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Foreword

by Angela P. Harris and Georges C. Benjamin

In this foreword, we (Harris, a legal scholar,
and Benjamin, a public health scholar) offer
some reflections on the “health justice”
framework. The World Health Organization
describes health as “a state of complete physi-
cal, mental, and social well-being and not
merely the absence of disease and infirmity.”
This definition of health is a holistic one,
reminding us that 80% of what makes peo-
ple healthy occurs outside the doctors office
and that social drivers may either hinder the
quest for health or help improve it. Health is
a fundamental human right under the United
Nations’ Universal Declaration of Human
Rights, but not under U.S. law. Nevertheless,
in order for the people of this nation to benefit
at the highest level from the human right to
health, we must have just and equitable social
systems and a framework of accountability
through law, policy, and social norms.

In the past few decades, the United States
has seen an explosion of organizing and policy
frameworks that incorporate the word justice:
environmental justice, reproductive justice,
water justice, land justice, food justice, data jus-
tice, and more. These “[x] justice” frameworks
share at least three central commitments.? First,
they analyze social inequalities as the outcome
of structural oppression. For example, as the
authors of this book explain in the Introduction,
“laws, policies, and deeply rooted norms and
practices have far more to say about the health
and well-being of individuals and the commu-
nities they form than do human biology, indi-
vidual behavioral choices, and access to medical

© Johnny Miller/Unegual Scenes

care services.” Without conscious and persistent
policy intervention across institutions, struc-
tural inequalities reproduce themselves across
space and time. Moreover, structural inequali-
ties appear in the lives of individuals, families,
and groups along preexisting power differentials
that interlock and overlap in complex ways, a
phenomenon that legal scholar Kimberlé Cren-
shaw calls “intersectionality.”

Second, the health justice framework,
like other [x] justice frameworks, adopts a
social change perspective in recognition of
how structural inequalities affect existing
institutions and professional discourses. For
instance, as this book explains, as a result of
historical racism and sexism, discourses of law
and public health tend to emphasize universal-
ist and individualist policy interventions, even
though such interventions fail to address the
structural root causes of unjust disparities.*
Social movements are essential to structural
change. They can shift the policy landscape
quickly, moving the needle of public opinion.
They can also effectively challenge oppressive
norms and analytical blind spots within elite
discourses. Indeed, several justice frameworks,
including those used in environmental justice
and reproductive justice, emerged in reaction
to blind spots in established legal, scientific,
and policy frameworks.” Health justice, like
these other frameworks, seeks to remedy his-
toric oppression and work toward a future in
which, as the authors of this book put it, “all
people have the opportunity to reach their full
health potential.”

© Jones & Bartlett Learning LLC, an Ascend Learning Company. NOT FOR SALE OR DISTRIBUTION.
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xii Foreword

Third, the health justice framework, like
other [x] justice frameworks, provides a holis-
tic language for addressing human flourishing.
As this book emphasizes, the drivers of health
and disease exist at multiple scales, from the
planetary (as we have witnessed during the
COVID-19 pandemic) to the individual. Linked
to the global concept of “health,” the aspira-
tional language of “justice” calls our attention
to these multiple scales and challenges us to
imagine what it might look like to put human
health at the center of each one. For example,
“health law” conventionally focuses on the laws
and regulations that shape individual access to
health care services, such as the law relating
to insurance reimbursement for clinical care.®
“Health justice” asks us to imagine—as this book
does—how purportedly non-health-related
legal arenas, such as the carceral system, affect
human health. What might it mean to orient
all political, economic, and social institutions
around the promotion of human flourishing?

References
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Imagine a future where society focuses its
efforts on achieving equitable access to health
care and public health services, equity in the
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Introduction

The photograph on the front cover of this
textbook is of San Franciscos first “safe sleep-
ing village,” located in the shadow of City
Hall and opened during the early months of
the COVID-19 pandemic. The city had long
resisted authorizing homeless-tent encamp-
ments, but the pandemic ultimately forced
San Francisco—along with several other cities
in the United States—to embrace the idea, at
least temporarily, in the name of safeguarding
unhoused people against the pandemic.

