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Abstract

Geographical variations are documented for a wide range of health care services. As many such variations cannot be
explained by demographical or epidemiological differences, they are problematic with respect to distributive justice,
quality of care, and health policy. Despite much attention, geographical variations prevail. One reason for this can

be that the ethical issues of geographical variations are rarely addressed explicitly. Accordingly, the objective of this
article is to analyse the ethical aspects of geographical variations in the provision of health services. Applying a princi-
plist approach the article identifies and addresses four specific ethical issues: injustice, harm, lack of beneficence, and
paternalism. Then it investigates the normative leap from the description of geographical variations to the prescrip-
tion of right care. Lastly, the article argues that professional approaches such as developing guidelines, checklists,
appropriateness criteria, and standards of care are important measures when addressing geographical variations, but
that such efforts should be accompanied and supported by ethical analysis. Hence, geographical variations are not
only a healthcare provision, management, or a policy making problem, but an ethical one. Addressing the ethical
issues with geographical variations is key for handling this crucial problem in the provision of health services.
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Background
Geographical variations in health services have been
documented in a wide range of fields, such as access to
care [1-6], standards or quality of care [7], drug use [8,
9] and surgery [10—-14], service provision or organization
[15-21], application and quality of diagnoses [22-24],
tests used in primary care [25], medical imaging [26-32],
number of referrals [33] and treatments [12, 13, 34—39],
as well as treatment outcomes [40-42].

Globally it is well documented that healthcare needs
are higher among the poor, while access to health care
and healthcare use is higher among the rich [43-47].
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More locally it is known that the health services place-
ments are not attuned the groups with the highest need
(48, 49].

Moreover, geographical variations in the allocation of
resources for and the provision of health care [50, 51] as
well as for the access and utilization of health services
[52-59] have been documented and discussed.

Many countries have published atlases of geographi-
cal variations for a wide range of services Following Jack
Wennberg’s seminal book Tracking Medicine [60]. The
Dartmouth Atlas has inspired a wide range of similar
work in many countries, such as in the NHS in UK [61].
See Table 1.

Many such well-documented geographical variations
cannot be explained by demographical differences or
in epidemiological terms and appear to be iatrogenic
or systemic. Accordingly, it has been claimed that such
geographical variations indicate underuse and overuse
[62-71] and pose challenges to clinical practice, health
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Table 1 Examples of atlases for geographical variations of health services
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Name

Description

Reference/link

The Dartmouth Atlas of Health Care

Australian Atlas of Healthcare Variation

NHS Atlas of Variation in Healthcare

New Zealand Atlas of Healthcare Variation

Scottish Atlas of Healthcare Variation
Institute for Clinical Evaluative Sciences research

atlases

Atlas des variations de pratiques médicales

German atlases over health care provision

Extensive set of (interactive) atlases of US health
services

Encompassing (interactive) atlases for selected
topics 2015, 2017,2018, 2021

Atlases for a range of fields from 2012 till 2020

A wide range of atlases organized by domains

Interactive map for selected areas from 2013 to
2019

Atlases covering a range of system-related and
disease-specific topics, from 1994 till 2020

Atlas for variations in medical services (surgery)
2016

Several atlases of a wide range of services pro-
vided by various institutions.

https.//www.dartmouthatlas.org/

https://www.safetyandquality.gov.au/publicatio
ns-and-resources/australian-atlas-healthcare-varia
tion-series

https://www.england.nhs.uk/rightcare/products/
atlas/

https.//www.hgsc.govt.nz/our-programmes/
health-quality-evaluation/projects/atlas-of-healt
hcare-variation/

https://www.isdscotland.org/products-and-servi
ces/scottish-atlas-of-variation/introduction/

https://www.ices.on.ca/Publications/Atlases-and-
Reports
https://www.irdes.fr/recherche/ouvrages/002-

atlas-des-variations-de-pratiques-medicales-recou
rs-a-dix-interventions-chirurgicales.pdf

https://www.versorgungsatlas.de/
http://www.kbv.de/html/gesundheitsdaten.php

Swiss Atlas of Health Services

Norwegian Health Atlas

Altlases of 30 specific services

Atlases over specific types of health services

http://www.gesundheitsatlas-bw.de
https://www.lgl.bayern.de/gesundheit/gesun
dheitsberichterstattung/gesundheitsatlas/ia_
report/atlas.html

https://www.versorgungsatlas.ch/index.php/de/
versorgungsatlas/

https://helseatlas.no/en

services provision, and health policy making. This has
spurred a series of initiatives, such as the Choosing
Wisely Campaign, Too Much Medicine (BM]) series,
Smarter Medicine movement, Prudent Health Care, Slow
Medicine, Do Not Do (NICE), just to mention a few [72].

However, despite much attention and many measures
to reduce geographical variations in health care services,
the problem prevails. One of the reasons for this may
be that little attention has been on the ethical aspects of
geographical variations. To a large extent scholars have
revealed the geographical variations and assumed that
everyone understands why they are wrong. In fact, no
comprehensive explicit ethical analysis of this has been
performed. Accordingly, the objective of this study is to
analyse the ethical aspects of geographical variations in
health services provision in order to guide health policy
making.

The article sets out to analyse geographical variations
in terms of the four bioethical principles, justice, non-
maleficence, beneficence, and autonomy [73]. In order to
address the issue of overuse and underuse in geographi-
cal variations, the article then investigates the normative
leap from the description of geographical variations to
the prescription of right care, from is to ought. Finally, it
addresses the question of whether the ethical issues are
contingent on the type of health services. Based on these

steps it concludes that acknowledging the ethical issues
can help understanding why unwarranted geographical
variations' are bad and provide resources to mitigate the
problem.

The reason that principlism is applied here is that it
has been prominent within health care ethics since the
1970s [74, 75]. According to Beauchamp and Childress,
the four principles are universally valid norms, and are
synopsised as follows: “respect for autonomy (the obliga-
tion to respect the decision making capacities of autono-
mous persons); non-maleficence (the obligation to avoid
causing harm); beneficence (obligations to provide ben-
efits and to balance benefits against risks), and justice
(obligations of fairness in the distribution of benefits and
risks)” [73]. Despite its weaknesses, this principle-based
approach has demonstrated to be applicable, sustainable,
and highly prolific in a wide range of fields [76].

