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1. Introduction

A strong evidence base (Krieger, 2014; Marmot and Allen, 2014; Conrad and Barker, 2010;
Adler and Stewart, 2010; Williams and Collins, 2001; Crocker and Major, 1989) offers
important, while arguably, incomplete conceptualizations of the causal factors contributing
to differences in specific health outcomes between groups defined by demographic
characteristics such as socioeconomic position, race, ethnicity, and gender. Focusing on the
magnitude of group differences in the prevalence or incidence of a specific disease outcome
has yielded an incomplete assessment of the ways in which structural inequity breeds
health inequity (Ward et al., 2019). Such counterfactual methods of measuring disparities
necessitate the assumption of a normal or optimal health state, which has traditionally

been based on outcomes observed among individuals occupying what many social theories
(Turner and Avison, 2003; Krieger, 1990; Crocker and Major, 1989) consider the most
privileged social position in the United States: White men. This approach does correctly
assert that social disadvantage unjustly de-prives individuals of access to optimal health
states. However, the White male referent overlooks two important considerations: one,

that many health-impacting processes are not comparable across social groups due to the
interdependency of these processes with social group membership (Bey et al., 2016, 20183,
2018b, 2019; Schwartz, 2017; Slavich and Irwin, 2014; Harnois and Ifatunji, 2011), and two,
that unjust advantage can also be disruptive of optimal health (Bey et al., 2016; Fujishiro,
2009), an idea which challenges the notion of the White male as a model of health.

Researchers have debated extensively on the challenge of establishing norms of health
(Metzl, 2003, 2009; Amundson, 2000). The aim of this work is not to further engage

this discussion but rather to contend that like illness resulting from relative deprivation,
there are pathologies which arise from relative excess. Socially-constructed dominance and
subordinance each confer vulnerability to specific diseases and resilience against others. A
more accurate characterization of the mechanisms by which structural inequity acts to yield
unequal health requires reconceptualizing notions of health and illness to be more inclusive
of the often normalized symptoms of pathology exhibited by members of dominant-status
groups.
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An alternative approach considers a different measure of health disparity across socially-
defined groups: the types of health and disease symptoms that are most prevalent within
each of these groups. This approach allows for a broader view of the social patterns of
health, one which, | will argue in this paper, positions hierarchical social conditions as
detrimental even to the health of those occupying so-called “advantaged” positions. From
this vantage point, we can see that structural inequity acts as a ubiquitously stressful
environment that predisposes individuals to pathologies characteristic of their particular
social position, and further, that status-based illnesses often manifest in practices that
reinforce these social hierarchies.

In this paper, I present a new framework, the Identity Vitality-Pathology (IVVP) model
(formally Identity Pathology model (Bey et al., 2019), which approaches the assessment of
health disparities from the perspective that many prevalent diseased or disordered states are
identity-driven symptoms of structural inequity differentially manifest based on the unique
ways in which groups located within varying social tiers adapt to the chronic stress of

a ubiquitous pathogenic environment. My specific objectives are three-fold: to introduce
the concept of VP, a spectrum of health-determining identity characteristics that spans
from health-promoting (vitality) to health-damaging (pathology); to outline a biologically-
plausible role for identity as a moderator of the effects of structural inequity on healthy
life expectancy, and to propose identity as an underexplored source of resilience that must
necessarily be leveraged in order to effectively engage in the long work of deconstructing
the inequitable social systems at the root of health inequity. | conclude with implications
for alternative strategies to intervene on the health impacts of structural inequity, and for
application of the I\VVP framework to epidemiologic research.

Existing theory from which the Identity Vitality-Pathology (IVP) framework draws

Structural inequity has been characterized as a “surround” (Krieger, 2014), a ubiquitous
(although not ineluctable) environment conducive to the biopsychosocial processes that
manifest as health inequities. The novel IVP model integrates existing theories in asserting
that all processes which influence health are therefore a product of efforts to eliminate,
profit from, adapt to, and/or cope with the constant pressures generated by inequitable social
conditions.