Putting aside the fact that no reasonable
person should be euphemistically referring
to that encampment as a “village” and despite
the fact that its occupants have access to food,
water, toilets, showers, and health care, read-
ers of this textbook should, in our view, be
clear-eyed about what the photo represents:
structural inequity, systemic disadvantage,
concentrated deprivation, flawed social safety
nets, and major wealth inequities. Put differ-
ently, the photo represents the opposite of
health justice, which we define to mean that
all people have the opportunity to reach their
full health potential through the recognition of
two things: (1) that individual and population
health and well-being are primarily driven by
upstream  structural factors (laws, policies,
practices, and systems) rather than by genet-
ics and individual behaviors or choices and
(2) that health justice is impossible unless the
human rights, civil rights, value, and dignity
of all people are acknowledged and actively
fostered. The meaning of health justice is dis-
cussed more fully in Chapter 1.

This textbook aims to acknowledge,
describe, analyze, and spur change to the root
causes of the many types of health injustices

© Johnny Miller/Unegual Scenes

exemplified by the image on the front cover,
which in turn translate into the nation’s rela-
tively poor health and well-being. These root
causes—oftentimes referred to as “structural
drivers” for reasons explained later—include
laws, policies, systems of governance, and
societal norms and practices that are, in many
cases, deeply grounded in history. Just a few of
the questions explored in this book include:
Are current laws designed to ensure that
people can optimize their health over their life
span? What can we observe about how laws
actually operate as opposed to how they were
intended to operate? By what methods should
stakeholders evaluate the effects of laws and
policies? In an intensely polarized environ-
ment, when cultural factors seemingly play
an outsized role in political participation and
social solidarity, how can policymakers be
convinced to act in ways that benefit all people
rather than narrow constituencies? These are
not mere theoretical questions; as you will dis-
cover, laws, policies, and deeply rooted norms
and practices have far more to say about the
health and well-being of individuals and the
communities they form than do human biol-
ogy, individual behavioral choices, and access
to medical care services. This is a key assertion
of this textbook, and it bears restating in vari-
ous ways:

e Structural drivers—laws, policies, sys-
tems, practices—are leveraged by those
in power to determine whether resources,
opportunities, and ultimately well-being
are equally distributed or unjustly distrib-
uted based on characteristics such as race,
ethnicity, gender, social class, and so on.

xvii
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Introduction

Health inequities (defined in Chapter 1)—
whether based on race, ethnicity, socio-
economic status, age, geography, lan-
guage, gender, disability status, citizen-
ship status, sexual identity and/or sexual
orientation, or other categories—stem
primarily from structural drivers, not
from biological differences or solely from
individual decisions around health behav-
iors such as tobacco/alcohol/drug use,
sexual practices, diet, or exercise.

Of the various factors that drive health
injustice, most operate on a level outside
the control of individuals and communi-
ties, and most exact a toll on individu-
als and populations long before people
actually become unwell. This effectively
means that at the individual and com-
munity level, there may be no amount of
knowledge, health-promoting behavior,
or political engagement that will actually
make people physically, mentally, or emo-
tionally healthy or even healthier.

Of the various factors that drive health
injustice, most are mutable. Existing laws
and policies that have created inequitable
systems and enabled unfair practices need
not be permanent; they can be changed.
These laws and policies represent choices
we make as a society.

If structural drivers are utilized by those
in power to shape society and distribute
resources, opportunities, and wellness,
then the conditions and material cir-
cumstances that result from the design
and operation of those structures can be
thought of as social drivers (or “social
determinants”) of health (more fully
defined later and in Chapter 1). Stud-
ies have shown that over the course of
one’ life span, social drivers—education,
housing, access to health insurance, envi-
ronmental factors, access to healthy foods,
and the like—may account for fully 80%
to 90% of the modifiable contributors to
healthy outcomes.!

