1997). After the war the World Medical Association developed the Declaration of 

Helsinki in 1964, which further refined the Nuremberg code to create a list of ethical 

principles for scientific human research focusing on obligations to research participants. 

Later in the 20th century, in response to the Tuskegee experiments, the Belmont 

report was created. The Tuskegee experiments were studies carried out by the Public 

Health Service and Tuskegee Institute from 1932 to 1972. The intent of the study was to 

observe the disease progression for syphilis in untreated African American males. Study 

participants were not treated for their illnesses during the course of the experiment, 

despite penicillin becoming the first line treatment for syphilis in the 1940s, and informed 

consent was never obtained. In 1972 the Associated Press uncovered the details of the 

experiment leading to an investigation by an independent review board who found the 

study to be ethically unjustified (Tuskegee Study – Timeline…, 2020). After this report, 

another referendum on medical ethics led to the creation of the Belmont Report. This 

document was the first to suggest the bioethics principles we know and use today. The 

report outlined that with regards to research ethics there ought to be respect for persons, 
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beneficence, and justice (Kim, 2012). Beauchamp and Childress later adapted these 3 

principles to 4: justice, non-maleficence, beneficence, and autonomy. This comprises the 

ethical principles that bioethics rests on today (Mandal, 2017). 
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CHAPTER 3: THE FAILINGS OF TRADITIONAL BIOETHICS 

Since the traditional bioethical principles were born out of ethical failings in 

research they may not be well equipped to cover subject matter related to public health, 

women’s health, or social equity. The narrow scope of traditional bioethics may well 

have led to the advent of new forms of bioethics that try to expand the subject matter 

beyond research and clinical decision-making (Williamson, 2008). These newer forms of 

bioethics are informed by factors that impact health, cultural context, the lived 

experiences of individuals, and the collective lived experiences of communities. By 

looking at areas in which traditional bioethics fails, one can begin to see the necessity to 

expand the field and introduce new forms of bioethics. 

The traditional principles bioethics are bound by their own nature, and, even when 

applied within their original context, the principles can breakdown (Savulescu, 2014). 

One example Savulescu gives is with regards to research ethics. “To delay by 1 year the 

development of a treatment that cures a lethal disease that kills 100,000 people per year is 

to be responsible for the deaths of those 100,000 people.” This example may be extreme, 

but it demonstrates a fundamental problem with traditional bioethics. Here the principles 

of beneficence and non-maleficence work in direct opposition, and there is no clear way 

to determine if one principle ought to carry more moral weight. There is the need to 

prevent the death of many directly opposed by the need to prevent harm to that same 

group of people. If these principles break down in situations where they were originally 

intended for use, then there is reason to believe these principles will also break down 

when applied to more complex issues within healthcare. 
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Another example is related to the principle of autonomy. The principle of 

autonomy is intimately tied to the individualistic culture of the United States. Autonomy 

is the right to make decisions free from restraint, and this idea is closely tied to American 

ideals about freedom. Europeans, however, value solidarity over autonomy (Muzur, 

2017). Solidarity is an acknowledgement among individuals of different groups to act in 

unity in order to carry a collective burden. Traditional bioethics was conceived in 

response to error and heavily influenced by American cultural norms, and it would be 

inappropriate to claim the traditional principles of bioethics are universal. The contrast of 

significance of autonomy versus solidarity in the United States and Europe demonstrates 

the necessity to think beyond the traditional principles of bioethics. As new fields of 

bioethics are established, new principles may also need to be created to adequately 

address the issues unique to that field. 

Gregory Kaebnic (2018) raises a question in his paper “At the border of 

bioethics” asking the reader “What are the boundaries of bioethics?” If bioethics 

encompasses the encounter between physician and patient then it must also encompass 

access to care, giving way to health policy. The same could be said of medical 

technology, public health, and environmental health. Although originally intended to be 

narrow in scope, bioethics has expanded and rightfully so. As a society, we have come to 

understand that health is not just about healthcare. All aspects of life are intimately 

related to one’s health, which ultimately expands the umbrella of bioethics to events 

extending beyond the examination room or research facility. Currently only 20% of one’s 

overall health is determined by clinical care. The other 80% is derived from someone’s 

physical environment, health behaviors, and, most influentially, social and economic 
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factors (Magnan, 2020; How Healthy Is…). However, instead of confronting how shared 

ethical principles interact with particular communities and cultures, traditional 

bioethicists have attributed the problems that arise with the application of bioethical 

principles as complications (Andrulis, 1999).  This oversight by traditional bioethics has 

led to the advent of newer fields of bioethics designed to specifically deal with issues 

related to the interactions between the individual, culture, and community. 

Newer fields of bioethics are necessary as the bioethical umbrella expands. 

Medicine is not only about medical decision making and the ethics of research. New 

research demonstrating the impact of social and environmental factors on health thrusts 

the principles of traditional bioethics into subject matter they were not designed to 

address. Today, bioethics must expand to examine both the patient and the context the 

patient exists within. 
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CHAPTER 4: THE ADVENT OF PUBLIC HEALTH ETHICS 

Application of Traditional Bioethics in Public Health 

The principles of traditional bioethics begin to breakdown when the ethical 

evaluation begins to examine the context of the individual and collective. Urban bioethics 

requires that people and communities be examined within the context of an urban setting. 

If the traditional principles of bioethics are insufficient for this task, then new principles 

need to be explored to govern urban bioethics. Public health ethics and its principles were 

developed in response to similar critiques of traditional bioethics, and the urban 

bioethicist can look to public health ethics to better understand the development of 

expansionary fields of bioethics and their applications. 

Public health since its inception has relied heavily on medicine. The ethics of 

public health have also fallen under the umbrella of traditional bioethics until recently. 

The ethics of disease prevention might be what would constitute an early conception of 

public health bioethics. During the 18th century many American port cities adopted a 

quarantine system of preventing the spread of disease (Pickett, 1990). By the 19th century 

filth was determined to be a harbinger of disease, and sanitation was used as a means to 

prevent the spread of disease (Winslow, 1923). One could imagine a way in which the 

ethical framework of bioethics could be applied here. If filth is a harbinger of disease, 

then, based on the principles of justice and beneficence, one ought to aim to get rid of 

filth to further advance the health of the general population. Here the central principles of 

bioethics seem to be applicable and allow us to arrive at an ethical conclusion (IOM). 

However, public health, much like medicine, has expanded its reach beyond just 

preventing disease, and therefore its ethics have changed. 



9 

Public Health Ethics and its Application 

Today, public health encompasses the spread of disease, how people interact with 

their physical environment, health preservation, the role of the state interventions, and 

more. In her article “An Ethics Framework for Public Health” Kass shows how the 

principles of traditional bioethics do not appropriately address the issues that arise in a 

public health setting. There is “a high priority” given to individual autonomy in 

traditional bioethics, which she demonstrates to be inappropriate in a public health ethic 

(2001). 

