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INTRODUCTION
Different health conditions, with variable degree of 

mortality and morbidity, are treated in a typical Plastic 
Surgery unit. Cancers and burns might represent life-
threatening conditions, whereas limb traumas and con-
genital malformations represent mostly conditions where 
the scope of the surgery is to restore the missing function 
and improve the quality of life (QoL). A distinctive situ-
ation is represented by those cases whose changing the 
underlying anatomy have the effect of enabling patients to 
feel better, to integrate within society, rather than restor-
ing the physical function. Examples include trans-women 
seeking facial feminization surgery (FFS), trans-women 
and cis-women seeking breast augmentation, post-breast 
cancer women seeking breast reconstruction, post-bariat-
ric (PB) patients seeking body contouring surgery, and pa-

tients with body integrity identity disorder (BIID) seeking 
limb amputation. With the increased demand for these 
procedures (e.g., gender confirmation surgery1 and bar-
iatric surgery2,3), and scarcity of resources, policy makers 
need to create or update policies to offer a “just care.” 
This means, to do as much good as possible, primarily 
to give priority to life saving over life enhancing,4,5 then 
to give priority to the worst-off6,7; therefore, policies that 
did better would have to be able to identify those who are 
worst-off preoperatively and come to some plausible mea-
sure of how much these can benefit from an operation.

To give examples of new policies, the Department of 
Health and Human Services in the United States (Patient Pro-
tection and Affordable Care Act8—Obama’s health care re-
form), the National Health Service in the United Kingdom9,10 
and Department of Health in Sweden11 are writing documents 
with the aim to approve, or disapprove, specific procedures 
requested by transsexual patients. However, these policies are 
not specific enough on grading priority.

Current policies might be affected by the personal inter-
est of various stakeholders, as for example patients’ advocates, 
physicians, and politicians; the resources available within a 
specific context; the lack of knowledge on patient-reported 
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measurements following a specific procedure; and, finally, the 
old paternalistic attitude of the caregivers, and the society in 
general, toward the individual requiring a specific care, who 
is usually a minority in comparison with the general popula-
tion. Depending on the type of health system (e.g., insurance 
based, taxation based), these policies are both affecting, and 
similarly are affected by, the economy.

To date, approval policies for plastic surgery procedures 
vary by region and institution: (1) FFS might not be offered 
at all (United Kingdom, United States), or it might be of-
fered for very selected cases (Sweden); (2) breast surgery in 
trans-women might not be offered at all (United Kingdom), 
or it might be offered only when the hormonal therapy has 
not given to the patient an “adequate” size, or the patient is 
presenting with a considerable size disproportion between 
breast and chest (this means that trans-women with a B/C 
breast cup and very large chest might be approved for sur-
gery); breast surgery in cis-women might not be offered at all 
(United Kingdom), or it might be offered when the patient 
is presenting an “underdevelopment” of breast tissue (i.e., cis-
women with a B/C breast cup and very large chest are never 
approved for surgery); (3) PB patients are approved for ab-
dominal skin excision, if the skin excess is more than 3 cm 
but not if the same PB patients were requesting skin excision 
on flanks, thighs, or arms [Sahlgrenska University Hospital 
(SUH), Gothenburg, Sweden]; (4) BIID patients requesting 
limb amputation is matter of extensive ethical discussion, and 
no settled policy:12 some institutions are approving patients 
for surgery after mental health screening, whereas other insti-
tutions are not allowing it, either because of the subsequent 
functional damage—amputation will cause a physical handi-
cap despite the possible mental health improvement—or for 
lack of priority in circumstances of limited resources.

Table 1 summarizes these conditions.

SCOPE OF THE ARTICLE
The scope of this article is to identify and discuss moral 

principles that can be used as a guide for health profession-
als to revise practices and create policies for plastic surgery 
patients presenting with non–life-threatening conditions.

First, we will discuss health states for plastic surgery 
patients. Second, we will discuss how to determine the 
worst-off, and we will criticize how existing practices and 
prioritization processes can cause discrimination. Finally, 
we will propose to implement a patient-centered operating 
system, highlighting the role of patient’s informed prefer-
ences, and future opportunities when ranking well-being.