One crucial and undeniable aspect of
structural drivers of health is that some of
the nation’s laws, policies, norms, and prac-
tices date back to the founding of the coun-
try—which is to say, they are rooted in a time
marked by overt, legally sanctioned racism
and discrimination. Indeed, Americas earli-
est social mores, economic systems, and laws
were conceived during an era of genocide,
enslavement, and legalized racial oppression,
as North America colonizers tortured Native
Americans and Black Americans alike. As
barbaric as this treatment was, its long-term
consequences have been equally damaging:
centuries of race-based prejudice, discrimina-
tion, and injustice that flow from laws, poli-
cies, and societal practices that perpetuate the
myth that People of Color are inferior to White
people. This is called systemic racism (which,
as you will read about in Chapter 1, includes
discrimination), and it remains a devastat-
ing driver of health even today, as the legacy
of racialized laws, policies, and practices are
carried through generations, generally relegat-
ing People of Color—Black and Indigenous
people, in particular—to a lower social, finan-
cial, educational, and health status relative to
White people. Systemic racism refers, quite
literally, to discrimination that is woven into
the fabric of society, and it has left an indelible
mark on the health of People of Color (and, it
should be noted, frequently on impoverished
people of all races and ethnicities), who have
been systematically excluded from the health-
promoting resources and opportunities neces-
sary for maximal health outcomes.” The U.S.
Centers for Disease Control and Prevention,
the American Medical Association, and the
American Public Health Association all agree,
as each one has declared systemic racism to be
a public health crisis.

One of the many ways that systemic rac-
ism affects health is through the fostering of
racial wealth gaps. As you will read below and
in others parts of this textbook, wealth and
health are closely correlated: The wealthier are
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generally healthier, and the better one’s health,
the easier it is to amass wealth. Alongside that
axiom sit more than 400 years of federal and
state housing and education law and policy
that have largely benefited White households
and in some cases completely excluded Black,
Latinx, and Asian people. For example, today,
the typical White household holds 10 times
more wealth than the typical Black household.

The health effects of systemic racism
are also evident in the COVID-19 pandemic,
which set in motion the worst economic,
social, and health crisis since World War II.
The loss of lives, homes, jobs, opportunities,
and connections has been felt across the globe
and the country. But the pandemic’s burden
has fallen disproportionately on historically
marginalized populations, including Commu-
nities of Color and women, LGBTQ+ individu-
als, and people with disabilities of all races
and ethnicities. For example, across every
facet of the pandemic—susceptibility, expo-
sure, infection/hospitalization/death rates, job
loss, ability to pay rent/mortgage, and more—
Communities of Color have been far more rav-
aged than those of White people. Data released
during the writing of this book indicate that
between 2018 and 2020, White Americans
lost 1.36 years of life expectancy, while Black
Americans and Hispanic Americans lost 3.25
years and 3.88 years, respectively.’

Similarly, women have disproportionately
experienced economic harm and stress from
the pandemic due to their traditional caretak-
ing roles; they were more likely than men to
become unemployed during the pandemic.
Women in low-wage jobs—particularly Black
and Latina women—are also more likely to
be deemed “essential workers” (e.g., those
who work in health care, the service indus-
try, and agriculture), which both amplified
their job loss (in industries that shut down)
and heightened their exposure to COVID-
19 when they could not work from home.
Furthermore, LGBTQ+ people, who have
long endured stigma and social alienation,

Introduction xix

experienced higher rates of mental health and
substance use problems during the pandemic;
systemic barriers to health care and reinforced
social stigma likely played a part. People with
disabilities also experienced greater isolation
during government shutdowns than nondis-
abled individuals. In a nutshell, the pandemic
illuminated in stark terms the long-standing
linkages between one’s social status and the
opportunity to maintain health. Indeed, while
COVID-19 may be the technical “cause” of
much of the national destruction that began
in early 2020, that’s only true to a point; for
People of Color and other historically margin-
alized populations, the real cause is properly
located in centuries of systemic racism that
permitted COVID-19 a foothold that simply
was not available to it in other communities.
This point will be elucidated at various places
throughout this text.

Before giving way to a description of
the specific topics covered in the textbook,
this introduction contextualizes the concept
of health justice by touching briefly on four
overarching topics, all of which are more fully
discussed at later points:

1. Wealth equals health—and the United
States currently faces historically high
levels of economic inequality.

2. Social factors play a critical role in indi-
vidual and population health.

3. US. society is too willing to medical-
ize social needs and criminalize social
deficiencies.

4. There is no across-the-board right to
health, health care services, or health
insurance in the United States.

Wealth Equals Health

The United States is, unfortunately, a prolific
purveyor of both wealth and health inequi-
ties. As to the former, it is widely understood
that income inequality in the United States is
greater than in any other high-income nation,
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has been growing for decades, and currently
rests at historically high levels, with the top
1% of earners taking home nearly a quarter
of the nation’s income. As to the latter, while
health inequities are a global concern, it is well
known that they are more acute in the United
States than in all other wealthy nations. These
two facts are linked: In the United States, a
person’s or community’s wealth effectively
determines that person’s or community’s over-
all level of health; in turn, one’s level of health
affects one’ ability to improve upon his/her/
their economic status, since it is exceedingly
difficult to overcome the forces associated with
low economic status without good health.
Consider the following:

e The risk of dying before the age of 65 is
more than three times greater for those
with low socioeconomic status (SES) than
for those with high SES.*

e Almost every chronic condition, includ-
ing stroke, heart disease, and arthritis,
follows a predictable pattern: Prevalence
increases as income decreases.’