Similar ideas have been reiterated elsewhere. Royo-Bardonada argues the 

principles of autonomy, justice, non-maleficence, and beneficence do not encompass all 

that is needed to evaluate the ethics of public health (2015). In public health beneficence 

and non-maleficence carry more weight. There is also the need to add more principles 

like solidarity, transparency, and community perspectives to create a public health ethic 

(Lee, 2014; Dawson, 2012). Bioethics was designed to deal with the ethical decisions of 

individuals and researchers. It was not designed to evaluate the morality of larger scale 

interventions or their effects on the community. Lee recognizes the necessity of the 

traditional principles of bioethics but due to the nature of public health “other 

complements must be considered” when developing a new public health ethic (2014). 

Public health ethics must take into account the aspects of the discipline that differentiate 

it from clinical practice and biomedical research, for which bioethics was originally 

designed (Royo-Bordonada, 2015). 

There has been an attempt to determine a framework for the proper 

implementation of public health ethics, since it is a relatively new field and needs 
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consistency in terms of application. Ortmann, et al. do this by posing questions to answer 

when determining the ethicality of new public health interventions (2016). It is based on 

the premise that public health ethics relies on many ethical theories but everything must 

be grounded in public health (Dawson, 2011). Application begins with analyzing the 

ethical dimensions of the issue and its context. By asking questions like “what are the 

potential harms, what are the moral norms of stakeholders, and which features of the 

social-cultural-historical context apply?” one can begin to think about the different issues 

that may arise in the implementation of a public health intervention. As Ortmann, et al. 

(2016) states “ethical analysis is a dynamic process” and answers to these initial 

questions may change. By providing this framework one can begin to see what kind of 

information is required to proceed with ethical analysis. In a public health space, data 

must be collected regarding the efficacy of an intervention, risks of an intervention, and 

the various societal and ethical norms of the target population. The application of a public 

health ethic requires investigation and information about communities and societies and 

cannot rely solely on theorizing. 

Traditional bioethics does not require this kind of investigation to carry out its 

ethical calculus. Since traditional bioethics was created to address problems arising with 

medical decision making and research ethics its scope is limited. By analyzing public 

health ethics, one can see how traditional bioethics fails when trying to expand its scope. 

Much like public health ethics, urban bioethics is another field that attempts to fill in gaps 

left behind by traditional bioethics. 
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CHAPTER 5: THE ORIGINS AND SCOPE OF URBAN BIOETHICS 

The Need for Urban Bioethics: Diversity, Density, and Disparity 

The origins of urban bioethics, much like public health ethics, are rooted in its 

subject matter. Urban environments present bioethics with different problems related to 

multiculturalism, autonomy, and public health that were not previously addressed by 

traditional bioethics (Fleischman, 2001). The need for urban bioethics came from the 

need to examine the social dimensions of human decisions and actions in an environment 

where context matters (Jonsen, 2001). Bluestein and Fleischman argue that there are three 

distinguishing features of an urban environment that necessitate the need for urban 

bioethics: density, diversity, and disparity (2004). Density encompasses the problems that 

arise in urban environments due to the amount of people inhabiting them. Problems like 

increased pollution and longer commute times are some examples of issues that arise due 

to density. 

Diversity deals with the multiculturality of urban environments. Since the 1980s 

cities have become more diverse. Based on data from the Pew Research Center in 2018 

urban centers are now made up of a majority of non-white people. When compared to 

rural areas, urban centers have a larger proportion of immigrants (22% vs 5%) and are 

becoming more diverse at a faster rate. Each group that inhabits a city brings different 

cultural identities and values, and the way those groups interact with each other and the 

urban environment generates new ethical dilemmas overlooked by traditional bioethics.  

The multicultural identity of the urban environment forces urban bioethicists to 

examine questions about the ethicality of medical practice and policy as it relates to 

people with different cultural backgrounds that have been overlooked. In urban bioethics, 



12 

context matters. Not only must the field examine how different groups interact with each 

other and the environment, but it must also examine how autonomy is affected by the 

interest of “family, community, and society” (Blustein, 2001). 

Disparity is the other way in which urban areas are unique. When compared to 

rural areas poverty has increased dramatically from 2000-2018, and 83% of the 

population who is considered “poor” reside in urban centers (Pew Research Group, 

2018). Disparity is not just limited to differences in health outcomes contained within one 

urban center. Disparity also deals with individual decision making that takes place and 

how that exacerbates disparity. In a sense, disparity highlights why urban bioethics may 

need to deal more with agency than with autonomy. People face limitations due to their 

social standing and, despite their best efforts, some limitations cannot be overcome. 

Those in urban environments would love to act autonomously, making decisions free 

from restraint, but they may not be able to for reasons that are unique to urban centers 

(Blustein, 2001 check). 

Urban environments are complex and present complex problems. It may be the 

case that urban, suburban, and rural areas experience similar problems like lack of access 

to care or inadequate education, but these problems encompass more people from more 

diverse backgrounds in urban centers. Public transit is an issue that highlights the 

differences between suburban, rural, and urban environments. According to the American 

Community Survey,  in 2019 almost 32% of New Yorkers used public transit to get to 

work. Whereas in Arapahoe County, a suburb of Denver, only 3% of the population used 

public transit to get to work (US Census, 2019). There is more of a dependence on public 

transit in urban centers compared to suburban centers, and this dependence leads to 
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ethical considerations that must be made in urban centers that do not have to be 

considered in suburban areas. If there are changes to public transit in urban areas the 

issues of diversity, density, and disparity come into play. One needs to ask things like 

which groups will be affected by changes to public transit, which areas and communities 

have access, is this an affordable service for everyone, etc. The need for public transit in 

urban centers was born out of necessity due to the density and when changes are made 

disparity and diversity need to be considered  

To establish urban bioethics the features that make urban areas complex must be 

brought to the forefront and better understood. Berlinger and Solomon say it best by 

declaring “it is time for bioethics to turn toward social justice and problems of injustice” 

because “health related problems such as housing insecurity, food insecurity, or lack of 

ability to pay for needed care are societal problems, reflecting political decisions in a 

wealthy society” (2018). 

When one understands how an urban environment affect its inhabitants, the 

principles of urban bioethics become clearer. What makes urban bioethics different from 

traditional bioethics is its appreciation of the social setting that comes from “experienced 

observation and participation in social life” (Jonsen, 2001). The urban bioethicist must 

take the step to understand how that social life is uniquely affected by density, disparity, 

and diversity (Jonsen, 2001). The emphasis on social life is derived from the new 

understanding of social determinants of health. People are affected more by their social 

setting than they are by medical treatment, and traditional bioethics can often neglect 

social issues (Blustein, 2001). Urban centers are not only influenced by the people than 
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inhabit them but also the policies that govern them. Urban bioethics therefore must also 

address the various interactions between people and policy (Blustein, 2001). 