One important caveat is that this study addresses geo-
graphical variations that are not justified by relevant geo-
graphical differences. Clearly, geographical variations in
the provision, access, and use of health services can be

! define unwarranted geographical variations as variations that cannot be
explained and justified by underlying variations in population characteristics
or acceptable professional discretion.
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warranted due to geographical variations in the charac-
teristics of the population, e.g., in age, severity or bur-
den of disease, vulnerability etc. Hence, this study is not
about geographical variations in the provision, access,
and use of health care services in general, but only those
that are not warranted by differences in populations, i.e.,
where there are no relevant moral differences. Unfor-
tunately, as referred to above, there are very many such
unwarranted geographical variations and addressing
their ethical aspects is important to come to grips with
the problem.

Main text

Justice

Geographical variations in health services that do
not correspond to demographical or epidemiologi-
cal differences are ethically challenging as they express
unwarranted differences in care. As indicated in the
introduction, this can be differences in the provision of
care, access to care, use of health services, in quality and
standard of care, in outcomes of care etc.—all infringing
the principle of justice [23]. Some patients will get more,
and some will get less, depending on where they live or
are served. As pointed out in the introduction, there are
socioeconomic, racial, ethnic, risk- and health-related
differences in the provision, access, use, and quality of
care [1-59] that are profoundly unjust.

As already pointed out, globally healthcare needs are
higher among the poor, while access to health care and
healthcare use is higher among the rich [43—47]. Locally
health services are not placed where the needs are high-
est [48, 49].

Unwarranted geographical variations express variation
in resource use [25], inefficient health services manage-
ment [25], overuse, e.g., in terms of unnecessary surgery
[77], but also of underuse. Overuse of low-value care
represents an opportunity cost, reducing the access to
efficient care for others. Low-value care is defined as “an
intervention in which evidence suggest it confers not or
very little benefit for patients, or risk of harm exceeds
probable benefit or, more broadly, the added costs of the
intervention do not provide proportional added benefits”
[78].

Correspondingly, geographical variations raise issues of
equity for a wide range of health services [2, 6, 43, 44, 46,
47,51, 59,79, 80] and pose challenges with respect to bal-
ancing concerns for equity with concerns for efficiency.
As pointed out by Rice and colleagues, there exists a
trade-off “between equity and efficiency in the allocation
of health care resources. The pursuit of efficiency, in the
sense of equalising the marginal cost of a unit of health
gain, must be moderated by equity considerations” [50].
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The main point ethically is that geographical variations
in health services (that do not stem from morally relevant
differences) are challenging, as they result in unwar-
ranted discrimination, inequity, and injustice. While the
causes for these geographical variations are well-known,
e.g., structural, socioeconomic, and racial/ethnic dif-
ferences, biases, stigmatization, as well as differences in
living conditions, climate and power structures, the solu-
tions are difficult to obtain exactly due to these ingrained
causes. The important lesson is that while some of the
causes of and solutions for geographical variations in
the health services can be found within the services
(see below) many of them have to be found outside the
services.

Hence, unwarranted geographical variations in the
health services infringes the principle of justice and
thereby poses a substantial problem to health policy
makers, health care managers, health professionals, and
patients.

Harm

Another ethical challenge with geographical variations
in the health services is that they are indicators of harm.
There are two main forms of harm related to such varia-
tions: harm from underuse and harms from overuse.

Harm from underuse is increased morbidity and mor-
tality due to late or lack of provision, access to, or use of
health services. A patient who could have been diagnosed
and successfully treated for cancer (at an earlier stage),
but who suffers more as the result of the delay or neglect,
is a typical example. The consequence of underuse is
poor health outcomes in terms of welfare and health
shortfall [59]. Underuse has been documented in a wide
range of health services [81]. The underuse of each of
these services has a range of specific harms, that should
be addressed in each specific case.

For overuse, there is a plethora of harms. The harms of
diagnostic overuse include false positive test results (anxi-
ety and follow up), incidental findings of little or no sig-
nificance (incidentalomas), overdiagnosis (diagnosis of a
condition that would never harm the person) [82], side
effects of diagnostics (e.g., reactions to contrast media or
ionizing radiation in imaging), unnecessary subsequent
diagnostics (to verify findings), and unnecessary sub-
sequent treatment (overtreatment). Harms from thera-
peutic overuse include direct (expected) harms, adverse
side-effects, and complications from treatments. Overuse
has been documented for a wide range of health services
globally [62, 83]. The overuse of each of these services has
a range of specific harms, that ought to be addressed in
each specific case.

Hence, unexplained geographical variations are ethi-
cally problematic as they indicate specific harms from
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underuse and overuse. Each of these harms need to be
addressed specifically when investigating and tackling
geographical variations.

Beneficence

Another key challenge with geographical variations is
that it expresses variation in quality of care [84]. Geo-
graphical differences in the quality of health services
can result in worse outcomes for patients depending on
where they live (or are served) and not on their health
condition or characteristics [13, 16, 35, 38]. This goes
for both benefits and harms (safety, as discussed above)
and may infringe the principle of beneficence, as the geo-
graphical variations indicate that certain services are not
of best benefit to patients.

One must also ask whether the same goes for those
getting better care than others? It can be argued that too
much of services with a benefit-to-harm-ratio > 1 cannot
be bad. For example, to provide an effective treatment
that is above the cost-effectiveness threshold [85] will
benefit the patients getting the treatment. Hence, extra
use (“overuse”) of such treatments is good (according to
the argument). However, as pointed out above, providing
(cost) effective services may generate injustice due to the
opportunity cost (infringing the principle of justice).

Correspondingly, getting less of a service with a ben-
efit-to-harm-ratio < 1 than others is good from the per-
spective of the principle of beneficence. Again, other
principles, such as the principle of justice, kicks in to dif-
ferentiate the cases.

Another interesting and relevant issue is when services
have other effects than intended, making them benefi-
cial in some other (sometimes undocumented) way, and
that this beneficence is acknowledged and applied differ-
ently geographically. One example of this is the anxiolytic
effects of radiological services. Many radiological inves-
tigations are not used because the health professionals
believe that patients have specific pathologies (i.e., the
pre-test-probability is low), but because the examination
will have a reassuring or relaxing effect on the patient or
in order to do something (ut aliquid fiat) [86, 87]. If the
acknowledgement and application of such anxiolytic (or
other beneficial) effects are unevenly distributed, it can
be argued that geographical variations are good, or at
least not bad. One problem, however, is that many such
effects are uncertain and hard to document [88]. Hence,
the benefit is unclear. Additionally, we encounter prob-
lems with the principle of justice, discussed above.