e People living in poverty are dispropor-
tionately burdened by higher crime
rates (which can lead to injury and poor
mental/emotional health), decreased resi-
dential home values (which further con-
tributes to the wealth—health cycle), and
higher health care costs.®

e Poor and middle-class individuals pay a
larger share of their incomes for health
care than do the affluent, thereby deepen-
ing inequities in disposable income.’

e Because health care indebtedness is the
single largest cause of personal bank-
ruptcy, many low-income individuals
forego needed health care rather than risk
indebtedness.

Taken together, the literature on the con-
nection between wealth and health provides
“overwhelming evidence that economically
disadvantaged groups have poorer survival
chances and a higher mortality rate, die at a

younger age, experience a blighted quality of
life, and have overall diminished health and
well-being when compared to other mem-
bers of society” This wealth—health con-
nection ties in with the other overarching
topics you will next read about: The nation’s
treatment of health care as a commodity
makes it more difficult for people stuck on
the lower rungs of the SES ladder to achieve
good health, and economic deprivation is a
type of social driver that would require pur-
poseful correction if health justice is to be
achieved.

The Role of Social
Drivers in Individual
and Population
Health

According to the U.S. Department of Health
and Human Services, social drivers of health
are those “[c]onditions in the environments
in which people are born, live, learn, work,
play, worship, and age that affect a wide range
of health, functioning, and quality-of-life out-
comes and risks.” There are many examples
of these types of social factors—neighborhood
conditions (including the amount of crime
and violence), housing quality, early child-
hood education and development, economic
stability, access to transportation, employ-
ment status, access to sufficient amounts of
healthy food, access to health care services,
a community’s level of social cohesion—and
they are key drivers of health and health care
inequalities (defined in Chapter 1). Sadly, the
overall level of these inequalities has been on
the rise in the United States over the past sev-
eral decades and is now among the highest
in high-income countries as measured by dif-
ferences, for example, in life expectancy, the
number of people who are uninsured, and
the amount of money that individuals spend
on health care needs relative to their overall
income.

© Jones & Bartlett Learning LLC, an Ascend Learning Company. NOT FOR SALE OR DISTRIBUTION.



One immediate takeaway for readers
is that the conditions in which people live,
work, and play have an enormous impact
on individual (and thus community) health
irrespective of whether a person ever sees
the inside of a physician’s office. To better
understand this, consider for a moment dif-
ferences in life expectancy, one of the metrics
frequently used to comparatively measure
health inequality. At time of birth, life expec-
tancy in the United States can vary by 20 years
or more, depending on the location in which
a person is born. For example, the next baby
born in Summit County, Colorado—which is
nearly 95% White—has a life expectancy of
approximately 87 years. The next baby born
in Ogala Lakota County, South Dakota—
which is nearly 95% Native American—has
a life expectancy of approximately 66 years.
One can drive from one county to the other
in about 7 hours. Even starker, perhaps, is
an example from Philadelphia, Pennsylva-
nia. A child born today in the area covered
by the 19106 zip code—near the Delaware
River and the famed Liberty Bell—has a life
expectancy of 88 years. Less than four miles
away in the area covered by the 19132 zip
code, a child’s life expectancy at birth is just
68 years. That 20-year difference represents
approximately 1 year for each minute it
takes to drive between the two locations. In
these examples you get a sense of why social
and environmental factors are more signifi-
cant drivers of health than either genes or
access to health care services: No number of
“good genes” or doctor visits could ever cor-
rect these differences in life expectancy, but
realigning social factors that influence health
could dramatically level the playing field. In
fact, the concept of “luck egalitarianism”—
the idea that justice requires correcting dis-
advantages resulting from brute luck—has
gained ground in recent years, including in
the context of health and health care.!* If
the nation did more correcting of this type,
it could reduce the differential burdens of
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key drivers of health, in turn reducing health
inequalities and moving closer to achieving
health justice.