Defining Community 

Before moving on, it is necessary to have a definition for what a community is 

because urban bioethics deals with how individuals and communities interact with the 

urban environment. An empirical concept of community is important for the bioethical 

calculus that needs to take place and the health of communities. It has been shown that 

being a part of a community can influence health outcomes (Marmot, 1997) and 

community collaboration has become increasingly important in implementing public 

health efforts (Patrick, 1995). Not having a universal working definition can lead to 

contradictory assumptions and undermine the ability to accurately evaluate community 

collaboration (Zakus, 1998). When thinking about how to define community a few things 

that need to be considered. The definition must be broad to accurately encompass a large 

swath of people and opinions. If the definition is too narrow, then an ethical appraisal that 

hinges on that definition will not be complete or accurate. However, there must be 

inclusions and exclusion criteria for a community to ensure it does not become too broad. 

MacQueen et al. took a unique approach to defining community (2001). Instead of 

theorizing about the different criteria that make up a community they looked to people in 

communities in search of a definition. People belonging to different established 

communities were asked what it means to be in a community. There were four common 

elements that constitute a community: locus (physical location), sharing, joint action, and 

social ties. These results are supported by evidence from other studies that demonstrate 

social interaction, geographic area, and common ties were the most prevalent themes in 
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defining a community (Hillery, 1955). The official definition of a community from 

Macqueen et al. was a group of people with diverse characteristics who are linked by 

social ties, share common perspective, and engage in joint action in geographical 

locations or settings. This definition is broad enough in scope to ensure that people who 

ought to be part of a community are included but it has limitations on who ought to be 

included. Going forward, the MacQueen et al. definition of community will be the one 

that I use when referencing a community. 
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CHAPTER 6: GUIDING PRINCIPLES FOR URBAN BIOETHICS 

The nature of urban bioethics necessitates consideration of the individual, 

community, public policy, and the impact of the urban environment on its constituents. 

There is literature laying out why urban bioethics needs to exist, and now advocates of 

the field are working to develop the principles that define urban bioethics. If the urban 

environment, much like a public health space, needs its own field of ethics, then the 

principles that govern traditional bioethics will not suffice. Urban bioethics does not 

abolish the principles of traditional bioethics, but, as with public health ethics, new 

principles are added to address the scope of issues covered in the field. In this chapter I 

review two core urban bioethical principles agency, and solidarity and suggest a third, 

respect for community. 

Respect for Community 

Consistent in many interpretations of the field of urban bioethics is the need for a 

respect for cultural diversity and the integration of the socioeconomic differentials in 

health into the field of bioethics (Blustein, 2001; Jonsen, 2001). Using MacQueen’s 

definition, a community is defined as a group of people with diverse characteristics who 

are linked by social ties, share common perspective, and engage in joint action in 

geographical locations or settings. Respect for community means giving moral 

consideration to the needs and wants of each individual community within an urban 

setting.  

It is important to remember addressing the needs of individuals in one community 

may not address the sum total of the individual’s identity because of overlapping 

identities or communities. People often operate within one or multiple communities 
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inside larger urban environments. These communities help people to establish personal 

identity and beliefs that are consistent with others in the community. It is imperative to 

remember that the needs and priorities of each community identity must be considered in 

total and not individually as they all carry equal moral consideration. 

Respect for communities is also necessary to ensure people are being considered 

as an end rather than a means to an end. If consideration is not given to the needs of the 

different communities that comprise an urban environment, then the ethics of any 

decision made on behalf of the community in question is morally questionable. Without 

respecting the needs and priorities of different communities any decision made on their 

behalf is made in the best interest of those making the decision not those who are being 

affected by it. This does not mean actions cannot be ethical if they inadvertently 

negatively impact a community. However, one needs to be able to justify the burden 

incurred on the communities in question by weighing that burden against the interests of 

other communities. 

Urban centers house many different communities with different needs and beliefs 

that all need to be considered when determining the ethical calculus of a decision. 

Blanket solutions have varied effects across the communities in an urban environment, 

and sometimes the effects can be largely detrimental. Due to the diversity and density of 

urban environments there are many communities with important and unique needs in one 

urban center. One example that highlights this problem is increasing the tax on cigarettes. 

Increasing Cigarettes Taxes: Respect for Community and Equity 

If the tax on cigarettes increases causing the price of cigarettes to increase then 

people would be deterred from buying them causing fewer people to smoke. The 
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American Cancer Association projects that increasing the price of cigarettes by $1 per 

pack will decrease health conditions associated with cigarette use and decrease overall 

tobacco sales by 3.5% over a 5-year period (2021). If fewer people smoke then there is a 

lower health cost to both individuals and society. Also, if people continue to buy 

cigarettes despite the price increase extra money could be used to fund public works 

programs in low-income areas, education, and resources to quit smoking. Increasing 

cigarette taxes seems like it would provide a positive health and social benefit from a 

macroscopic perspective. However, this conception is an oversimplification. Data 

detailing who is smoking cigarettes, how cigarette advertising is distributed across 

communities, and the effect of this price increase paints a different picture. 

People of lower socioeconomic status (SES) disproportionately smoke more 

cigarettes. The CDC compiled data regarding cigarette use in low-income environments 

(2019). The data shows less than 20% of cigarette users make more than double the 

poverty line and those living at or below the poverty line have a significantly lower 

success rate of quitting compared to those at or above the poverty line (34% versus 57%). 

Cigarette advertising is also heavily concentrated in lower SES areas (Cigarette Smoking 

and…, 2019). There are more cigarette retailers in low-income neighborhoods and 

tobacco companies historically target low SES environments through coupons and price 

reductions in stores (Cigarette Smoking and…, 2019). 

From a physiologic perspective, the addictive nature of cigarettes creates a 

dependence and even if a price increase occurs people will be unlikely to quickly change 

behaviors. Even though up to 85% of smokers would like to quit, only 50% of smokers 

succeed in quitting before age 60 (Cosci, 2011). On top of all these factors, lower SES 
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areas typically have fewer social resources available leading to more difficulty quitting 

(Reid, 2010). However, these more generally known issues related to increasing cigarette 

prices and cigarette use do not begin to address the effects on the community level. 

The African American community disproportionately smokes menthol cigarettes 

when compared to the general population (Giovani, 2015). Menthol is known to increase 

the addictiveness of cigarettes and decrease the likelihood of cessation (Henderson, 

2016). With a population that has increased use compared to the general population and a 

propensity to use cigarettes that have shown to be more addictive, more work needs to be 

done to better understand this community and their needs as it respects to smoking 

cessation. A qualitative study by Kingsbury and Hassan attempts to better understand the 

African American community as it relates to smoking cessation. 

Kingsbury and Hassan interviewed various people within the community 

regarding smoking cessation and themes related to it, and none of the themes were related 

to the monetary value of cigarettes. Themes that were identified were focused on 

addressing structural issues within the community related to cigarette use and smoking 

cessation like youth engagement, historical trauma related to medical research and 

interventions, and differences between public health solutions and the priorities of the 

community. They suggest that “additional cessation work needs to fit into the broader 

context of issues facing the African American community.” By examining the individual 

and collective lived experience of African Americans the researchers were able to explore 

smoking cessation within a greater cultural context. 