Thus, geographical variations in the provision, access
to, and use of health services represent differences in
benefit to patients, and thereby violate the principle of
beneficence. While having more of a beneficent service
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or having less of a non-beneficent service can be con-
sidered a good, this may infringe other principles, such
as justice.

Respect for autonomy

When it comes to the principle of respect for auton-
omy, one can differentiate between variation in the
experience and execution of patient autonomy and
variations in professionals’ respect of patients’ auton-
omy. Moreover, one may distinguish between variation
in autonomy due to variations in the provision, access,
and use of health services and due to variations in the
premises for executing autonomy, e.g., provided infor-
mation. However, such distinctions are not clear.

Geographical variations in the execution of patients’
autonomy have been documented [89, 90], e.g., due to
socioeconomic differences. Patient autonomy is also
considered by health professionals to be a driver of
unnecessary care, such as low-value radiological exami-
nations [91], and as far as patient demand and pro-
fessional integrity have geographical variations, this
can cause geographical variations in the execution of
patients’ autonomy.

Correspondingly, there are geographical variations
due to differences in the respect for patients’ autonomy,
e.g.,, in withdrawal and limitation of life-sustaining
treatments for children [90]. Such variations can be due
to personal professional preferences [92].

Yet another way that geographical variations can be
challenging considering the principle of respect for
autonomy is that core criteria for making autonomous
choices are not met. While geographical variations
in the capacity to consent can warrant geographical
variations in autonomy, variations in information (dis-
closure) and voluntariness may not. As professional
preferences are shown to differ from and influence
patients’ decision-making [93], geographical variations
in the provision and use of health services can be due to
differences in information and voluntariness.

As geographical variations unfairly affect low income,
vulnerable, and underprivileged groups, they will
depend on charity and are subject to another type of
paternalism, as the few “lucky persons” who are offered
“extra services” have little or no choice (i.e., lack volun-
tariness) and are not well informed.

This is not the place to enter a detailed discussion
on the drivers of differences in respect for patients’
autonomy in health care. The point here is that geo-
graphical variations due to different levels of paternal-
ism are ethically problematic. Hence, when addressing
geographical variations, we should address the issue of
paternalism.
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From geographical variations to right care

As referred to in the introduction, there are many reports
of geographical variations of health services, and it is
generally assumed that such variations are ethically prob-
lematic, as they represent underuse and overuse. How-
ever, one thing is to describe geographical variations and
to assume underuse and overuse. Quite another thing is
to decide what is too little and too much, i.e., what is the
right level of care. Defining the standard of care is chal-
lenging: “A further major lacuna in seeking to make ethi-
cal policies operational has been the reluctance to specify
what constitutes a “standard” package of health care”
[50]. In general, effective care gives indication of “right
care” [94].

Geographical variations have been reported for dec-
ades [95] without there been significant changes [96].
One reason for this may be the difficult move from the
description of geographical variations to the prescription
of the right level and quality of care.

Many reports and atlases (e.g., in Table 1) present
medians or mean for the various types of geographical
variations, and thereby implicitly infer about under- and
overuse based on such measures. However, this approach
is by far justified, as it mixes quantity and quality and
implies reasoning from is to ought.

To address such issues a wide range of professional and
national bodies have established Clinical Care Stand-
ards [97] and National Safety and Quality Health Service
Standards [98]. Guidelines, checklists, and norms for
right care are elaborated. See for example https://www.
england.nhs.uk/rightcare/. In radiology an evidence- and
consensus-based set of appropriateness criteria has been
developed [85]. While these approaches are powerful
tools to reduce unwarranted geographical variations in
health services, they raise ethical issues themselves. How
do we know and decide what is appropriate?

In the Lancet series on this issue, right care is defined
in terms of the four ethical principles: “What is right
care? In its simplest definition it is care that weighs up
benefits and harms, is patient-centred (taking individual
circumstances, values, and wishes into account), and is
informed by evidence, including cost-effectiveness” [99].
To make this practically applicable two important ques-
tions raise: (1) Which outcome measures should be used
to assess good or appropriate care? (2) Where do we set
the limits for good or appropriate care (for the selected
outcomes)? For example, when deciding on appropriate
imaging, which outcome do we apply? Do we use sub-
sequent improved health, changed subsequent health
management (diagnostic or therapeutic path), reduced
number of negative tests, reduced number of false (neg-
ative or positive) test results etc? If we decide to meas-
ure outcome in terms of changed subsequent health
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management, the question becomes how much this has
to be changed in order to be good care. Where to set the
limit very much depends on the context (local, national,
global). Hence, the first question hinges on the value
base of health care [100—103] and the second on the line-
drawing problem in medicine [104, 105]. Both questions
are ethically relevant.

Hence, unwarranted geographical variations of health
services pose the core question “what is right care?”
which is an ethically relevant issue. While professionally
developed standards, guidelines, and checklists can be
helpful for deciding on “right care” in specific contexts
[106] there is empirical evidence that much more work
needs to be done in order to reduce geographical varia-
tions. In particular, defining good care more explicitly is a
crucial task which requires ethical reflection.

The point here is that paying attention to the ethical
issues with geographical variations can make valuable
contributions. In particular, addressing the injustice and
potential harm that geographical variations entail, the
lack of beneficence that they imply, and the paternalism
that they indicate can help adjusting care. Knowing why
geographical variations are wrong can help mitigating
them.

As geographical variations may be contingent on the
type of health service, let me briefly address this issue
explicitly.

Geographical variations contingent on type of service
According to one of the pioneers in the studies of prac-
tice variations, Albert Mulley, “[i]f all practice variation
were bad, then it would be an easy problem to solve” [94].
Some variations are good, and some are bad, and the type
of service may be relevant for discerning between them.

Health services are frequently divided into necessary
services, preference-sensitive services, and supply-driven
services [73]. Necessary services are services that are
documented to be crucial to people’s health and/or are
strongly recommended in guidelines or standards of care,
while preference-sensitive care are “those interventions in
which there is a choice between at least two treatments
that have different risks and benefits” [84], and supply-
sensitive services are directed by the capacity or the inter-
ests of the local health care system and not by patients’
needs or preferences.

Accordingly, it may be argued that variations in prefer-
ence-sensitive services are less ethically problematic than
in necessary services. Certainly, variations in preference-
sensitive services may not be ethically challenging as they
can express variations in people’s preferences. However,
if there are great geographical variations in preference-
sensitive services in homogenous populations, this war-
rants attention as the variations then do not stem from
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patients’ preferences but can be iatrogenic or systemic
(and thereby threaten the respect for autonomy).