Society Medicalizes
Social Needs and
Criminalizes Social
Deficiencies

Next, we contextualize the concept of health
justice by focusing briefly on the ways in
which the nation underappreciates and mis-
construes the role played by social supports in
the overall health of the population. To begin,
review Figure 1.

Note how, as a percentage of gross domes-
tic product (GDP), combined U.S. spend-
ing on health and social care sits right in the
middle of the pack when compared to some
other high-income nations. But the real story
resides in how the country spends that money:
Unlike every other nation represented, the
United States spends more money on health
care than on social care (services targeting
education, housing, nutrition, poverty, and
the like), and it spends less money on social
care (as a percentage of GDP) than every other
nation. Given these spending patterns, read-
ers might think that while the United States
spends less than perhaps it should on social
care, its runaway spending on health care ser-
vices would nonetheless keep the population
relatively healthy. Unfortunately, this is far
from the case. Compared to most other high-
income countries, the United States actually
has similar or worse outcomes on several key
measures of health, including maternal health,
infant mortality, and chronic disease preven-
tion. What may be occurring is that instead of
spending money on supports and programs
that could keep people healthy (or healthier)
in the first instance, the nation is overspending
on relatively expensive medical treatments and
procedures once individuals become ill'! and
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Figure 1 Health and social care spending as a percentage of gross domestic product (GDP)

Reproduced from The Commonwealth Fund. Health and Social Care Spending as a Percentage of GDP (Exhibit 8). Retrieved from: https://www.c

us-health-care-global-perspective.

then sending people back into communities
that lack sufficient social supports, thus start-
ing the cycle over again. This is what we mean
when we say that the United States “medi-
calizes” social needs: Essentially, health care
services are compensating for a lack of social
services spending.

In addition to medicalizing social needs,
our society too often criminalizes social defi-
ciencies. Let’s use the lack of affordable hous-
ing as the first example of a social deficiency.
No state in the United States has an adequate
supply of rental housing affordable and avail-
able for low-income households, and the
same can be said for every major metropolitan
area.'” Making matters worse, the poorer the
household, the worse the situation, as fami-
lies with incomes in the bottom 15% of all
earners face the prospect of just 17 affordable
units available per 100 households. Two root
causes of these deficiencies include a lack of
investment in affordable housing develop-
ment and generally relentless rent inflation,

which usually hits the lowest-income earners
the hardest.

briefs/2015/oct/

d.org/publicati

The lack of affordable housing—coupled
with the lack of available shelter space, which
represents another social deficiency—subju-
gates hundreds of thousands of people to a life
on the streets, as illuminated by the picture on
the front cover. Being unhoused often prompts
responses from law enforcement, particularly
as states and localities pass laws and ordinances
making it a crime to perform life-sustaining
activities (e.g., eating, sleeping, begging, etc.)
in public spaces. Interactions with police,
in turn, can have terrible consequences for
people already struggling to survive, as some
people without adequate shelter have their
personal property destroyed, some are pushed
out of the urban centers that tend to have more
reliable social supports, some accumulate fines
they cant afford to pay, and many develop
criminal records, which makes it more diffi-
cult to secure employment or housing. Addi-
tionally, many unhoused persons who come
into contact with the police are temporarily
incarcerated, which in itself can be devastat-
ing: Research indicates that being incarcerated
for even just a few days can adversely impact
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future chances of employment and the well-
being of dependent children. (It is worth not-
ing that incarcerating unhoused persons costs
two to three-times as much as providing long-
term supportive housing.)

A second example—this one related to
the nation’s mental health and substance use
crises—drives home the point about how
society too easily criminalizes social deficien-
cies. To start, it is important to understand
that compared to every other nation in the
world, the United States has the highest incar-
ceration rate: Approximately 640 people for
every 100,000 residents are in U.S. jails and
prisons, while only two other countries (El
Salvador and Rwanda) top 500 people per
100,000 residents, and virtually all other
nations are below 350 people per 100,000
residents.'* The median rate is approximately
150 prisoners per 100,000 residents. Another
way to understand the nation’s incarceration
rate is to grasp that while the United States
has only 5% of the world’s population, it has
nearly 25% of its prisoners—which equates
to approximately 2.2 million people on any
given day. It must also be noted that U.S. pris-
ons and jails are disproportionately populated
with members of racial and ethnic minority
groups. For example, while People of Color
make up just over 30% of the general popula-
tion, they comprise more than half of the jail/
prison population.”” While Blacks make up
approximately 13% of the nation’s population,
they account for 28% of all arrests, 40% of the
incarcerated population, and 48% of people
serving life, life without parole, or “virtual life”
sentences.'® And Native Americans are incar-
cerated at more than twice the rate of Whites,
while Latinxs are held under state jurisdiction
at 1.7 times the rate for Whites.'” Emerging
research indicates that this level of mass incar-
ceration may be harming entire communities
and contributing to health inequities in the
United States.'®