It is out of the scope of this article to discuss costs. 
Once moral principles have been discussed and accepted, 
it is up to each government to set its own threshold for 
providing care.

ASSESSING ANATOMICAL FEATURES 
VERSUS HEALTH STATE AND WELL-BEING

Questionnaires such as EuroQol 5 Dimensions Ques-
tionnaire, 36-Item Short Form Health Survey, Activities of 
Daily Living, or the Health Utilities Index can be used to 
assess QoL in non–life-threatening plastic surgery patients. 
However, most of these questionnaires are not specific to a 
given condition. Modern literature, instead, is proposing 
body part–specific questionnaires, as: Breast-Q and Breast-
Related Symptoms Questionnaire for the breast; Face-Q 
for the face; Body-Q for the body; Sahlgrenska Excess Skin 
Questionnaire for skin excess after weight loss; Body Im-
age Scale, and so on. An issue on validity remains: can the 
same breast questionnaire be used for, and to compare dif-
ferent groups of patients (e.g., trans-, cis-, and post-breast 
cancer women) presenting any breast anomaly? Currently, 
there is no scientific answer to this question; therefore, 
different groups of patients can only be compared by us-
ing non–condition-specific questionnaires on QoL.

To date, these questionnaires have been used mostly 
as evaluating methods for the outcomes of a procedure 
(including pain, psychosocial well-being, self-esteem, and 
perceived health), rather than instruments to determine 
priority. When approving the above-mentioned patients 
for surgery, in fact, physicians are adopting practices that 
are not taking into consideration general health states at 
all: common practice is instead to assess the anatomical 
features of the patient. Here are some examples.

Table 1.  Some of the Medical Conditions Belonging to the Plastic Surgery Area, which Are Characterized by the Fact that 
the Requested Surgeries Are Not Aimed Uniquely (or at all) to Reduce a Physical Symptom or to Restore a Physical Function 
but, by Changing the Anatomy, Have the Effect to Improve QoL

Patients
Physical Symptoms/ Functional  

Disabilities
Psychosocial  
Impairment

Evidence-Based Efficacy of the 
Surgical Therapy

Trans-women FFS No Possible To be determined, possible
Trans-women breast augmentation No Possible To be determined, possible
Cis-women breast augmentation No Possible Proven
Post-breast cancer women/breast 

reconstruction
No (apart for the ability to breast feed in 

some women, which cannot be restored 
by surgery)

Possible Proven

PB patients Possible Possible Proven
BIID No Possible Proven
A large subjectivity exists for all these conditions: different individuals presenting with the same diagnosis and health states might experience different well-
beings. Within the conditions hereby considered, PB patients are the only ones that can present with physical symptoms.36 Psychosocial impairment is possible in 
all.1–3,12,13,37,38 None of these conditions are life threatening, unless the patients are experiencing such bad QoL to the point of becoming suicidal, as reported for 
GD13,24,25 and BIID.12 For all these procedures, improvement in QoL is possible,1–3,12,13,36–38 in spite of the drawbacks of the surgery, which can extend from simple 
scarring or postoperative pain to more important issues such as urinary problems for GD patients13 or physical impairment as following limb amputation in patients 
affected by BIID.12 Both post-breast cancer women and cis-women with inadequate breast development can present with bad well-being (“feeling of shame” because 
impossibility of the expression of their femininity), possibly preventing them from a full integration in social relationships.37,38 The efficacy of the surgical therapy 
has been proven in some,1–3,12,13,36–38 but not all of these conditions.
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		  1)   �FFS: the Swedish Department of Health and 
Welfare, which has recently allowed government 
hospitals to offer FFS,11 does not indicate which 
patients to approve for surgery: surgeons should 
build up their own criteria to approve patients 
for surgery. However, surgeons have no validated 
instruments to assess transsexual patients’ faces 
to determine how a specific face is affecting the 
patient’s well-being and to foresee improvement 
postoperatively. For other gender confirmation 
surgeries (such as vaginoplasty and phalloplasty), 
surgeons are relying on the assessment of the 
mental health professionals.1,13

		  2) � For trans-, cis-, and post-breast cancer women re-
questing breast surgery, only anatomical measure-
ments, such as breast size and disproportion between 
breast and chest wall, are taken into account. No in-
strument is used to assess how a specific breast is af-
fecting patients’ well-being or to predict how surgery 
will improve patient’s QoL.