Conversely, geographical variations in necessary ser-
vices appear ethically challenging, as this indicates
unwarranted differences in access or quality of care. How-
ever, there are not always agreements on what are neces-
sary services, and there may be (inter)national differences
of what is standard of care. Again, if there are geographi-
cal variations in necessary services in professionally and
demographically homogeneous areas, this can be ethi-
cally problematic, especially with respect to differences in
access to and quality of care. This poses challenges with
respect to beneficence and non-maleficence.

When it comes to supply-sensitive services, it has
been argued that these are ethically challenging as such,
as they are (a) independent of patients’ preferences and
(b) are unnecessary services [60, 84]. Accordingly, these
can cause problems with patient autonomy and justice
(opportunity cost, see below).

Hence, although there may be reasons to believe that
geographical variations in necessary services are more
problematic than in preference-sensitive services, and
that they are always challenging in supply-sensitive ser-
vices, geographical variations can pose ethical problems
in all types of services. Moreover, geographical variations
in necessary services may be more pronounced in low-
income and vulnerable groups posing challenges with
beneficence and justice, but also with non-maleficence
and paternalism.

Discussion

This study has focused on geographical variations. There
are of course many other types of variations that are ethi-
cally relevant, e.g., racial and gendered variations. How-
ever, these warrant separate studies. When geographical
variations occur in homogeneous populations, they rep-
resent a type of ethical challenges that are of general
interest, and that can be relevant also for more specific
types of variations.

There are also ethical aspects of geographical variations
in clinical research [107] and there are ethical challenges
with the design of studies of geographical variations
[108]. This raises a series of issues that are beyond the
scope of this study. Again, geographical variations in spe-
cific fields warrant separate studies.

There are of course also many other ethical challenges
with the health services beyond having unwarranted geo-
graphical variations, and there are many reasons for and
drivers of geographical variations that have ethical issues.
Addressing these as well would embellish the extension
and content of this study beyond limits.

As indicated, overuse and underuse are potential eth-
ical problems with geographical variations is. However,
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there are many conceptions of overuse and underuse. I
have pointed to the problem of deciding on (appropri-
ate) outcomes for assessing under- and overuse and on
the line-drawing problem. Addressing the problem of
under- and overuse in general is important but beyond
the scope of this study.

Yet another limitation is the ethical framework
applied here. Principlism is widely criticized and has
its weaknesses [14, 109-111]. Other perspectives
than principlism are relevant [112] and other princi-
ples are pertinent. Solidarity and sustainability are but
two examples [113, 114]. Principles for priority set-
ting, such as severity or need, effectiveness, equity,
and cost(-effectiveness) are also relevant. However,
needs, severity, and effectiveness are partly covered
by the principle of beneficence, and cost-effectiveness
and equity are mostly covered by justice. Certainly, the
analysis of geographical variations in the light of such
(other) principles can add value to this study and is
encouraged. However, the principles of biomedical eth-
ics are well established and principlism has served as a
fruitful framework for a wide range of studies in health
care ethics.

Moreover, the principles are used to analyse geographi-
cal variations in general. Hence it provides a generic
analysis. For the geographical variations of specific health
services one can make more in-depth analyses of the
principles. One example of this is a study of geographi-
cal variation in compulsory hospitalisation where the
framework of this article has been applied for an in-depth
analysis [115]. One may also argue some principles are
more relevant for addressing the ethical issues with geo-
graphical variations, as the provided analysis puts more
emphasis on some principles (beneficence and justice)
than others (non-maleficence and autonomy). While this
may be correct for the generic analysis, this does not have
to be so for analyses of specific health services. See for
example [115].

As pointed out in the introduction, geographical
variations can be justified by (known or unknown) dif-
ferences in individuals, groups, or populations. Adjust-
ments of age, gender, socioeconomic, and other factors
cannot rule out profound but ignored geographical dif-
ferences. While this is an interesting (principled and
methodological) objection, this study has presumed
that there exist geographical variations that are not
based on such differences. Unfortunately, it is rarely the
case that geographic variation of health care services
reflects demographic or epidemiological differences
even in high income countries. On the contrary, a range
of differences in health risk, socioeconomic status, and
race are not reflected in the provision, access, and use
of health care. Rather where the needs are highest,
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the provision, access, and use of health care is lowest.
Hence, there is a “double injustice” when those who
need it the most have the least.

Thus, while variation can be seen as a good in general,
e.g., with populational diversity, this study is on a topic
where there are good arguments (presented above) that
variation is not an intrinsic value.

Nonetheless, it can be argued that geographical varia-
tions are acceptable in areas where “right care” is vaguely
defined or covers a broad spectrum of services. Certainly,
this is a valid argument as then differences may not mat-
ter. However, many of the variations that are documented
in the literature (see above) are very large and go beyond
variations within “right care” or “acceptable care”

Moreover, paying attention to the ethical problems with
geographical variations can motivate measures to reduce
unwarranted variations. Documenting and illustrating
what is wrong with geographical variations can direct us
towards better care. Accordingly, we must show how the
variations represent injustice in terms of discrimination
of specific groups, e.g., by disclosing detailed opportunity
costs. We must demonstrate how specific persons and
groups are harmed rather than helped. Additionally, we
must reveal the lack of respect for autonomy when peo-
ple are not informed about the quality and safety of ser-
vices as part of geographical variations.

It is also important to notice that while people in spe-
cific places may have reduced access and use of health
services, they still may not consider themselves to be
disadvantaged [116]. Furthermore, this article has not
been focused on the expression, extension, and causes of
geographical variations, but on the ethical issues. While
the former issues are well covered by the literature and
reviewing this literature would be beyond the scope of
this study, the latter has only partly been covered.

Last but not least, this study does not answer the ques-
tion of whether geographical variations can be avoided.
Neither have I provided a detailed framework for what
we can do about geographical variations in health ser-
vices [61]. More modestly, I have pointed to specific
ethical challenges with geographical variations related
to the four principles in bioethics, justice, non-malefi-
cence, beneficence, and autonomy. I have also argued that
addressing these issues can come together with other
efforts to reduce unwarranted geographical variations.
As other approaches, such as campaigns, guidelines, and
standards of care have not been successful, addressing the
ethical issues identified here may contribute to, support,
and intensify such efforts. Success can of course not be
guaranteed. However, as the ethics of geographical varia-
tions has gained so little attention, there are good reasons
to hope that making them more explicit can enhance the
efforts to mitigate the problem.