A few of the factors driving the U.S. incar-
ceration rate have more to do with criminal
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justice policy than social care deficiencies.
For example, the move to mandatory mini-
mum sentences and the implementation of
tough-on-crime policies—including “three-
strikes” laws and requirements that prisoners
serve at least 85% of their sentences—help
keep prisons well stocked. But another sig-
nificant driver of the incarceration rate is
society’s unwillingness to grapple with its
mental health and substance use crises. A
majority of jail and prison inmates report
mental health concerns, and studies have
shown that some two-thirds of jail inmates
meet standards for a diagnosable substance
abuse disorder.' Overall, most of prisoners
suffer from either drug addiction or mental
illness, and many suffer from both.?® Indeed,
the number of individuals with serious men-
tal illness in prisons and jails now exceeds by
10 times the number in state psychiatric hos-
pitals, and there are more people behind bars
for a drug offense than the number of people
who were in prison or jail for any crime in
1980.%' Essentially, prisons and jails have
become a stand-in for treatment clinics and
rehabilitation facilities. Rather than provide
prevention, treatment, and other supports in
the first instance to individuals who suffer
from treatable mental health and substance
use disorders, society defaults to the more
dangerous, less effective, and more expen-
sive option—criminalizing behavior that
often results from illness. (The U.S. carceral
state and its effect on health and well-being
are discussed in detail in Chapter 9.)

No Generalized Right
to Health, Health
Care, or Health
Insurance

The final topic worth touching on at this
early stage is that there is no universal right
to health, to health care services, or even to
insurance coverage of health care expenses in
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the United States. This sets the country apart
from every other high-income nation and
from some middle- and low-income coun-
tries as well. The key distinction is that the
United States generally treats access to health
services like it treats access to food, shelter,
and vacuum cleaners—which is to say, one
is welcome to them if one can afford them—
while other high-income countries generally
accept that basic human rights standards
include a distinct right to health care services.
In the former instance, health care services
are viewed as a commodity, whereas in the
latter case, health care is seen as a public
good worthy of promoting through wealth
redistribution.

The choice to commodify health care ser-
vices—and therefore exclude tens of millions of
people from being able to afford them—comes
with significant costs to society, and many of
the more obvious costs are discussed at points
throughout this text. At the same time, there
are less obvious ways in which our for-profit
health care system harms people. For exam-
ple, one consequence of the nation’ failure to
grant equal access to health care services is to
actually make people feel excluded. Indeed,
access to health insurance and health care ser-
vices functions as a type of social institution,
in that having access to these goods shapes
behaviors, offers the potential for upward
mobility, and fosters feelings of belonging and
dignity. The reverse is also true: “In addition to
the stress, powerlessness and social disrespect
that have been shown to be associated with
poorer health status, [uninsured individuals’]
awareness of their disadvantaged social status
has the potential to undermine self-respect
and their sense of themselves as the moral
equals of the more fortunate members of soci-
ety Furthermore, “where state and local
governments have made a concerted effort to
integrate marginalized populations into the
health care system, researchers find greater
connectedness, collaboration, and feelings of
a shared fate.”*

The topics previously summarized have
common threads: They are “structural” in
nature, they deeply affect health and well-
being, and they are changeable. Economic
inequality, affordable housing shortages, and
a commodified health care system are soci-
etal policy choices, not laws of nature. They
are, without debate, hugely significant drivers
of health that fall outside the control of indi-
viduals and have nothing to do with how
individuals choose to live their lives. And
they all could be modified and improved, and
rather quite easily, provided that population-
wide welfare—the chief object of social jus-
tice—was the goal. In the end, this becomes
the primary aim of those committed to health
justice: To understand that health injustice
results from a range of unmet human needs
that are not experienced evenly across popu-
lations; to accept that the United States has
the means to both ameliorate and prevent this
type of disuniform deprivation; and to strive
for a framework of laws, policies, systems, and
practices that effectively rewrite the nation’s
existing social contract in favor of one that
actually secures the opportunity for optimal
health and wellness for everyone.**

