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The scope of health injustice

Recent commentaries in this journal have reignited discussion about
the causal claims and policy implications of health inequalities re-
search—particularly strikingly, whether socioeconomic differences
in health are confounded by cognitive or genetic factors (‘incon-
venient truth 1’).1 An alternative way to frame this issue is to re-
consider the role of these and other controversial factors. Even if this
claim were entirely true—the totality of empirical evidence does not
suggest this in my view—what would it mean for the field of social
epidemiology?

Health differences according to socioeconomic position (SEP) are
widely framed as being health inequities; monitoring and reducing
these health differences are major focuses of national and trans-
national organisations, with seminal policy-directed reviews focus-
sing on SEP differences in health. Awareness of the injustice of SEP
differences in health is an important motivator for research, the
focus of epidemiological investigation, funding and policy action.2

For example, the UK’s then Prime Minister Theresa May’s first
speech noted as motivation for policy action ‘the burning injustice
that, if you’re born poor, you will die on average 9 years earlier than
others’ (https://www.gov.uk/government/speeches/statement-from-
the-new-prime-minister-theresa-may). It seems intuitive that SEP
differences in health are unjust, and are thus health ‘inequities’ ra-
ther than simply health ‘differences’. Considering whether other
health differences are inequities is important, give the implications
for research and policy. To explore whether the same definition
could or indeed should also be applied to cognition and genetic
factors, consider the below:

Individuals in the population are exposed to ‘X’ at birth—they
therefore do not choose their exposure, yet it has lasting (probabil-
istic) causal effects on multiple health and social outcomes, which
extend across life. It is thus arguably unfair. It is also avoidable, since
society can enact policies to prevent these health consequences from
occurring, despite exposure to X. It is thus arguably unjust.

Is ‘X’

(1) Socioeconomic status/position
(2) General cognitive capability—‘intelligence’ or
(3) Genetic propensity to ill health?

As implied, there are several similarities in the above risk factors;
each in fact meets multiple commonly utilized definitions of health
inequity (see table 1). The most widely used definition of health
inequity, seemingly adopted by the World Health Organization, is
Whitehead’s 1991 definition that inequities are differences in health
that are ‘unnecessary, avoidable, unfair and unjust’. The authors of
this seminal paper noted that it was intended to stimulate debate on
these issues rather than forming a canonical definition of health
inequity. Whitehead noted that ‘natural, biological variation’ as a
cause of health differences is probably not health inequities. Yet, this
was before insights from genetically informed studies, and should
perhaps now be re-addressed given there is nothing particularly
‘natural’ about how common genetic propensities affect health.
The relative importance of genetic factors is likely specific to con-
text—time, place and the health outcome considered—and thus
subject to modification by the environment which we (hope to)
modify. As such, examination of factors, such as genetic propen-
sities, is still within the remit of health inequalities research.

A key component of a health inequity is the notion that some
differences in health are unjust. According to multiple commonly
utilized definitions of justice—e.g. Rawls’ theory of distributive

justice and luck egalitarianism—differences in health according to
socioeconomic, cognition and genetic predictors of ill health can all
be considered unjust. Indeed, a detailed application of luck egalitar-
ianism to health noted that healthcare is ‘society’s obligation to
reverse individuals’ disadvantaging biological conditions for which
they are not responsible’.3 The social science literature is increasingly
considering the role of genetic propensities on important social out-
comes, and in doing so helping to dispel widely held myths: con-
sideration of genetic factors can in fact help us to better understand
social injustice, and does not imply genetic determinism.4 Strong
causal links between (partly) genetically determined traits, such as
cognition and socioeconomic outcomes, may both exist and con-
tribute to social injustice—a ‘meritocracy’ was first coined to de-
scribe a hypothetical social dystopia. There are clearly many routes
to inequity including and beyond SEP, which likely apply to both
social and health outcomes.