Page 7 of 10

Conclusion

The objective of this article has been to analyse the eth-
ical aspects of geographical variations in the health ser-
vices. The analysis of geographical variations in terms
of the four bioethical principles revealed problems of
injustice, harm, lack of beneficence, and paternalism.
Lastly the study revealed that the description of geo-
graphical variations does not automatically define or
result in better care. To come from the description of
the problem to its solution requires that we address
two basic normative problems: defining goodness of
care and drawing the line between good and bad care.
Although it appears plausible that geographical vari-
ations are more ethically challenging for necessary
services than for preference-sensitive services, geo-
graphical variations can pose ethical challenges in all
types of services, including supply-sensitive services.
Various approaches with respect to developing policies,
guidelines, checklists, and standards of care are help-
ful, but need to be supplemented with and supported
by attention to the ethical issues analysed in this arti-
cle. Showing explicitly how geographical variations
pose injustice, harm, lack of beneficence, and paternal-
ism can make a crucial contribution to addressing the
problems with geographical variations in the health
services.

Acknowledgements
Not applicable.

Author contributions
I am the sole author of this article. The author read and approved the final
manuscript.

Funding

Open access funding provided by Norwegian University of Science and
Technology. No funding bodies had any role in study design, data collection
and analysis, decision to publish, or preparation of the manuscript. Part of the
research is funded by the Norwegian Research Council (IROS 302503).

Data availability
All data are available in publication.

Declarations

Ethics approval
Not applicable.

Consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests

| certify that there is no actual or potential conflict of interest in relation to this
manuscript, and there are no financial arrangements or arrangements with
respect to the content of this comment with any companies or organizations.



Hofmann BMC Medical Ethics

(2022) 23:127

Author details

'Institute for the Health Sciences, The Norwegian University of Science
and Technology (NTNU), PO Box 191, 2801 Gjevik, Norway. The Centre
for Medical Ethics, University of Oslo, PO Box 1130, 0318 Oslo, Norway.

Received: 27 August 2021 Accepted: 26 November 2022
Published online: 06 December 2022

References

1.

Almog M, Curtis S, Copeland A, Congdon P. Geographical variation in
acute psychiatric admissions within New York City 1990-2000: Growing
inequalities in service use? Soc Sci Med. 2004;59(2):361-76.

Grytten J, Lund E, Rongen G. Equity in access to public dental services:
the experience from Norway. Acta Odontol Scand. 2001;59(6):372-8.
Maheswaran R. Supply of in-patient medical services for elderly people
and geographical variation in medical admissions in a health district in
England. Public Health. 1997;111(6):411-5.

McDonald JT, Conde H. Does geography matter? The health service use
and unmet health care needs of older Canadians. Can J Aging La Rev
Can Vieillissement. 2010;29(1):23-37.

Newton JN, Seagroatt V, Goldacre M. Geographical variation in hospital
admission rates: an analysis of workload in the Oxford region, England. J
Epidemiol Commun Health. 1994;48(6):590-5.

O'Reilly D, Stevenson M, McCay C, Jamison J. General practice out-
of-hours service, variations in use and equality in access to a doctor:

a cross-sectional study. Br J Gen practice J R Coll Gen Practitioners.
2001;51(469):625-9.

Mogensen CB, Skjat-Arkil H, Lassen AT, Johansen IS, Chen M, Petersen

P, Andersen KV, Ellermann-Eriksen S, Mgller JM, Ludwig M, et al. Cross
sectional study of multiresistant bacteria in danish emergency depart-
ments: prevalence, patterns and risk factors for colonization (AB-RED
project). BMC Emerg Med. 2018;18(1):25.

Kristensen PK, Johnsen SP, Thomsen RW. Decreasing trends, and
geographical variation in outpatient antibiotic use: a population-based
study in Central Denmark. BMC Infect Dis. 2019;19(1):337.

Venkatason P. Zaharan NL, Ismail MD, Wan Ahmad WA, Mahmood Zuhdi
AS. Trends and variations in the prescribing of secondary preventative
cardiovascular therapies for non-ST elevation myocardial infarction
(NSTEMI) in Malaysia. Eur J Clin Pharmacol. 2018;74(7):953-60.

Janssen SJ, Teunis T, Guitton TG, Ring D. Do surgeons treat their
patients like they would treat themselves? Clin Orthop Relat Research®.
2015;473(11):3564-72.

Connelly J, Airey M, Chell S. Variation in clinical decision making is a
partial explanation for geographical variation in lower extremity ampu-
tation rates. Br J Surg. 2001,88(4):529-35.

Judge A, Welton NJ, Sandhu J, Ben-Shlomo Y. Geographical variation in
the provision of elective primary hip and knee replacement: the role

of socio-demographic, hospital and distance variables. J Public Health.
2009;31(3):413-22.

Schafer T, Pritzkuleit R, Jeszenszky C, Malzahn J, Maier W, Gunther KP,
Niethard F. Trends and geographical variation of primary hip and knee
joint replacement in Germany. Osteoarthr Cartil. 2013;21(2):279-88.
Weinstein JN, Bronner KK, Morgan TS, Wennberg JE. Trends and
geographic variations in major surgery for degenerative diseases of
the hip, knee, and spine: Is there a roadmap for change? Health Aff.
2004;23(Suppl2):VAR-81.

Han J, Ko D. Variability of assister availability in health insurance market-
place in the U.S. BMC Health Serv Res. 2018;18(1):469.

Cheung CR, Gray JA. Unwarranted variation in health care for children
and young people. Arch Dis Child. 2013;98(1):60-5.

Fisher ES, Wennberg DE, Stukel TA, Gottlieb DJ, Lucas FL, Pinder EL.

The implications of regional variations in Medicare spending. Part

1: the content, quality, and accessibility of care. Ann Intern Med.
2003;138(4):273-87.

Forsyth R, McNally R, James P, Crossland K, Woolley M, Colver A. Vari-
ation at local government level in the support for families of severely
disabled children and the factors that affect it. Dev Med Child Neurol.
2010;52(11):6259-66.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

32.

33.

34

35.

36.

37.

38.

39.

Page 8 of 10

Madianos MG, Zacharakis C, Tsitsa C, Stefanis C. Geographical variation
in mental hospital discharges in Greece and socioeconomic correlates:
a nationwide study (1978-1993). Soc Psychiatry Psychiatr Epidemiol.
1999;34(9):477-83.

Hofstad T, Rugkasa J, Ose SO, Nyttingnes O, Husum TL. Measuring the
level of compulsory hospitalisation in mental health care: the perfor-
mance of different measures across areas and over time. Int J Methods
Psychiatr Res. 2021;2021:21881.