This study illustrates the necessity for respect for community when trying to act 

ethically on behalf of people within an urban context. When the community was asked 
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about the most effective ways to promote smoking cessation the solutions were much 

different than just increasing the price of cigarettes. This illustrates the disconnect that 

can occur when respect for community is not given adequate attention. Even though there 

is data about how increasing the price of cigarettes deters people from smoking, this does 

not respect the needs of the community regarding smoking cessation and it may even 

harm the community.  

In the United States, according to Pew Research Data from 2018 urban centers are 

mostly made up of minority populations, and, according to new census data, African 

Americans are more than twice as likely as whites to fall below the poverty line. If 

cigarettes smoking is more prevalent in low SES areas and people are unlikely to quit 

despite an increase in price, then raising the cost of cigarettes would disproportionately 

affect poorer communities in urban centers. The increase in price for people with more 

money is marginal, however for someone who is already experiencing poverty this price 

increase could be largely detrimental, especially when it is a price increase on an 

extremely addictive substance. Also, by affecting poorer communities, African 

Americans are disproportionately affected here since they make up a larger proportion of 

those living below the federal poverty line. 

In the example of increasing the taxes on cigarettes to promote smoking cessation 

we have looked at both African American and low SES communities to better understand 

the efficacy of different smoking cessation methods. Even though multiple community 

identities have been explored, these results are not generalizable to other communities. 

Groups of people from various socioeconomic status, ethnicity, and cultural backgrounds 

need to be consulted in order to understand and respect their needs regarding smoking 
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cessation. By properly investigating the needs and priorities of different communities 

within an urban context the needs of various groups can be weighed against each other to 

provide an ethical justification for actions and interventions. 

In diverse, disparate urban environments blanket solutions can often harm 

communities because proper consideration is not given to the needs and priorities of 

individual communities. To act in a manner that respects communities and produces 

justice one must act equitably to consider how various interventions will affect all parties 

involved. 

Solidarity 

An early version of solidarity is suggested by Cooper when she attempts to layout 

a framework for urban bioethics. She suggests that in order to conquer the problems that 

urban environments present, an “overlapping consensus” needs to be reached (1997.) In 

their paper “What does solidarity do for bioethics?” Kolers expands on this idea, referring 

to solidarity as the putty of justice (2021). Solidarity plays the role of linking social, 

social, moral, and political issues to the struggles of daily life. By playing a linking or 

connecting role, solidarity can aid in determining “which claims are most compelling 

when multiple incompatible claims can all be justified by reference to morally important 

interests” (Kolers, 2021). A more appropriate definition of solidarity may come from 

Prainsack who says, “Solidarity is an enacted commitment to carry ‘costs’ (financial, 

social, emotional or otherwise) to assist others with whom a person or persons recognize 

similarity in a relevant respect” (2018). 

Solidarity could be viewed as a principle, much like a shared common interest or 

geographic ties, that defines a community. However, solidarity can often times be 
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transient acting as a unifying force for a community or a means to bring people together 

across communities (Kolers, 2021). This sense of solidarity is more closely related to a 

collective that resides within the urban environment but are not a part of the same 

community. 

Solidarity as a Consequentialist Approach to Urban Bioethics 

The uniqueness of the urban environment is based in its diversity, disparity, and 

density. As a principle of urban bioethics, solidarity can be used to cut through problems 

created by diversity. Actions that promote solidarity bring people together for a common 

cause, independent of their cultural or economic background. An example of exactly how 

solidarity can cut through problems related to diversity comes from the Columbia College 

of Physicians and Surgeons. The school was desegregated in the 1970s and the failure 

rate of minority students was much higher than white students. In 1991, as an act of 

solidarity, the entire student body protested when four women of color were asked to 

repeat their first year. This led to the creation of the Student Success Network. As a result 

of the program “students developed a spirit of collaboration that broke down old barriers 

of race and gender” (Fullilove, 2016). The act of protesting showed the students of color 

that they were supported by their classmates in their endeavors which led to an 

intervention that further broke down barriers created by diversity.  

When looking at actions in an urban setting one must ask themselves if their 

actions will foster solidarity. In this manner, solidarity works in conjunction with respect 

for communities. Solidarity allows for actions to be judged based on consequences rather 

than intentions. If respect for communities addresses the deontological approach to urban 

bioethics, then solidarity addresses the consequentialist approach to urban bioethics. 
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Agency 

Finally, agency must be another central tenet of urban bioethics. An agent is a 

being with the capacity to act, and ‘agency’ denotes the exercise or manifestation of this 

capacity (Schlosser, 2019). In contrast to autonomy, the right to make decisions freely, 

agency is not a right and is based on one’s ability to make decisions. Going forward 

agency will be defined as the capacity of a person or group to act. 

Jennings suggests that this should be a part of urban bioethics when he says “the 

moral agent is a weigher of options, a balancer of conflicting values and interests” 

(2001). Every aspect of the urban environment affects people differently and these 

interactions with the environment make the ethical calculus so difficult. In a theoretical 

vacuum everyone ought to be able to act freely, however the urban environment can 

place limitations on how freely one might be able to act. The density, diversity, and 

disparity of urban settings place limitations on people and communities to make 

decisions. To address agency attention needs to be paid to how someone’s decision 

making may be limited due to constraints placed on them by the urban environment. 

In a paper looking at the relationship between bioethics and agency Skalko and 

Cherry make a powerful statement regarding agency. 

Free human agency does not exist… Consequently, there is little sense in 
claiming anyone is morally responsible for so-called “lifestyle” diseases, or for 
depriving them of appropriate compensation and assistance from public 
insurance… sciences such as biology, sociology, and psychology do a better job 
of explaining human behavior than philosophical theories regarding personal 
freedom and voluntary moral agency. (2016) 

 



24 

To properly determine an ethical calculus for urban bioethics special attention needs to be 

paid to how people interact with the urban setting. In certain circumstances people may 

not be responsible for their actions secondary to limitations placed on their agency.  
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CHAPTER 7: QUALITATIVE RESEARCH AS A BASIS FOR THE APPLICATION 

OF URBAN BIOETHICS 

Building Context 

The principles that ought to be endorsed by urban bioethics rely on an intimate 

understanding of the experience of the individual and the community that goes beyond 

numerical data. This is not to say numerical data has no use in the application of urban 

bioethics. In the example about increasing the tax on cigarettes, numerical data provided 

invaluable information. However, numerical data alone cannot capture the experience of 

the individual or community, and understanding these experiences is critically important 

to promote respect for community, agency, and solidarity. Using individual and collective 

experiences allows for a deeper understanding of how people and communities interact 

with their environment. This deeper level of understanding allows the urban bioethicist to 

understand the context people in urban environments reside in. Building context will be 

the term I use to reference the process of collecting individual experiences and using 

those experiences to garner a deeper understanding of how individuals and communities 

interact with urban environments. 