		  3)   �When assessing PB patients for approving abdomi-
noplasty, surgeons commonly measure the skin ex-
cess and, if it is over a certain minimum (e.g., 3 cm 
at SUH), surgery is approved. When, instead, the 
skin excess relates to other parts of the body (e.g., 
arms, flanks, thighs), surgery is denied, because sur-
gery to these specific body parts is not providing any 
functional improvement, nor a reduction of physi-
cal symptoms, but simply a “cosmetic” advantage. 
This approach appears to be paternalistic,14 and it 
leads to a mistaken judgment: surgeons are making 
assumption on patients’ well-being simply accord-
ingly to the amount and location of the skin excess, 
without considering which specific skin excess mat-
ters to patients. At SUH, we are planning to imple-
ment the Sahlgrenska Excess Skin Questionnaire 
(SESQ),3 which can verify discomfort from the 
patient perspective regarding all body parts, into 
policy.

		  4) � For BIID, some centers might attempt to measure 
the degree of dysphoria during the patient assess-
ment and do their own ethical evaluations when 
approving, or not, for surgery.12

If we use the EuroQol 5 Dimensions questionnaire15 
(which has 5 dimensions: mobility, self-care, usual activity, 
pain/discomfort, and anxiety-depression) to make com-
parisons among these conditions, the following consider-
ations can be made: mobility and self-care seem to be good 
in all groups, with a possible reduction in PB patients2,3; 
pain and discomfort are absent in all groups, with the ex-
ception of some PB patients2,3; anxiety and depression seem 
to be relevant in all groups, with possible consequences in 
daily activities.1–3,12 Therefore, it results that key aspects are 
the possible physical morbidity in PB patients and the men-
tal health (anxiety-depression) state in all these groups.

Many authors16–18 advocate a comprehensive view of the 
patients’ well-being, not simply a measurement of health 
states, and therefore all the factors affecting QoL (inde-
pendently by health), such as tastes, prevailing individual 

and social values, economic situations, lack of access to 
education, autonomy, personal relationships, knowledge, 
physical coercion should all be considered. Indeed, this 
comprehensive view of patient’s well-being is not as mea-
surable quantitatively as health states are. Hausman19–21 
highlights how the environment, nature, patients’ choices, 
and social factors strongly influence well-being, whereas 
Kaplan and Anderson22 focus on preferences or quality 
judgments associated with one’s own function level and 
adjusted for symptoms or problem. Regardless of the ter-
minology we use, our aim is to do good for people, and to 
do so we need to have a way to measure people’s health-
related well-being or “what makes someone’s life go best.”23

It follows that, when assessing health with the aim of 
prioritizing health care provision, professionals should fo-
cus on questionnaires that are taking into account tastes, 
individual and social values, environment, patients’ choic-
es, and so on.

Differently, a practice limited to assess only specific an-
atomical features is likely to miss the worst-off, and there-
fore it might cause discrimination.

Prioritization: The Worst-Off and the Plurality of the 
Disadvantage

At a first examination of the conditions presented, 
gender dysphoria (GD) and BIID are the only 2 condi-
tions that can be life-threatening because of the suicidal 
risk.12,13,24,25 As such, according to the opinion of many pro-
fessionals,4,5 these conditions should be prioritized: as “we 
ought to give priority to life saving over life enhancing,”4 
followed by giving priority to the worse-off.6,7

For BIID patients, the improvement of the mental 
status following the amputation massively outweighs the 
functional disability that will make the patient physically 
less adaptable to the society.12 Similarly, GD patients might 
become less useful to the society, even resulting in a so-
cio-economic burden, due to the continuous care need-
ed (including surgeries); instead, they regard the long 
therapeutic process as more than compensated for by the 
psychological gain of having their body matching their 
identity. Contrarily, PB patients following abdominoplasty 
can function better at physical level and therefore adapt 
better to the society (e.g., by working).

The role of a subject within the society, described as 
the socio-economic status, for many health economists 
and policy makers, is as relevant as physical morbidity and 
mental health status when prioritizing care.26 Although 
the patients’ socio-economic status has been taken into 
consideration in Sweden when approving patients for 
some medical treatments for heart disease,26,27 it is usually 
not considered when assessing non–life-threatening plas-
tic surgery conditions.