Valko L, Baglyas S, Gal J, Lorx A. National survey: current prevalence and
characteristics of home mechanical ventilation in Hungary. BMC Pulm
Med. 2018;18(1):190.

Madsen KB, Ersboll AK, Olsen J, Parner E, Obel C. Geographic analysis of
the variation in the incidence of ADHD in a country with free access to
healthcare: a danish cohort study. Int J Health Geogr. 2015;14:24.

Bryce C, Curtis S, Mohan J. Coronary heart disease: trends in spatial
inequalities and implications for health care planning in England. Soc
Sci Med. 1994;38(5):677-90.

Zakarias JK, Jensen-Dahm C, Nergaard A, Roos P, Gasse C, Phung TKT,
Waldemar G. Geographical variation in the diagnostic rate and quality
of dementia diagnoses. J Alzheimers Dis. 2019;69(2):513-20.

O'Sullivan JW, Stevens S, Oke J, Hobbs FDR, Salisbury C, Little P, Golda-
cre B, Bankhead C, Aronson JK, Heneghan C, et al. Practice variation in
the use of tests in UK primary care: a retrospective analysis of 16 million
tests performed over 3.3 million patient years in 2015/16. BMC Med.
2018;16(1):229-9.

Gransjeen AM, Lysdahl KB, Hofmann BM. Geographical variations in the
use of diagnostic imaging of musculoskeletal diseases in Norway. Acta
Radiol. 2019;60(9):1153-8.

Fonseca R, Otahal P, Wiggins N, Marwick TH. Growth and geographi-
cal variation in the use of cardiac imaging in a ustralia. Intern Med J.
2015/45(11):1115-27.

Lysdahl KB, Borretzen I. Geographical variation in radiological services: a
nationwide survey. BMC Health Serv Res. 2007;7:21.

Welch HG, Skinner JS, Schroeck FR, Zhou W, Black WC. Regional varia-
tion of computed tomographic imaging in the United States and the
risk of nephrectomy. JAMA Intern Med. 2018;178(2):221-7.

Couchman GR, Forjuoh SN, Reis MD, Bartels G, Lindzey D. Variation in
MRI/CT utilization among family physicians and general internists in a
multi-specialty group practice. Med Sci Monit. 2005;11(3):MT19-25.
Espeland A, Natvig NL, Loge |, Engebretsen L, Ellingsen J. Magnetic
resonance imaging of the knee in Norway 2002-2004 (national survey):
rapid increase, older patients, large geographic differences. BMC Health
Serv Res. 2007;7:115.

Tsetis D, Uberoi R, Fanelli F, Roberston |, Krokidis M, van Delden O,
Radeleff B, Muller-Hdlsbeck S, Szerbo-Trojanowska M, Lee M. The provi-
sion of interventional radiology services in Europe: CIRSE recommenda-
tions. Cardiovasc Interv Radiol. 2016;39(4):500-6.

Boyle PJ, Kudlac H, Williams AJ. Geographical variation in the referral

of patients with chronic end stage renal failure for renal replace-

ment therapy. QJM: monthly journal of the Association of Physicians.
1996;89(2):151-7.

Black N, Langham S, Petticrew M. Coronary revascularisation: why do
rates vary geographically in the UK? J Epidemiol Community Health.
1995,;49(4):408-12.

Clark RA, Eckert KA, Stewart S, Phillips SM, Yallop JJ, Tonkin AM, Krum

H. Rural and urban differentials in primary care management of
chronic heart failure: new data from the CASE study. Med J Australia.
2007;186(9):441-5.

Judge A, Caskey FJ, Welton NJ, Ansell D, Tomson CR, Roderick PJ, Ben-
Shlomo Y. Inequalities in rates of renal replacement therapy in England:
Does it matter who you are or where you live? Nephrol Dial Transplant.
2012;27(4):1598-607.

Keenan TD, Wotton CJ, Goldacre MJ. Trends over time and geographical
variation in rates of intravitreal injections in England. Br J Ophthalmol.
2012;96(3):413-8.

Williams MV, Drinkwater KJ. Geographical variation in radiotherapy
services across the UK'in 2007 and the effect of deprivation. Clin Oncol
(R Coll Radiol (G B)). 2009;21(6):431-40.

Bohensky M, Barker A, Morello R, De Steiger RN, Gorelik A, Brand C.
Geographical variation in incidence of knee arthroscopy for patients



Hofmann BMC Medical Ethics

40.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51

52.

53.

54,

55.

56.

57.

58.

59.

60.

61.

(2022) 23:127

with osteoarthritis: a population-based analysis of victorian hospital
separations data. Intern Med J. 2014;44(6):537-45.

Rankantha A, Chitapanarux |, Pongnikorn D, Prasitwattanaseree S,
Bunyatisai W, Sripan P, Traisathit P. Risk patterns of lung cancer mortality
in northern Thailand. BMC Public Health. 2018;18(1):1138.

Karjalainen S. Geographical variation in cancer patient survival in
Finland: chance, confounding, or effect of treatment? J Epidemiol Com-
munity Health. 1990;44(3):210-4.

Mackenbach JP, Kunst AE, Looman CW, Habbema JD, van der Maas PJ.
Regional differences in mortality from conditions amenable to medical
intervention in the Netherlands: a comparison of four time periods. J
Epidemiol Community Health. 1988;42(4):325-32.

d'Uva TB, Jones AM, Van Doorslaer E. Measurement of horizontal ineg-
uity in health care utilisation using european panel data. J Health Econ.
2009;28(2):280-9.

Elwell-Sutton TM, Jiang CQ, Zhang WS, Cheng KK, Lam TH, Leung GM,
Schooling C. Inequality and inequity in access to health care and treat-
ment for chronic conditions in China: the Guangzhou Biobank Cohort
Study. Health Policy Plann. 2013;28(5):467-79.

Johar M, Soewondo P, Pujisubekti R, Satrio HK, Adji A. Inequality in
access to health care, health insurance and the role of supply factors.
Soc Sci Med. 2018;213:134-45.

Rannan-Eliya R, Somanathan A. Equity in health and health care
systems in Asia. In: The elgar companion to health economics, 2nd edn.
Edward Elgar Publishing; 2012.

Saito E, Gilmour S, Yoneoka D, Gautam GS, Rahman MM, Shrestha PK,
Shibuya K. Inequality and inequity in healthcare utilization in urban
Nepal: a cross-sectional observational study. Health Policy Plann.
2016;31(7):817-24.