Rationale for and
Structure of Essentials
of Health Justice

This textbook was originally conceived as a
primer that would serve as a companion to
another textbook in a course on law, medicine,
public health, nursing, or health care adminis-
tration in which health justice was just one of
many covered topics. That was in the spring of
2017, and while stand-alone courses on health
justice existed, they were not widespread and
rarely more than one credit in scope. The
social, political, and health events of the inter-
vening years have reshaped what it means to
study, teach, and work in the health justice
space. Criminal justice reform is now regularly
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viewed—at least among most academicians
and some policymakers—as a health justice
concern. So, too, are voting rights and rights to
a quality education. Efforts to promote oppor-
tunity and prosperity for all while reducing
persistent wealth inequities now comfortably
fall under the health justice umbrella, as do
many other topics not historically linked to the
study of “health justice.” As a result, profes-
sors and students across a range of disciplines
are seeking textbooks that holistically analyze
entrenched health injustice in the United
States and that can serve as the primary text
for an extensive variety of courses that fall
along a health and social justice spectrum.

This edition of Essentials of Health Justice
reflects the events of the past 5 years. It has a
new subordinate title—the “Primer” designa-
tion has been replaced with “Law, Policy, and
Structural Change”—is double the length of
its predecessor, and covers a far wider range
of topics than did the previous book. Essen-
tials of Health Justice: Law, Policy, and Structural
Change is divided into five parts. Part I pro-
vides context and background. Chapter 1 cov-
ers definitions, theories, and frameworks that
influence conceptions of health justice, while
Chapter 2 describes lessons learned from
a diverse range of past social justice move-
ments. In Part II, the legal underpinnings of
health injustice are discussed from four differ-
ent vantage points. First, Chapter 3 considers
how each of the three branches of government
operates in ways that can hamper widespread
health justice. Chapter 4 then covers an array
of health-harming legal doctrines, including
the no duty to treat principle and the “nega-
tive Constitution.” Chapter 5 describes health
justice through the lens of human rights, a
perspective that is too often missing in U.S.
policy making and jurisprudence. Chapter 6
completes Part Il by focusing on legal theories
related to proving discrimination.

Across three chapters, Part III describes
the role of structural inequity in health
injustice. Chapter 7 covers socioeconomic
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inequality, Chapter 8 gives attention to
place-based health inequities, and Chapter 9
details the role of the American carceral state
in shaping population health and wellness.
Part IV tackles health justice for historically
excluded populations, including Asian, Black,
Indigenous, Latinx, and other People of Color
(Chapter 10);immigrants (Chapter 11); women
(Chapter 12), LGBTQ+ people (Chapter 13),
and people with disabilities (Chapter 14).
Finally, Part V lays out a more vibrant health
justice agenda. Chapter 15 summarizes exist-
ing efforts to achieve health justice, includ-
ing medical care system innovations and
public health initiatives that target structural
change. Lastly, Chapter 16 offers new direc-
tions for addressing the root causes of health
injustice through community empowerment,
policy change, multisector policy advocacy,
and a reframing of health justice that lever-
ages human rights perspectives. The text con-
cludes with a call to action to recognize and
affirm that the lives of medically and socially
vulnerable populations can be immeasurably
improved by respecting those populations’
right to health justice.

It is our hope that this textbook provides
a useful frame for instructing students from
different disciplines about the structural role
of law in health and well-being, illuminates
for students the particular pathways between
social policies and the injustices they can cre-
ate, and offers students concrete ideas about
how to practice health justice advocacy skills.
By delving into the historical, structural, and
legal underpinnings of racial, ethnic, gender-
based, and ableist inequities in health, readers
will explore (1) how health and justice inter-
sect; (2) how law and policy structure medi-
cal, public health, and other social service
systems in the United States; (3) how extant
social structures lead to inequities that dispro-
portionately harm particular populations; and
(4) how health and other social systems could
be reshaped to be more responsive to health
Injustice.
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