In the patient groups presented, social roles and in-
equalities, before and after surgeries, may vary a lot on 
individual basis even in the same patient group. Apart 
from those transsexual patients who, in Sweden, are being 
assessed by a social worker, none of the other groups are 
ever being evaluated for their socio-economic status.

As explained by Sharp and Millum16 and Broome 
et  al.,18 the patient’s disadvantage is caused by a plural-
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ity of factors (e.g., social, economic, physical, and so on). 
Should these disadvantages be considered when allocating 
health resources? Does the fact that a person is worse-off 
than another on a “non-health dimension” give a greater 
claim to health resources?16,17

We take here the same view as Broome et al.18 against 
health exceptionalism (according to which, only health 
should be considered when making health allocations).28 
We agree in fact that health policy makers ought to be 
concerned not just with the amount of health people have 
but also with the valuable contribution their health states 
make to their lives as a whole and which requires taking 
into account other aspects of a person’s life.16

Because none of the policies currently in place takes 
into consideration the plurality of the disadvantage, and 
its impact on QoL after surgery, it follows that the people 
whose health apparently deserves priority might not be 
the people with the worst well-being; therefore, current 
practices might exclude the real worst-off and subsequent-
ly generate discrimination.

DISCRIMINATION
We are going to give some examples (real cases) on 

how current practices and policies can promote discrimi-
nation.
		  1)   �Two PB patients are presenting with skin excess. 

Patient A is presenting with 3-cm skin excess to 
the abdomen, no depression: surgery is approved; 
his physical symptoms and daily functions might 
be slightly improved following surgery. Patient B 
is presenting with skin excess to arms and thighs, 
and depression due to lack of self-esteem and dis-
comfort during social events (e.g., at the beach or 
swimming pools); therefore, she is requesting sur-
gery to improve her body-image and psychosocial 
well-being. It is plausible that patient B well-being 
is worse than that of A. According to the current 
policy, surgery to patient B is denied, and there-
fore she stays the worse-off.

		  2) � For many GD patients, FFS might be more impor-
tant than genital surgery because it permits a bet-
ter integration into the society; however, in many 
countries, the patient must privately fund FFS, 
while genital surgery is approved by insurances or 
government-based health-care systems. Contrarily, 
patients requesting any facial reconstruction be-
ing disfigured after trauma or for congenital rea-
sons get approved for surgery nearly everywhere, 
even if presenting with no physical symptoms or 
functional disabilities. GD patients requesting FFS 
might stay the worst-off.

		  3) � Nearly everywhere breast reconstruction after 
cancer is approved with the purpose to restore 
self-image and femininity; contrarily, trans- and 
cis-women, whose aim is also to improve self-image 
and femininity, might have their requests for breast 
augmentation denied, and stay the worst-off.

According to Harris, to discriminate between people 
on the ground of QoL is as unwarranted as it would be to 

discriminate on the grounds of race or gender.4 Patient-
centered care might be helpful to reduce discrimination.

PATIENT-CENTERED CARE AND INFORMED 
PREFERENCES

When assessing QoL, modern health care emphasizes 
the patient reporting his personal outcomes (Patient-Re-
ported Outcome Measurements, or PROM) following a 
specific treatment.29,30 In clinical practice, a patient-cen-
tered care operating system,31 where patients choose the 
treatment option that most closely aligns with their unique 
and personal beliefs, has been proposed, in contrast with 
the past dominant paternalistic form of medicine,14 where 
physicians were telling the patient what to do.

We also take a libertarian view—seeking to respect 
autonomy and freedom of choice, and emphasizing the 
primacy of individual judgment. It is within the patient’s 
right to be judge of one’s own life and priorities. There-
fore, any health policy not taking into consideration indi-
vidual patient’s priorities would present elements against 
patient’s autonomy, be unjust and discriminatory.

Nevertheless, patients’ preferences may reflect mis-
taken beliefs and cognitive deficiencies;19 therefore, pa-
tients should express preferences, and well-being should 
be ranked, after they have been informed. Who is capable 
to assess patients’ well-being? According to Brock,6 health 
professionals are expert in the evaluation of people’s 
health, not their overall well-being.