At the root of these health-impacting processes is the categorization of individuals

into distinct social tiers based on observable physical traits. Historically-rooted practices
(Krieger, 2014; Smedley, 2007; Crocker and Major, 1989) have ensured the persistence

of social hierarchies in the U.S. since the country’s inception. The most prevalent are
determined based on physically distinguishable characteristics such as skin color, biological
sex, or physical ability, in addition to less readily identifiable traits such as those associated
with socioeconomic position or sexual orientation. The hierarchical categorization of
innumerable human characteristics creates a matrix of social value that often renders the
salience of hegemony situational. However, White and male supremacy codified into the
U.S. legal and social structure have ensured a stable hierarchy in which whiteness and

the masculine preside, while blackness and the feminine occupy the lowest tiers (Smedley,
2007; Kawachi et al., 2005; Butler, 1990; Crocker and Major, 1989). The rights, privileges,
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and restrictions associated with each stratum in this hierarchy may vary geographically and
across several other identity traits but are nevertheless imposed on any individual whose
physical characteristics meet the criteria for each tier.

Another fundamentally damaging aspect of structural inequity is that it drives the prevalent
tendency to attach the value of a human being to that human being’s social identity tier.
Despite cultural variation in what fulfills concepts of self-worth (Crocker and Park, 2004),
human beings have a fundamental need to feel a sense of value, or a basic belief that

one’s existence is contributing something measurably positive to the processes of the living
world (Crocker and Park, 2004; Crocker, 2002). Concepts of self-worth are primarily learned
through interactions with others and the social institutions in which individuals initially
participate involuntarily from birth (Baumeister and Leary, 1995; Crocker and Park, 2004).
These interactions and institutions reside in an omnipresent context of structured social
hierarchy, which dictates how value and worth are attributed to one’s position in that
structure. The higher the social ranking of the group, the more valued the individual (Pratto
etal., 1994; Blumer, 1958).

These hierarchies are reflected in notions of male and White supremacy (Jardina, 2019;
Butler, 1990), in economic marginalization (Marmot and Allen, 2014), in ethnocentrism, in
ablism (Amundson, 2000), etc. Whether consciously or unconsciously, individuals come to
recognize the social value of the group to which they and others are assigned (Leach et al.,
2008; Crocker and Major, 1989; Blumer, 1958). This recognition leads to internalization
of a socially-constructed “value”, whereby individuals measure their own self-worth, rights,
and entitlements against the way they perceive society’s valuation of the group to which
they perceive themselves as belonging (Crocker and Park, 2004; Hughes and Demo, 1989;
Romero and Roberts, 2003) Appraisal of others’ worth similarly considers the social status
they are assigned as a result of readily identifiable characteristics such as race and gender
(Quillian, 2008; Fein and Spencer, 1997; Blumer, 1958).

In addition to shaping the external social processes that separate individuals into specific
social positions according to observable characteristics and assign corresponding value,
structural inequity influences internal processes that govern the acquisition of social identity
paradigms into one’s self-concept. It has been long established that identity paradigms, or
the ways in which individuals conceptualize the “self”, are influenced by the social tiers they
occupy (Blumer, 1958). Socially- and culturally-embedded messages serve as repositories
for ideas which outline criteria for membership in distinct social groups; the attitudes,
behaviors, ideals, and entitlements unique to these groups; and the social value of each
group as dictated by the group’s position in the social hierarchy (Jardina, 2019; Blumer,
1958). This process describes the social construction of identity categories (for example,
race and gender). As individuals are exposed to the social and cultural cues that trigger
awareness of the group(s) to which they are assigned based on their own external physical
characteristics and ancestry, they acquire a set of beliefs from which they consistently draw
in defining their own identities. This secondary process of localizing self within an identity
paradigm describes the adoption of a socially-constructed identity, or self-investment (Leach
et al., 2008).
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Social group identification is typically thought to encompass three independent but related
aspects of self-definition and self-investment: identity ideology, identity regard, and identity
centrality (Leach et al., 2008). Ideology refers to the paradigms or sets of beliefs one

draws from in defining one’s social identity (Leach et al., 2008; Tajfel and Turner,