As stated above, the necessity of urban bioethics is derived from traditional 

bioethics’ oversight of individual and collective circumstance (Jonsen, 2001). Context in 

this sense refers to how the setting in which an individual or community exist influences 

the actions of the individual or community. In urban bioethics the setting is an urban 

center. The ways urban centers influence their constituents can be endless. People 

residing in urban centers are affected by issues directly related to density, disparity, and 

diversity as mentioned before, but they are also affected by policy, city planning, 
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accessibility to resources, and many other things. An example to better understand the 

necessity for building context is looking at food insecurity.  

Understanding Context via Food Insecurity 

Low-income areas tend to have higher rates of food insecurity, defined as the 

“household-level social and economic condition of perceived inadequate food 

availability” (Leung, 2014). Data shows that food insecurity is inversely related to the 

quality of someone’s diet, meaning people with less access to food tend to eat lower 

quality foods (Leung, 2014). In low-income areas food tends to be more processed and 

healthier, nutrient dense foods are more expensive in these areas (Drewnoski, 2005). 

Food desserts are one issue affecting urban environments that exacerbates food 

insecurity. 

By having to travel further to get groceries people are more likely to eat fast food 

or highly processed foods which leads to higher rates of obesity and diabetes in areas 

with diminished access to grocery stores (Caporouscio, 2020). The USDA was able to 

identify high concentrations of poverty as the leading factor for the presence of a food 

dessert, but other factors were more difficult to determine. However, they postulate that 

the combination of “low income, low education levels, and high unemployment, may 

well be unattractive markets for supermarkets” (Dutko, 2012). The example of food 

insecurity highlights how complex issues in urban centers can be. There are many 

variables and each variable affects people and communities differently. Here, quantitative 

data paints an incredibly complex picture and does not give any information about how 

these various factors affect the day-to-day life of the people affected by food desserts. 

Due to the complexity of the issues that arise in urban centers, the process of building 
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context must start at the individual and use multiple individual experiences to create an 

understanding of the collective. 

Context in Urban Bioethics 

It is possible to understand the different factors that influence people in urban 

settings without context. However, to adequately build context one needs to understand 

how various factors specific to urban environments influence people and communities. 

This requires exploration of the subjective experience of individuals in urban centers. The 

individual subjective experience allows for an appreciation of how people are affected by 

various factors in an urban setting. If these individual subjective experiences are collected 

from people in similar communities then a collective subjective experience can be 

obtained. The collective subjective experience gives way to understand about 

communities that cannot be obtained through numerical data alone. This can be seen in 

the example I gave regarding smoking cessation in the African American community. 

There is data showing that increasing the tax on cigarettes will decrease the 

number of smokers in the future. However, this solution gives no consideration given to 

the lived experience of those who smoke and who are trying to quit. Nor does this 

solution give consideration to the various community identities of those who smoke and 

how those affect cessation. By speaking to multiple people about their experience with 

smoking cessation, Kingsbury and Hassan were able to better understand the context of 

smoking cessation as it pertains to the African American community. Smoking cessation 

for African Americans in this study was more related to community level interventions 

and how cigarettes are perceived in the community, not about the price. Without this 

deeper level of understanding of how people and communities experience the issues 
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presented by an urban environment context cannot be built. The knowledge of how both 

the individual and larger groups experience different aspects of the urban environment is 

what I will refer to as context. 

The goal of urban bioethics is to apply an ethical framework to people within the 

context of an urban environment. Without context, urban bioethics cannot accomplish its 

goal. Building context depends on the subjective experience of individuals and using 

those experiences to understand how individuals and communities are affected by the 

urban environment. Since context relies on the experience of people and communities, 

the most appropriate way to build context is through qualitative research. 

Building Context via Qualitative Research 

By establishing that urban bioethics needs to understand the context of the people 

in urban environments, we can now discuss how to best accomplish the goal of building 

context. The basis of urban bioethics is rooted in disparity, diversity, and density, and the 

individual’s or community’s experience with these problems. To properly implement 

urban bioethics, one needs to adequately understand the experience of the individual and 

community. When dealing with individuals, conversation can be enough to understand 

their context and act in a manner consistent with the principles of urban bioethics. To 

have understanding of groups on a larger scale, qualitative research needs to be used to 

build context. 

Qualitative research in this sense refers to the process of data collection and 

analysis. Data collection consists of using methods such as interviews, semi-structured 

interviews, focus groups, etc. to gather data about individual subjective experiences. 

Analysis is using coding methods like grounded theory to analyze transcripts from data 
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collection to generate themes from the data and generate a deeper understanding of the 

individual and collective experience of people within an urban setting. These methods 

can be implemented in a formal research setting with IRB approval in an effort to 

produce generalizable knowledge, or they can be used on a smaller scale to understand 

local communities. Knowledge of the community can be derived from discussions with 

community members, focus groups, and interactions between patients and providers. 

Qualitative research provides reliable means to generate new knowledge about the 

experience of individuals and groups through interviews and discussion. To apply urban 

bioethics in its target environment, one must build context through qualitative research. 

Qualitative Research and Personal Experience 

There is an argument from philosophy of mind that illustrates the difference 

between data and experience well. Jackson depicts a world in which there is a woman 

sitting in a room without windows or color (meaning there is no way for her to 

experience color while in this room). However, while in the room this person, Mary, 

learns all of the physical facts about color and the perception of color. One day someone 

brings her a red rose, and in this moment Mary experiences color for the first time. Mary 

learns something new about what it is like to experience color. While Mary “knew” 

everything there was to know about color there was still new information to be gained 

from experiencing color (2005). 

Communication and qualitative research can be likened to the information gained 

by Mary when she first sees color. A lot can be learned about a person or a group of 

people from data points, but quantitative data does not capture the experience of the 

patient or community. One might be able to argue that with enough quantitative data 
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personal and collective experiences can be understood by an outside observer, but until 

we get to that point qualitative research is the best way to understand the experience of a 

person or a group. 

This is further reinforced by the nature of what urban bioethics is asking and 

differences in theory between qualitative and quantitative research. Urban bioethics is 

asking the ethicist to attempt to understand how a person or community operates within 

their own context to make ethical judgements. It is not enough to be able to say what 

problems exist and why they exist. One needs to ask how people in this urban 

environment experience these problems. It is one thing know problems exist but 

understanding of individuals and communities comes from talking to the people affected 

by these problems. 