The Role of the Mental Health Professionals, Social 
Workers, and Surgeons

The plastic surgery procedures hereby mentioned 
are affecting the patients’ psychosocial well-being; sub-
sequently, the role of both mental health professional 
and social worker in assessing preoperatively the patients 
is paramount. The role of the mental health profession-
als for GD patients has already been emphasized,13 but 
probably not sufficiently stressed when structuring health 
processes for other plastic surgery procedures aiming to 
improve the psychosocial well-being rather than physical 
symptoms. Following a preoperative conversation with 
the experts (mental health professionals, social workers, 
and surgeons), patients might reassess initial preferences 
and expectations, possibly “shifting to informed prefer-
ences”19,32; therefore, both the health measurement at the 
status quo, the expectations for future well-being, and pa-
tient’s requests might change.

A multidisciplinary approach should be adopted: men-
tal health professionals and social workers should evalu-
ate the patient’s well-being and set indications for surgery, 
while surgeons should evaluate anatomical aspects, physi-
cal symptoms, medical risks, and provide patients with 
technical information regarding the surgical options, and 
the physical and functional outcomes of the surgery. All 
these professionals should compensate for the patient’s 
cognitive deficiencies.

In relation to health-care costs, it must be stressed that 
many of the patients hereby considered (e.g., transsexual 
patients, breast reconstruction patients) are already be-
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ing counseled by a mental health professional. We leave 
to health economists the calculation of the extra costs 
necessary for implementing a multidisciplinary approach, 
versus the economic advantage of having the individual 
rehabilitated, for example, to work, and the economic ad-
vantage of not providing surgery, instead, to the individual 
who would not improve his QoL, and possibly would not 
return to work, despite surgery he would have potential-
ly received if not screened out following the multidisci-
plinary approach.

Mental health professionals, social workers, and sur-
geons can together identify the worse-off and assess op-
portunities for each individual case. According to most 
theories of justice,6 in fact, priority should be given to the 
worse-off6,7 and, as suggested by Brock6 and Daniels,33,34 
focus should be put on the impact disease has in limiting 
people’s function and in turn opportunity.

TURNING ON OPPORTUNITIES
According to Wolman,35 policy formulation consists 

of 5 sequential stages: problem conceptualization, theory 
evaluation and selection, specification of objectives, pro-
gram design, and program structure.

It is beyond the purpose of this article to formulate 
specific health policies on these patients’ groups or to de-
sign a flow chart illustrating authorities and medical per-
sonnel responsible for the decision making process, since 
local legislation, and health-care systems are variable for 
different countries. Nevertheless, we offered some moral 
considerations that can be used by policy makers to bet-
ter conceptualize the problem, which results not to be the 
anatomical measurement of a patient’s specific body part, 
but it is the patient’s well-being.

If opportunities were only turned on by good physi-
cal functioning, then only some of the PB patients would 
fulfill the criteria to be approved for surgery; however, op-
portunities for GD patients are likely to be turned on by 
the improvement in their psychosocial well-being follow-
ing any of the demanded surgeries. Nevertheless, scien-
tific evidence on specific surgery, as FFS, is absent, and 
a research plan, more than a policy, is needed. Similarly, 
there is no evidence confirming whether transsexual pa-
tients seeking for a specific surgery, cis-women seeking for 
breast surgery, and PB patients seeking for skin excision, 
will better turn on opportunities following treatments. 
Therefore, conclusions cannot be taken, and a policy 
comprehending all these groups cannot be created.

To date, as according to the recent American Patient 
Protection and Affordable Care Act,8 or to the Swed-
ish “Good Care for Adult with Gender Dysphoria,”11 the 
politicians’ documents are leaving the health-care profes-
sionals open to organize the health prioritization process 
according mostly to their beliefs, with large margins for 
conflicts of interest and discriminations.

It follows that, when assessing health with the aim of 
prioritizing health-care provision, besides taking into con-
siderations, among other factors, the status quo of the 
patient’s tastes, values, environment, and so on, profes-
sionals should also assess the impact that a specific pro-

cedure will have on each patient’s life and social context. 
Therefore, newly designed questionnaires to be used to 
prioritize health care should not be limited to the assess-
ment of the well-being at the status quo, but these instru-
ments should also present an index of improvement in 
psycho-social well-being following the surgery.