In an extreme example, genetic variants, which cause increased
alcoholism risk will not have an observed effect in the absence of
alcohol, or arguably smaller effects in societies in which alcohol is a
less predominant part of culture. In another, where the environment
is more obesogenic, obesity-related genes appear to have larger
effects.5 As such, the suggestion that ‘genetic effects’ are inevitable
and not modifiable by society may be largely misguided; estimates of
genetic effect show what has been the case in the observed sample,
not what could be the case in future in a different context. The
heritability value for a given health outcome is simply a value, which
ranges from 0% to 100% depending on the environment (both its
variability and its relevance for the genetic propensity).6

Gaps in current evidence

A framework to represent the different strands of health equity re-
search is suggested below. Researchers interested in better under-
standing (and ultimately using evidence to reduce) health inequity
will typically investigate:

(1) The presence and causal nature of health inequity
(2) Modification across time (i.e. is the problem worsening?)
(3) Amelioration/prevention by intervention.

Further economic and broader societal considerations are then
undertaken to appraise the cost-effectiveness of the proposed inter-
ventions and their relative utility in the contexts of opportunity
costs of investing in other policy areas. Active lines of research exist
across each strand exist for SEP—including e.g. high profile reports
documenting the presence of health disparities, studies investigating
their causal nature, change across time and potential amelioration
by intervention. For each plausible group by which health inequity
can be defined—such as religion, race, area of residence etc.—pro-
gress across these different aspects of research can be evaluated.

For genetic propensities and cognition, evidence is notably lack-
ing; something which social epidemiologists may wish to consider.
The consideration of these two controversial factors helps illustrate
that health inequities may exist across many more possible di-
mensions than typically considered. Continued epidemiological
evidence is required to inform such considerations across the mul-
tiple possible health equity stratifiers: evidence on their magnitude,
causal nature, change across time and potential reduction via
intervention.
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Is the study of genetic propensities within the remit of health inequalities
research?

In his viewpoint, Bann1 claims that social epidemiologists and
others working in health inequalities research should concern them-
selves with cognition and genetic factors. But do differences in
health between groups defined on the basis of cognition or genes
constitute health inequity?

There are many definitions of health (in)equity, including that of
Whitehead (cited in the viewpoint1) which, based on a review of the
literature, concluded that ‘health differences determined by [bio-
logical variation] would not normally be classified as inequities in
health’.2 It is arguable whether this definition needs to be updated in
view of more recent research.

Based on the Braveman and Gruskin3 definition of equity in
health as ‘the absence of systematic disparities in health (or in the

major social determinants of health) between social groups who
have different levels of underlying social advantage/disadvantage’,
Bann argues that this is applicable to genetic propensity for disease
because the disease may lead to social disadvantage. This is an ar-
gument of reverse causation: social position is determined by health
rather than the other way round. Traditionally, social epidemiology
has been thought of as the study of the social determinants of the
distribution of health across populations,4 but it seems reasonable to
extend this to improving our understanding of the social patterning
of disease and, as such, would include reverse causation.

The idea that genetic predisposition might influence health, and
this in turn impact on social position, differs from the suggestion by
Mackenbach5 that socioeconomic differences in health may be

Table 1 Multiple health inequity definitions and their applicability to socioeconomic, cognition and genetic determinants of health

Applicable to the following exposures, yes/no

Health equity/inequity definition (abridged) Socioeconomic

position

Cognition Genetic propensities

Whitehead (1992)7: ‘unnecessary, avoidable, unfair and unjust’ Arguably yes Arguably yes Arguably yes

Braveman and Ruskin (2003)8: ‘Health equity is the absence of

systematic disparities in health (or its social determinants)

between more and less advantaged social groups.’

Arguably yes Arguably yes, assuming in a

complex society lower

cognition leads to relative

social disadvantage

Arguably yes, assuming that genetic

propensities may cause health and

social differences in outcomes

which result in social disadvantage

Porta (2008)9 health equity: ‘Fairness and impartiality in any

health related determinant or outcome’

Arguably yes Arguably yes Arguably yes

Norheim and Asada (2009)10: every group should have equal

health unless it makes others less healthy or it is not possible

to improve it

Arguably yes Arguably yes Arguably yes
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