Revision letter PEHM
We would like to thank both anonymous reviewers for their extensive, insightful and helpful comments, criticisms and suggestions. We believe that our efforts to respond to their remarks have significantly improved the quality of the manuscript. 

Reviewer 1
The concerns of reviewer 1 has been given a serious consideration: the first one in p., 3rd paragraph; second one in p.5, 2nd paragraph; third one in p.8, 3rd paragraph; and the fourth one in p. 12, conclusion.

Reviewer 2

Major Compulsory Revisions

Note 1

We have attempted to rephrase the ideas in the text. We have mentioned the views to which we have objections and since the two authors that I mention tend to be outliers, we have tempered the rhetoric as advised (See page 3, first paragraph and half way till the end of the paragraph).

Note 2

We have reworked this part of the paper and stated the three principles clearly (Page11, first paragraph).
A General note to the author(s):

All the revisions of this section have been done. The first one on page 9, the paragraph that begins with “Similarly, what counts as poverty…” and the second one on page 9 also, the second sentence of the same paragraph.

Discretionary Revisions

Note 3

We do not think Beauchamp and Childress are that neutral. We think their overall understanding of freedom tends to be more Millian than Kantian, as the quotation used in the text suggests. 
Note 4

We added that this model of care is prevalent in the USA.
Note 5

In the original text, we qualified the statement with the words, “almost exclusively”. We have further qualified this sentence in the light of the reviewer’s comments, however, and now it reads as ‘largely in the hands of the patient.” 
Note 6

We do not mean to impose developing world cultures on others, or deny that autonomy is a value that is relevant in the developing world. We wanted to point out that strong normative claims of autonomy may have negative impacts on the patient-physician relationship in resource-poor settings. We clearly emphasized the need elsewhere to improve patient-physician communication in poor-resource settings (P. 6 second paragraph). We feel it is important to mention that in non-western cultures, strong claims of autonomy can also have a disempowering effect. We are not trying to develop a radically new set of values; it is rather an important shift in emphasis, where autonomy plays a less central normative or descriptive role than it does elsewhere. 

We really think that strong claims of autonomy often found in the clinical setting in resource-poor settings need to be tempered by other values such as trust, partnership in decision-making, mutual responsibility, etc.

We support our view in p.4 beginning of the first paragraph with two quotations from Alfred Tauber. We have also added another paragraph to show that we do not completely reject autonomy (P.5, first full paragraph).
Note 7

We simply affirm that that the view of autonomy commonly found among people and in some of the bioethics literature (particularly clinical ethics) is more in tune with Mill’s (negative) conception of liberty than Kant’s understanding of autonomy. Mill and Kant conceptions of autonomy indeed incorporate relationships with other persons. Nevertheless, they start from fairly individualized conceptions of rational beings who stand apart from others and the society they live in. By mentioning Jewish, Confucian, and African cultures we want to emphasize that this approach to autonomy cannot be easily or innocuously duplicated in places where different conceptions of the relationship between individuals and society are dominant. 
Note 8

We enumerate these moral concerns in Page 7, paragraph beginning with “Autonomy ethics and medical individualism” at the bottom of the first paragraph.
Minor Essential Revisions

Corrections indicated by note 1, 2, 4, 5, 6, 7, 8, 10, 11, 12, 13, 14, 15 have been done.

Note 3

We used the newest edition B&C’s book.
Note 9

We have replaced “life-giving social intercourse in the clinical setting” by “non-confrontational relationship between health professional and patient.”

Note 16

We have broken this sentence into many sentences. See the paragraph that runs between page 6 and Page7.
Note 17

We have changed “non-biological” by “non-pathological” following Virchow distinction between the pathological and political or social causes of disease.

Notes 18-23

Corrections have been done as advised. 
Note 24

The sentence has been reformulated as follows: “Similarly, the prevalence of infectious diseases in resource-poor countries challenges the way justice is understood in research sites.”

Note 25

We have replaced “broad coverage” by “Thus, extending care to all…”

Note 26

We have broken down the large sentence into smaller sentences. See page 10, first sentence.
Notes 27-30

Corrections done.
Note 31
This sentence has been completely rephrased (See, p. 10, 2nd paragraph).

Note 32

We have replaced “accessibility” by “access”.
Notes 33 and 34

Corrections have been done.
Note 35
We have replaced “the context of health” by “the context within which diseases occur”.

Notes 36, 37, 38

Corrections done. 
Note 39

We have changed this sentence to “addressing health challenges that prevail in the research site is consistent with a broader view of justice”.

Note 40
We have changed “for the sake of” to “strictly to”.
Note 41

New formulation: Lynch believes that elements of the social fabric should shape the conception, framework, and implementation of public health intervention.
Note 44

We have changed the syntax of the sentence.

Note 45

These measures include: education, income, and occupation. The quoted sentence is referring to these how variables are associated with wider socio-economic conditions over the course of a person’s life. 