CONCLUSIONS
		  1) � A specific anatomical feature is not always an indi-

cator of patient’s well-being; therefore, it cannot 
be used as the sole parameter to identify the worst-
off and prioritize the provision of health care.

		  2)   �Good policies should identify the worst-off, and 
those who can mostly benefit from surgery. Oth-
erwise, the policies may be discriminatory.

		  3) � A patient-centered operating system, and patient’s 
informed preferences should be implemented.

Gennaro Selvaggi, MD, PhD
Department of Plastic and Reconstructive Surgery

Sahlgrenska University Hospital
Gröna Stråket 8

SE-413 45
Gothenburg

Sweden
E-mail: selvaggigennaro@yahoo.it

ACKNOWLEDGMENT
We thank Professor Sean Aas, PhD, from the Kennedy Insti-

tute of Ethics and Department of Philosophy, Georgetown Uni-
versity, Washington, D.C., for the suggestions given to plan this 
article.

REFERENCES
	 1.	 The World Professional Association for Transgender Health. 

Standards of care for the health of transsexual, transgender, and 
gender nonconforming people. 7th Version. 2011. Available at 
http://www.wpath.org. Accessed August 4, 2016.

	 2.	 Staalesen T, Olbers T, Dahlgren J, et al. Development of excess 
skin and request for body-contouring surgery in postbariatric 
adolescents. Plast Reconstr Surg. 2014;134:627–636.

	 3.	 Biörserud C, Nielsen C, Staalesen T, et al. Sahlgrenska Excess 
Skin Questionnaire (SESQ): a reliable questionnaire to assess 
the experience of excessive skin after weight loss. J Plast Surg 
Hand Surg. 2013;47:50–59.

	 4.	 Harris J. QALYfying the value of life. J Med Ethics. 1987;13:117–
123.

	 5.	 Parfit D. Innumerate ethics. Philos Public Affair. 1978;7:285–301.
	 6.	 Brock WD. Priority of the worse off in health care resources 

prioritization. In: Rhodes R, Battin M, Silvers A, eds. Medicine 
and Social Justice: Essays on the Distribution of Health Care. Oxford, 
United Kingdom: Oxford University Press; 2012.

	 7.	 Parfit D. Equality or priority? In: Clayton M, Williams A, eds. The 
Ideal of Equality. New York, N.Y.: Pelgrave, Macmillan; 2002:81–
125.

	 8.	 HHS.GOV. Key features of the affordable care act. Available 
at http://www.hhs.gov/healthcare/facts-and-features/key-fea-
tures-of-aca. Accessed August 4, 2016.

	 9.	 Department of Health, 2007. An introduction to working with 
transgender people: information for health and social care staff. 
Crown copyright. Available at http://webarchive.nationalarchives.
gov.uk/+/www.dh.gov.uk/en/Managingyourorganisation/



PRS Global Open • 2017

6

Equalityandhumanrights/Sexualorientationandgenderidentity/
DH_4117240. Accessed August 4, 2016.

	10.	 Department of Health, 2008. Trans: a practical guide for the 
NHS. Crown copyright. Available at http://www.gires.org.uk/
assets/DOH-Assets/pdf/doh-trans-practical-guide.pdf. Accessed 
August 4, 2016.

	11.	 Socialstyrelsen, The Swedish National Board of Health and 
Welfare. God vård av vuxna med könsdysfori – Nationellt 
kunskapsstöd. 2015. Available at https://www.socialstyrelsen.
se/Lists/Artikelkatalog/Attachments/19798/2015-4-7.pdf. 
Accessed August 4, 2016.

	12.	 Dua A. Apotemnophilia: ethical considerations of amputating a 
healthy limb. J Med Ethics. 2010;36:75–78.

	13.	 Selvaggi G, Giordano S. The role of mental health profession-
als in gender reassignment surgeries: unjust discrimination or 
responsible care? Aesthetic Plast Surg. 2014;38:1177–1183.

	14.	 Buchanan A. Medical paternalism. Philos Public Aff. 1978;7:370–
390.

	15.	 Kind P. The EuroQoL instrument: an index of health-related 
quality of life. In: Bert S, ed. Quality of Life and Pharmacoeconomics 
in Clinical Trials. Philadelphia, PA: Lipponcott-Raven; 1996:191–
201.