Differences in Research Theory: Qualitative vs Quantitative 

If the research theories behind qualitative and quantitative research are compared 

it becomes clear only using quantitative methods will not achieve the desired level of 

understanding. The goal of quantitative research is to describe experienced phenomena. It 

is based on testing hypotheses and confirming or denying hypotheses based on 

observation to create knowledge (Cleland, 2015). On the other hand, qualitative research 

is based on subjectivity (Carson, 2005). Qualitative research is rooted in the idea that 

reality cannot be accurately measured, and instead reality must be determined based on a 

collection of subjective experiences. Qualitative research does not need to begin with 

hypotheses, an important point for respecting communities. There is no a priori 

knowledge in qualitative research. Hypotheses are built based on what is discovered 

rather than attempting to confirm or deny prior theories, allowing the researcher to 
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investigate free from assumptions regarding the individual or community in question 

(Yin, 2014). Understanding must be achieved in order to make moral judgments. Without 

understanding of the agent in question there is no way to build the appropriate context 

and apply respect for community, agency, or solidarity. 

Building Context to Apply Agency 

Agency, as it is commonly defined, is the capacity of a person or group to carry 

out actions. By making the leap from autonomy, one’s right to act freely, to agency 

necessitates more information about a person or group be collected (Christmas, 2020). 

Autonomy is a principle that can be broadly applied without question. Everyone, in the 

eyes of traditional bioethics, has the right to autonomy. However, agency is not held in 

the same regard. Agency varies from person to person and from community to 

community. Unlike autonomy, agency is dependent on limitations imposed by factors 

outside of personal control. One needs to consider agency when approaching ethical 

issues from the lens of urban bioethics. To properly apply agency, it is not enough to just 

recognize it varies from person to person. One needs to build context to understand why 

there are limitations on the agency of an individual or a group and assign moral weight to 

actions.  

Various factors in urban environments place constraints on decision making, one 

specific factor being differences in socioeconomic status. Researchers have identified that 

living in low socioeconomic areas causes a shift in the psychological need of patients to 

address immediate issues at the expense of long-term gain (Sheehy, 2020). Just inhabiting 

areas that do not have access to an abundance of resources is to someone’s detriment. 

One might argue that quantitative data would be enough to talk about agency and 
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people’s decision-making capacity. However, I argue that is not the case. There needs to 

be information about the experience of living in conditions that place limitations on 

agency, and this context can only be built reliably by data gathered via qualitative 

research. The next section looks at a qualitative study and shows how it can be used to 

build context and apply agency. 

Agency and the Need for a Deeper Understanding 

In their paper “Food Is Medicine: A Qualitative Analysis of Patient and 

Institutional Barriers to Successful Surgical Nutrition Practices in an Enhanced Recovery 

After Surgery Setting” Gillis et al. identified different barriers related to effective post-

operative nutrition. They identified mistrust, misinformation, misunderstanding, and food 

as medicine as barriers to effective nutrition. As examples, patients did not believe the 

hospital food was healthy for them and they did not understand that certain foods like 

Ensure were similar to medicine (2017). Quantitative research may be able to identify 

themes like mistrust or misunderstanding, but it will not provide deeper understanding of 

those issues. 

If there is no deeper understanding of why someone has distrust or how they came 

to believe misinformation, then actions cannot be evaluated from an ethical standpoint 

according to the principle of agency. If there is no context for how one came to believe 

the misinformation, just believing misinformation carries no moral weight. If someone 

knows the truth and continues to perpetuate misinformation it is morally blameworthy. 

However, if someone believes the misinformation as truth and perpetuates it the act is not 

morally blameworthy. This is why context is so important for the urban bioethicists. They 

need to understand whether or not an individual or community is choosing to believe 
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false information they know to be false or if they have not been empowered to discern the 

truth. 

Regarding agency, the former indicates there is no limitation on that person’s 

decision whereas the latter demonstrates a limitation on the decisions someone makes. 

When trying to apply the principle of agency, context needs to be built to understand if 

and when urban environments place limitations on people and communities. Qualitative 

research fits this need as it provides understanding of the individual and collective 

experience that is necessary to build context. 

Building Context to Apply Solidarity 

As defined above, solidarity is an often times transient unifying force that can 

bring together people and communities. To act in solidarity means to create unity 

between different people and different communities. This could mean a sense of unity 

between a physician and patient, or it could mean a sense of unity between a government 

and its people. Context must be built, for similar reasons it applies to agency, to 

understand what actions will promote this sense of unity. Qualitative research involving 

the community will build context by uncovering data about the lived experience of a 

person or group that quantitative research cannot capture. A great example of this can be 

seen in the Kennedy Kreager Institute (KKI) Lead Abatement Study. 

Understanding Communication and Solidarity: The KKI Lead Abatement Study 

The KKI Lead Abatement Study aimed to evaluate partial lead abatement in 

public housing in Baltimore to prevent lead poisoning. Data had shown that over 90% of 

people living in Baltimore public housing were contaminated with lead-based paint. Of 

the people affected upwards of 50% of these people were Black and had lead levels 
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consistent with moderate blood lead levels. The participants were separated into 3 groups 

based on a low, medium, and high amount of money used to abate the houses. At the end 

of the study researchers determined that blood lead levels in all participants either stayed 

the same or went down in all abated houses (Pollak, 2002). 

Years after  completion of the study, two families sued the KKI, stating they were 

not fully informed of the risks of participation (Maryland Court of Appeals, 2000). The 

plaintiffs ultimately won their case with the court ruling that the children were put in 

harm’s way, merely being used as “measuring tools.” Two of the main concerns of the 

court were the lack of informed consent and that the Hopkins institutional review board 

was not “as sufficiently concerned with ethicality of the experiments they review as they 

are with the success of the experiment” (Pinder, 2002). Independent of the court ruling, 

other critics have highlighted many other ethical issues with the study. 

There is the question of whether or not a successful study would actually bring 

any benefit to the community (Spriggs, 2004). The benefits were theoretical, and the 

study used a vulnerable population as a means to advance scientific discovery. Farmer 

(2010) goes on to say that “Projects [should be] striving for excellence and inclusiveness, 

rather than, say, ‘cost-effectiveness’ or ‘sustainability.” Despite harsh criticism, some still 

defend the study. One defense takes a consequentialist approach stating partial lead 

abatement was effective and could provide millions of people with superior living 

conditions. Another defense is that not performing this research, and instead looking for 

manners to provide full abatement, deprives historically disadvantaged populations from 

incremental improvements in their health (Buchanan, 2006). I find these arguments to be 

valid, but from the perspective of urban bioethics they miss the mark. 
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Not only did this study put people at risk for a theoretical gain, but it also fostered 

distrust between the poor communities of Baltimore and the healthcare system. The 

community was never consulted about the study. They were not asked to participate in its 

design. No attempt was made to understand the context of the communities that would be 

involved in the study. By not initiating a dialogue with the community in question the 

study was not performed in solidarity with the people who would be affected by its 

results. To act in solidarity with a person or community one must understand and explore 

the power differential between the institution and the community in question. Context 

needs to be built to understand the needs of a community needs to promote unity and 

trust, otherwise there is no way to foster solidarity. 