Haynes R. The geography of health services in Britain. London: Rout-
ledge; 2015.

Almog M, Curtis S, Copeland A, Congdon P. Geographical variation in
acute psychiatric admissions within New York City 1990-2000: Growing
inequalities in service use? Soc Sci Med. 2004;59(2):361-76.

Rice N, Smith PC. Ethics and geographical equity in health care. J Med
Ethics. 2001;27(4):256-61.

Sheldon TA, Smith PC. Equity in the allocation of health care resources.
Health Econ. 2000;9(7):571-4.

Higgs G. A literature review of the use of GIS-based measures of

access to health care services. Health Serv Outcomes Res Method.
2004;5(2):119-39.

Yang D-H, Goerge R, Mullner R. Comparing GIS-based methods

of measuring spatial accessibility to health services. J Med Syst.
2006;30(1):23-32.

Maconick L, Sheridan Rains L, Jones R, Lloyd-Evans B, Johnson S. Inves-
tigating geographical variation in the use of mental health services by
area of England: a cross-sectional ecological study. BMC Health Serv
Res. 2021;21(1):1-10.

Gulliford M, Morgan M. Access to health care. London: Routledge; 2013.
Leray E, Mamadou F, Guilleux A, Roux J, Grimaud O. Geographical vari-
ations in access to expert centers for multiple sclerosis in France. Eur J
Pub Health. 2019;29(Supplement_4):ckz185.

Crawford-Williams F, March S, Ireland MJ, Rowe A, Goodwin B, Hyde MK,
Chambers SK, Aitken JF, Dunn J. Geographical variations in the clinical
management of colorectal cancer in Australia: a systematic review.
Front Oncol. 2018;8:116.

Busby J, Purdy S, Hollingworth W. A systematic review of the magnitude
and cause of geographic variation in unplanned hospital admission
rates and length of stay for ambulatory care sensitive conditions. BMC
Health Serv Res. 2015;15(1):1-15.

Curtis S, Bebbington A. Geographical variations in health and welfare
and their significance for equity and efficiency in resource allocation.
In: Long-term care: matching resources and needs. Routledge; 2018,
pp. 199-218.

Wennberg JE. Tracking medicine: a researcher’s quest to understand
health care. Oxford: Oxford University Press; 2010.

DaSilva P, Gray JA. English lessons: can publishing an atlas of variation
stimulate the discussion on appropriateness of care? Med J Australia.
2016;205(10):5-57.

62.

63.

64.

65.

66.

67.

68.

69.

70.

72.

73.

74.

75.

76.

77.

78.

79.

80.

82.

83.

84.

85.

Page 9 of 10

Brownlee S, Chalkidou K, Doust J, Elshaug AG, Glasziou P, Heath |, Nag-
pal S, Saini V, Srivastava D, Chalmers K. Evidence for overuse of medical
services around the world. The Lancet. 2017;390(10090):156-68.
Chalmers K, Smith P, Garber J, Gopinath V, Brownlee S, Schwartz AL,
Elshaug AG, Saini V. Assessment of Overuse of Medical tests and
treatments at US Hospitals using Medicare claims. JAMA Netw Open.
2021,4(4):.e218075-5.

Liu'Y, Congdon N, Chen W, Jiang Y. China's overuse of inpatient
treatment and routine preoperative testing. BMJ: Br Med J.
2015;350:h2918.

Morgan DJ, Dhruva SS, Coon ER, Wright SM, Korenstein D. 2017
update on medical overuse: a systematic review. JAMA Intern Med.
2017;178:110-5.

Morgan DJ, Dhruva SS, Coon ER, Wright SM, Korenstein D. Update on
medical overuse. JAMA J Am Med Assoc. 2018;178(1):110-5.

Oakes AH, Chang H-Y, Segal JB. Systemic overuse of health care in a
commercially insured US population, 2010-2015. BMC Health Serv
Res. 2019;19(1):280-280.

Pezeshki MZ, Janati A, Arab-Zozani M. Medical overuse in the iranian
Healthcare System: a systematic scoping review and practical
recommendations for decreasing medical overuse during unex-
pected COVID-19 pandemic opportunity. Risk Manag Healthc Policy.
2020;13:1103-10.

Dietl M, Korczak D. Over-, under- and misuse of pain treatment in
Germany. GMS Health Technol Assess. 2011;7:Doc03.

Meid AD, Lampert A, Burnett A, Seidling HM, Haefeli WE. The impact of
pharmaceutical care interventions for medication underuse in older
people: a systematic review and meta-analysis. Br J Clin Pharmacol.
2015;80(4):768-76.

Ogilvie IM, Newton N, Welner SA, Cowell W, Lip GY. Underuse of oral
anticoagulants in atrial fibrillation: a systematic review. Am J Med.
2010;123(7):638-45.e634.

Giancotti M, Rotundo G, Mauro M. Choosing Wisely for health: a context
analysis through a systematic search of the published literature. 2019.
Beauchamp TL, Childress JF. Principles of biomedical ethics. Vol. 8. New
York: Oxford University Press New York; 2019.

United States National Commission for the Protection of Human
Subjects of Biomedical Behavioral Research. The Belmont report:
ethical principles and guidelines for the protection of human subjects
of research. Vol. 2, Dept. of Health, Education, and Welfare, National
Commission for the Protection of Human Subjects of Biomedical and
Behavioral Research; 1978.

Beauchamp TLC, James F. Principles of biomedical ethics. New York:
Oxford University Press; 1979.

Beauchamp T, Childress J: Principles of biomedical ethics: marking
its fortieth anniversary. In,, vol. 19: Taylor & Francis; 2019: 9-12.
Tayade MC, Dalvi SD. Fundamental ethical issues in unnecessary surgi-
cal procedures. J Clin Diagn Res. 2016;10(4):Je01-04.

Scott IA, Duckett SJ. In search of professional consensus in defining and
reducing low-value care. Med J Australia. 2015;203(4):179-81.
McComb JM, Plummer CJ, Cunningham MW, Cunningham D. Inequity
of access to implantable cardioverter defibrillator therapy in England:
possible causes of geographical variation in implantation rates.
Europace. 2009;11(10):1308-12.

Levesque J-F, Harris MF, Russell G. Patient-centred access to health care:
conceptualising access at the interface of health systems and popula-
tions. Int J Equity Health. 2013;12(1):1-9.

Glasziou P, Straus S, Brownlee S, Trevena L, Dans L, Guyatt G, Elshaug
AG, Janett R, Saini V. Evidence for underuse of effective medical services
around the world. Lancet. 2017,390(10090):169-77.