	16.	 Sharp D, Millum J. Prioritarianism for global health investments: 
identifying the worst off. J App Philos. 2015.

	17.	 Griffin J. Well-being: its meaning, measurement and moral importance. 
Oxford, United Kingdom: Oxford University Press; 1986.

	18.	 Broome J, Murray C, Salomon J, Mathers C, Lopez A. Measuring 
the Burden of Disease by Aggregating Well-Being: Summary Measures of 
Population Health: Concepts, Ethics, Measurement and Applications. 
Geneva, Switzerland: World Health Organization; 2002:91–113.

	19.	 Hausman DM. Valuing health. Philos Public Aff. 2006;34:246–274.
	20.	 Hausman DM. Measuring or valuing population health: some 

conceptual problems. Public Health Ethics. 2012;5:229–239.
	21.	 Hausman DM. Health, well-being, and measuring the burden of 

disease. Popul Health Metr. 2012;10:13.
	22.	 Kaplan RM, Anderson JP. A general health policy model: update 

and applications. Health Serv Res. 1988;23:203–235.
	23.	 Parfit D. Reasons and Persons. Oxford, United Kingdom: 

Clarendon Press; 1984.
	24.	 Di Ceglie D. Management and therapeutic aims in working with 

children and adolescents with gender identity disorders, and 
their families. In: Di Ceglie D, Freedman D, eds. A Stranger in My 

Own Body—Atypical Gender Identity Development and Mental Health. 
London, United Kingdom: Karnac Books; 1998:185–197.

	25.	 Haas AP, Rodgers PL, Herman JL. Suicide attempts among trans-
gender and gender non-conforming adults, finding of the na-
tional transgender discrimination survey, American Foundation 
for Suicide Prevention and The Williams Institute. 2014. 
Available at http://williamsinstitute.law.ucla.edu/wp-content/
uploads/AFSP-Williams-Suicide-Report-Final.pdf. Accessed July 
1, 2016.

	26.	 Norheim OF, Baltussen R, Johri M, et al. Guidance on priority 
setting in health care (GPS-Health): the inclusion of equity cri-
teria not captured by cost-effectiveness analysis. Cost Eff Resour 
Alloc. 2014;12:18.

	27.	 Lindholm L, Rosén M. On the measurement of the nation’s eq-
uity adjusted health. Health Econ. 1998;7:621–628.

	28.	 Hausman DM. What’s wrong with health inequality. J Political 
Philos. 2007;15:46–66.

	29.	 Deerberg-Wittram J, Guth C, Porter ME. Value-based compe-
tition: the role of outcome measurement. Public Health Forum. 
2013;12:e1–e3.

	30.	 Porter ME. What is value in health care? N Engl J Med. 
2010;363:2477–2481.

	31.	 Florin J, Ehrenberg A, Ehnfors M. Clinical decision-making: 
predictors of patient participation in nursing care. J Clin Nurs. 
2008;17:2935–2944.

	32.	 Scanlon T. Value, desire and the quality of life. In: The Difficulty of 
Tolerance: Essays in Political Philosophy. Cambridge, UK: Cambridge 
University Press; 2003.

	33.	 Daniels N. Just Health Care. Cambridge, UK: Cambridge University 
Press; 1985.

	34.	 Daniels N. Just Health. Meeting Health Needs Fairly. Cambridge, UK. 
Cambridge University Press; 2008.

	35.	 Wolman H. The determinants of program success and failure. 
J Public Policy. 1981;1: 433–464.

	36.	 Ducic I, Iorio ML, Al-Attar A. Chronic headaches/migraines: 
extending indications for breast reduction. Plast Reconstr Surg. 
2010;125:44–49.

	37.	 Sarwer DB. The psychological aspects of cosmetic breast aug-
mentation. Plast Reconstr Surg. 2007;120:110S–117S.

	38.	 Razdan SN, Patel V, Jewell S, et al. Quality of life among patients 
after bilateral prophylactic mastectomy: a systematic review of 
patient-reported outcomes. Qual Life Res. 2016;25:1409–1421.