Building Context and Respect for Community 

Respect for community is taking into consideration the interests of different 

communities and acting equitably on their behalf. Building context through qualitative 

research needs to be used in order to act in this manner. Communities have an 

understanding of their needs and how to promote the health of their community members 

(Galarneau, 2002). For the healthcare provider, healthcare organization, politician, or 

ethicist to act ethically on behalf of the community they need to engage with the 

community. Community engagement is “a process of inclusive participation that supports 

mutual respect of values, strategies, and actions for authentic partnership” to properly 

address issues that affect the community (Ahmed, 2010). This places an emphasis on 

respecting the needs, time, and cultural competencies of the community (Ahmed, 2010). 

Qualitative research can serve as a means to engage the community and build context by 

understanding their needs and priorities. 
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Community Engagement as a Means to Apply Respect for Community 

Engaging the community has been shown to increase trust, increase community 

participation in research, and mitigate the feeling of asymmetry between the researcher 

and participant (Holzer, 2014). Community engagement efforts include “hiring 

community members, working with community leaders and community-based 

organizations, considering the research participants’ practical needs, inquiring about 

factors affecting recruitment and retention, incorporating cultural practices into research 

protocols, and sharing results with community members” (Moreno, 2004). All of these 

practices require an understanding of what the community believes to be best for 

themselves and include them in discussions surrounding research, healthcare, and public 

policy. An NIH framework for effective community engagement outlines principles for 

community engagement like diverse perspectives are treated equitably, communications 

are continuous, the relationship is sustained after ending the project, and the research 

project is mutually beneficial (Ahmed, 2010). All of the principles listed emphasize a 

need for building the context of the community through qualitative research. 

With the nature of quantitative research being to test hypotheses, this type of 

information is ill equipped to provide effective community engagement and thus respect 

for the community. When determining how people interact with the urban environment, 

how that effects their health, and the ethics of actions within that environment, it is not 

enough to know what problems affect the community. Understanding the interests of 

communities as well as acting equitably on their behalf requires engagement of the 

community through constant conversation. Respect for community is based on effective 
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engagement, and effective community engagement cannot be achieved without building 

context through qualitative research. 

The new principles set forth that differentiate urban bioethics from traditional 

bioethics (agency, solidarity, and respect for community) require more of the urban 

bioethicist. These principles require that the urban bioethicist take the extra step to 

engage the people and communities that will be affected. Without making an attempt to 

build context about the people and communities who inhabit the urban environment, the 

ethical evaluation would be incomplete. How people are affected by the density, 

disparity, and diversity of the urban environment would never come to light without 

building context to understand the lived experience of those in an urban environment. 
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CHAPTER 8: ANTICIPATED REBUTTALS AND RESPONSES 

I do not anticipate arguments refuting the necessity of urban bioethics. However, 

there are some concerns that arose during the course of writing this thesis that need to be 

addressed. The first relates to the scope of urban bioethics. 

Defending the Necessity and Application of Urban Bioethics 

Public health ethics often uses large data sets in order to determine outcomes and 

use that in their ethical calculus, if urban bioethics is closely tied to public health ethics, 

then why should its application rely mainly on qualitative research? Also, why should 

urban bioethics not exist under the umbrella of public health ethics? 

Qualitative Research and the Application of Urban Bioethics 

Urban bioethics, like public health ethics, focuses on communities and the 

ethicality of various interventions and policies. Like urban bioethics, public health ethics 

places an emphasis on respect for community but it is not at the forefront of this field. 

The foundation of public health ethics is maximizing benefit and minimizing harm 

(beneficence and non-maleficence), and respect for community and solidarity are 

principles that factor into this utilitarian approach. Whereas urban bioethics places 

respect for the community, solidarity, and agency at its forefront. 

Urban bioethics asks questions like how do people interact with the urban 

environment, how does the urban environment affect the lives of its constituents, and 

what limitations are placed on people by the urban environment? In terms of traditional 

bioethics, urban bioethics emphasizes justice and autonomy whereas public health ethics 

emphasizes beneficence and non-maleficence. Urban bioethics needs information about 

the lived experience of individuals and communities in an urban environment. This does 
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not mean quantitative data is useless in determining the ethical calculus of urban 

bioethics. Quantitative data can be useful in determining which aspects of the urban 

environment that create stress on communities in urban areas. It can be used to identify 

problems that affect urban center. However, quantitative data cannot tell an investigator 

about someone’s experience with those stressors. Qualitative data must be used to 

construct a complete ethical calculus in an urban setting. 

Urban Bioethics as an Independent Field of Study 

Urban bioethics cannot exist as a subset of public health bioethics because it must 

take into account the ethics of both the individual and the collective. Public health is 

largely focused on the collective. What is best for the collective and what is the most 

ethical solution? Effects on the individual are considered but do not carry the same 

weight as the benefit to the group. This is not to say that autonomy or agency is not 

considered in public health ethics, but other principles like beneficence and non-

maleficence may prove to be more substantial. Urban bioethics, however, is the 

application of bioethics in an urban environment. Although public health interventions 

and policy are very much part of the ethical calculus in an urban setting, the individual 

still matters. Instead of autonomy there is agency, and in urban bioethics, I would argue, 

agency is a priority, often times placed above other principles. There is a lot to learn from 

public health ethics in how to potentially apply urban bioethics, but due to the scope of 

urban bioethics it ought to constitute its own field of bioethics. 

Scientific Discovery and Ethical Decision Making 

The next critique has to do with the application of urban bioethics. Should ethical 

decision-making rely on science (whether qualitative or quantitative) to guide it? 
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Influence of Scientific Discovery on Ethical Applications 

It is difficult to divorce ethical decision making from scientific discovery. Science 

has changed the world we inhabit and ethics has had to adapt to encompass new subject 

matter. Traditional bioethics and its principles are based in theory. Non-maleficence and 

beneficence draw similarities to utilitarianism. Justice is similar to a deontological 

approach to ethics. Autonomy is presupposed as a priori knowledge but can be seen in 

Locke’s philosophical writings about free will and one’s right to be free from restraint 

(Rickless, 2020). Arguably all forms of bioethics and their principles are based in theory. 

The principles of public health bioethics are adaptations from traditional bioethics with 

additional principles. Urban bioethics and its principles are much the same. However, 

even when one begins to apply traditional bioethics more information than can be 

provided via theorizing is needed to have a complete evaluation. 

With its intimate relationship to science, it is almost impossible to divorce 

scientific discovery from any field of applied bioethics. Applying ethical principles 

requires data to reinforce assertions. In traditional bioethics no principle is given more 

weight than the other. To determine the ethicality of an action or intervention one must 

investigate each principle and weight them against each other. For instance, if someone 

comes into the hospital having a heart attack the ethical thing to do is provide the best 

treatment for their heart attack. Despite the theory behind treatment being the same, the 

application of this theory has changed as science has progressed. 