Heleno B, Thomsen MF, Rodrigues DS, Jorgensen KJ, Brodersen J.
Quantification of harms in cancer screening trials: literature review. BMJ.
2013,347:f5334.

Morgan DJ, Dhruva SS, Coon ER, Wright SM, Korenstein D. Update on
medical overuse. JAMA Intern Med. 2018;178(1):110-5.

Fisher ES, Wennberg JE. Health care quality, geographic variations,

and the challenge of supply-sensitive care. Perspect Biol Med.
2003;46(1):69-79.

McCabe C, Claxton K, Culyer AJ. The NICE cost-effectiveness

threshold: what it is and what that means. PharmacoEconomics.
2008;26(9):733-44.



Hofmann BMC Medical Ethics

86.

87.

88.

89.

90.

91.

92.

93.

94,

95.

96.

97.

98.

99.

100.
101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

1.

12,

113,

114.

(2022) 23:127

Health Quality Ontario. Neuroimaging for the evaluation of chronic
headaches: an evidence-based analysis. Ont health Technol Assess Ser.
2010;10(26):1-57.

Howard L, Wessely S, Leese M, Page L, McCrone P, Husain K, Tong J,
Dowson A. Are investigations anxiolytic or anxiogenic? A randomised
controlled trial of neuroimaging to provide reassurance in chronic daily
headache. J Neurol Neurosurg Psychiatry. 2005;76(11):1558-64.
Hofmann B. Too much of a good thing is wonderful? A conceptual
analysis of excessive examinations and diagnostic futility in diagnostic
radiology. Med Health Care Philos. 2010;13(2):139-48.

Winblad U, Ringard A. Meeting rising public expectations: the changing
roles of patients and citizens. Nord Health Care Syst Recent Reforms
Curr Policy Chall. 2009;2009:126-50.

Minkoff H, Powderly KR, Chervenak F, McCullough LB. Ethical
dimensions of elective primary cesarean delivery. Obstet Gynecol.
2004;103(2):387-92.

Lysdahl KB, Hofmann B. What causes increasing and unnecessary use of
radiological investigations? A survey of radiologists' perceptions. BMC
Health Serv Res. 2009;9(1):155-64.

Groom KM, Paterson-Brown S, Fisk NM. Temporal and geographical
variation in UK obstetricians’ personal preference regarding mode of
delivery. Eur J Obstet Gynecol Reprod Biol. 2002;100(2):185-8.
Muhlbacher AC, Juhnke C. Patient preferences versus physicians'judge-
ment: Does it make a difference in healthcare decision making? Appl
Health Econ Health Policy. 2013;11(3):163-80.

Exploring the quality challenges. https://www.clinicalservicesjournal.
com/story/9535/exploring-the-quality-challenges.

Wennberg JE. Forty years of unwarranted variation—-and still counting.
2014,

Appleby J, Raleigh V, Frosini F, Bevan G, Gao H, Lyscom T. Variations in
health care: the good, the bad and the inexplicable. King’s Fund; 2011.
Smith MC. Towards national clinical care standards. Med J Aust.
2012;10:540.

Safety ACo C. QiH: National safety and quality health service standards.
Australian Commission on Safety and Quality in Health Care; 2012.
Kleinert S, Horton R. From universal health coverage to right care for
health. Lancet (London England). 2017;390(10090):101-2.

Gray M. Value based healthcare. BMJ. 2017,356:j437-7.

Hanson MJ, Callahan D. The goals of medicine: the forgotten issues in
health care reform. Washington DC: Georgetown University Press; 2000.
Boorse C. Goals of medicine. In: Naturalism in the philosophy of Health.
Berlin: Springer; 2016. pp. 145-77.

Schramme T. Goals of medicine. In: Handbook of the philosophy of
medicine. Dordrecht: Springer; 2017, pp.121-128.

Rogers WA, Walker MJ. The line-drawing problem in disease definition. J
Med Philos. 2017,42(4):405-23.

Hofmann B. How to draw the line between Health and Disease? Start
with suffering. Health Care Anal. 2021;29(2):127-43.

Gawande A.The checklist manifesto: how to get things right. J Nurs
Regul. 2011;1(4):64.

Mentz RJ, Kaski JC, Dan GA, Goldstein S, Stockbridge N, Alonso-Garcia
A, Ruilope LM, Martinez FA, Zannad F, Pitt B, et al. Implications of
geographical variation on clinical outcomes of cardiovascular trials. Am
Heart J. 2012;164(3):303-12.

Vink MDH, de Bekker P, Koolman X, van Tulder MW, de Vries R, Mol

BWJ, van der Hijden EJE. Design characteristics of studies on medical
practice variation of caesarean section rates: a scoping review. BMC
Pregnancy Childbirth. 2020;20(1):478.

Clouser KD, Gert B. A critique of principlism. J Med Philos.
1990;15(2):219-36.

Traphagan JW. Rethinking autonomy: a critique of principlism in bio-
medical ethics. New York: SUNY Press; 2013.

Tomlinson T. Methods in medical ethics: critical perspectives. Oxford:
Oxford University Press; 2012.

Lysdahl KB. Utilization and utility of diagnostic imaging: quantitative
studies and normative considerations. 2011.

Moody HR, Achenbaum WA. Solidarity, sustainability, stewardship: eth-
ics across generations. Interpretation. 2014;68(2):150-8.

Jennings B, Dawson A. Solidarity in the moral imagination of bioethics.
Hastings Cent Rep. 2015;45(5):31-8.

Page 10 of 10

115. Hofstad T, Husum TL, Rugkasa J, Hofmann BM. Geographical variation
in compulsory hospitalisation—ethical challenges. BMC Health Serv
Res. 2022.
116. Lewis S, Willis K, Collyer F. Navigating and making choices about health-
care: the role of place. Health Place. 2018;52:215-20.
Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub-

lishe

d maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

At BMC, research is always in progress.

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

Learn more biomedcentral.com/submissions



https://www.clinicalservicesjournal.com/story/9535/exploring-the-quality-challenges
https://www.clinicalservicesjournal.com/story/9535/exploring-the-quality-challenges

	Ethical issues with geographical variations in the provision of health care services
	Abstract 
	Background
	Main text
	Justice
	Harm
	Beneficence
	Respect for autonomy
	From geographical variations to right care
	Geographical variations contingent on type of service

	Discussion
	Conclusion
	Acknowledgements
	References