Changes in Ethical Decision-Making due to Scientific Discovery 

Until the 1990s there was no ability to do percutaneous coronary intervention 

(PCI). The clogged arteries of the heart had to be treated medically with aspirin or a drug 
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that would break down clots. Now, with certain constraints, PCI is the treatment of 

choice (Nandish, 2014). There is data that has shown that outcomes are better when 

compared to using a drug to break down clots (Norgaz, 2010). Patients who received PCI 

were less likely to have to have a revascularization procedure withing 10 months (28.9% 

vs 55.6%). Based on the principles of beneficence and non-maleficence, if someone fits 

the criteria for PCI and there is the ability to perform the procedure it could be unethical 

to instead give someone the drugs that breakdown clots. Just by applying the principles of 

beneficence and non-maleficence one can see how intimately ethical decision making in 

medicine is tied to scientific data. It is not that the principles of bioethics have changed, 

but whenever bioethics or any variant of bioethics is applied it must rely on scientific 

discovery to guide its application. As the world changes, actions that used to be ethical 

now become unethical due to scientific discovery. In the same way, ethical frameworks 

and applications must change with time. A deeper understanding of urban communities 

challenged the traditional principles of bioethics and elucidated flaws in these principles. 

Urban bioethics is an ethical framework that came about secondary to the deeper 

understanding of the urban environment and the flaws of traditional principles in 

response to evaluating people and communities in context. 

Ethics with Context vs Cultural Relativism 

The next refutation I anticipate has to do with the principles I set forth as 

governing urban bioethics. If ethical decision-making is based on the contextual aspects 

of communities and their interactions with urban environments, how is this any different 

from cultural relativism? 
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Cultural relativism is the idea that morality and ethical rules change from culture 

to culture, therefore there is no universal morality (Baghramian, 2020). The ethicality of 

every action depends on the values of the culture. If one culture, based on their value 

system, disposed of people with physical deformities after birth then it must be morally 

acceptable. However, another culture could find this act reprehensible and out of line 

with their cultural values. Under cultural relativism both communities would be right in 

their actions because it is consistent with their community values. The distinction 

between cultural relativism and the application of the principles of urban bioethics to 

unique scenarios encountered in an urban setting is that there is a universal set of 

principles guiding urban bioethics. Just because the ethical calculus may yield different 

results for what seem to be similar scenarios does not mean ethics in an urban 

environment is relative. The beauty of urban bioethics is that it emphasizes the context in 

which people live when it is applied. Considering the context of people and communities 

does not necessitate that urban bioethics approaches cultural relativism. 

Defending Qualitative Research and Conversation 

Finally, one concern may be that there are flaws with using informal 

communication or qualitative research to generate knowledge that ethical considerations 

will be based on. What are the flaws with using qualitative research and other forms of 

conversation as a basis for ethical decision-making? 

The Validity of Qualitative Research 

When considering what kind of information to use to bolster the foundation of an 

argument in urban bioethics, qualitative research should be prioritized over conversation. 

When I say conversation in this context I am referring to conversation that is focused on 
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understanding someone’s circumstance. An example of this would be a physician asking 

a patient specific questions to better understand their experience with their disease or 

social situation. This is not formalized data gathering that would happen in a semi-

structured interview or focus group, but these conversations still provide give insight into 

the context of a patient or community member. 

In terms of fidelity, there should not be concerns about qualitative research. Much 

like quantitative research like clinical trials or case-control studies there are methods in 

place to ensure fidelity of qualitative data. Although these measures cannot be quantified, 

if one follows specific methodologies there should not be any question about the fidelity 

of qualitative data. There are many different articles detailing training strategies for 

interviewers (Goodell, 2016), methods of data collection (Gill, 2008), and assessing the 

power of qualitative research (Malterud, 2016). Although the process and theory 

generated from qualitative research may vary from study to study the initial framework is 

uniform giving qualitative research validity in its methods. 

There are also means by which qualitative research can be critiqued to determine 

whether or not the research is worthwhile. In their review of qualitative research, Beck 

outlines five criteria to assess the quality of qualitative research: credibility, 

dependability, confirmability, authenticity, and transferability. They define each of these 

terms below. 

Credibility refers to the believability of the data and the confidence one has in the 
truth of the findings. Dependability focuses on the stability of the data over time 
and in different contexts and conditions. Confirmability deals with objectivity, 
which is viewed as an agreement between two or more people reviewing the 
findings for accuracy and meaning. Transferability refers to the ability of the 
findings to be transferred to other contexts (e.g., do the results have applicability 
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to other groups?). Authenticity focuses on the degree to which researchers 
faithfully and fairly described participants’ experiences. (2009) 

 

The criteria for assessing the validity of qualitative research are different than those for 

quantitative. However, these criteria can be applied to any qualitative study to assess its 

validity. While qualitative research differs greatly from quantitative in its methods that 

does not mean it cannot produce valuable knowledge. 

Using Conversation in Ethical Applications 

There is a preference to use qualitative data because it is more reliable than more 

informal methods of collecting data through conversation. However, one could imagine 

situations where qualitative data may not be available for certain individuals or groups. It 

also may not make sense to conduct qualitative studies when weighing decisions that 

only involve one individual. In these instances it would be appropriate to use 

conversation to better understand the perspective of a small group or individual. 

Although this type of conversation does not offer the same fidelity as qualitative research, 

it still allows the urban bioethicist to build context. In individual patient interactions it 

has been shown that if the physician has a positive affect and engages the patient, then 

the patient is more likely to ask questions and express concerns (Street, 2007). This is 

also true on a community level. Engaging the community in medical research has shown 

to build trust, increase participation in research, and increase the relevance of research to 

the community (Holzer, 2014). Engaging patients and communities has intrinsic value 

separate from qualitative research and can contribute to the ethics of patient care. 
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CHAPTER 9: CONCLUSION 

Health and healthcare will only continue to become more complex, which will 

lead to new ethical dilemmas. Bioethicists must continue to adapt to the changing 

healthcare environment by adapting the principles of traditional bioethics to address the 

ethical issues that will arise. When bioethics initially began, there was much less to be 

considered. The main subject matter consisted of research ethics and decision making in 

clinical care. Today, health and healthcare expand well beyond medical research and 

clinical care. Public policy, social interactions, education, and many other factors affect 

the health of people more so than clinical care. Traditional bioethics and its principles of 

justice, autonomy, non-maleficence, and beneficence can be applied to these newer 

issues, but often times they do not adequately address the central conflict. 

The advent of newer bioethical fields, each with their own principles, allows the 

bioethicist to adequately evaluate modern ethical dilemmas. Urban bioethics provides the 

bioethicist with a means to evaluate actions in urban environments. Disparity, diversity, 

and density of urban environments posed issues to traditional bioethics that were often 

ignored. Now, principles like solidarity, respect for community, and agency allow the 

bioethicist to examine the actions of people, communities, and governments within their 

sociocultural context. These principles provide a framework for urban bioethics and 

guide its application. Respect for community, agency, and solidarity require an 

understanding of people and communities in greater depth than can be provided by 

numerical data. The urban bioethicists must use qualitative research to build context and 

understand the experience of individuals and communities within the urban environment 

to apply the principles of urban bioethics. 
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