1986). Regard captures the perception of one’s social identity as positive or negative, an
appraisal dependent largely on perceived value (Leach et al., 2008; Crocker and Park, 2004).
Centrality describes how integral to one’s self-concept one ranks a specific identity, as well
as the frequency with which one intentionally or unintentionally accesses that particular
social identity in navigating the environment (Leach et al., 2008). These three aspects

of social group identification have been independently shown to be both protective and
damaging to health (Yip, 2018; Forsyth and Carter, 2012; Smart Richman and Jonassaint,
2008; Fujishiro, 2009; Leach et al., 2008; Crocker, 2004; Baumeister et al., 2003). Further,
identity ideology, regard, and centrality are in concert believed to yield susceptibility to a
type of health-damaging stressor (Berjot and Gillet, 2011) termed identity threat (Steele et
al., 2002).

Encounters which challenge deeply-held beliefs about self and others can serve as identity
threats (Steele et al., 2002; Baumeister and Cairns, 1992; Festinger, 1957; Blumer, 1958).
When adopted identity paradigms incorporate socially-constructed notions of race and
gender, the process of self-identification necessarily yields a cognitive dissonance (Festinger,
1957) that is a root cause of identity threat. This dissonance, or psychological distress
caused by holding multiple contrary beliefs concurrently (Festinger, 1957), is based in
irreconcilable inconsistencies between socially-defined identity categories and observable
variation in human existence. In other words, rather than fitting identity paradigms to the
reality of human capacity and variation, social constructs of identity are created to maintain
hierarchical relationships between social groups and to force the adoption of realities which
instead fit these constructed identity paradigms. The process of maintaining these skewed
identity beliefs in the absence of dissonance can require subscription to, and ardent defense
of, the myths that legitimize the superordinance of one group over another (Pratto et al.,
1994; Davis and Jones, 1960; Blumer, 1958).

Baumeister (1991) previously proposed the notion of “personal” identity maintenance as

a source of substantial stress, particularly as self-image is damaged. More recent work
extends this theory in outlining how the physiological reaction to a perceived threat against
one’s social identity, like a perceived physical threat, entails activation of the hypothalamus-
pituitary axis (HPA) as the body responds to the mind’s perception of danger (Slavich and
Irwin, 2014). The stress stemming from a perceived threat to the fundamental ideas one
holds about one-self—one’s rights, privileges, abilities, and most importantly, one’s worth,
can be both acute and chronic. Experiencing interpersonal discrimination, for example, can
act as an acute identity threat (Berjot and Gillet, 2011). Recognition of structural inequity,
on the other hand, can be experienced as chronically stressful even in the absence of readily
identifiable stressors (Brosschot et al., 2018), as is evidenced in recent work on race-based
trauma (Forsyth and Carter, 2014). Chronic stress stemming from perceived devaluation

on the basis of one’s membership in a social group has been shown to exert a unique
physiological and psychological effect (Slavich and Irwin, 2014; Berjot and Gillet, 2011;
Harrell et al., 2003; Steele et al., 2002; Reynolds and Pope, 1991).
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In the context of toxic stress resulting from exposure to chronic stressors (Slavich and
Irwin, 2014; McEwen, 2000), sustained sympathetic activity can cause lasting physiological
changes to the structure and chemical activity of the brain (LeDoux et al., 1991; McEwen,
2000; van der Kolk and Bessel, 2005, 2014), and subsequently lead to the long-term
physiological dysregulation and associated epigenetic alterations underlying many chronic
mental and physical diseases (McEwen, 2000; Slavich and Irwin, 2014), as proposed by
geroscience theory (Sierra, 2016). The effect identity exerts on the experience of stress

is therefore predicated upon both the content of the identity (ideology) and the degree to
which it is centralized within an individual’s self-concept (Leach et al., 2008; Steele et al.,
2002; Berjot and Gillet, 2011). The more central the identity, the greater the potential for
health-damaging stress caused by identity threat (Leach et al., 2008; Steele et al., 2002;
Berjot and Gillet, 2011).

Traditional stress theory (e.g., Cassel, 1976; Lazarus and Folkman, 1984) further
complicates these narratives, however, by identifying stressor appraisal as a modulator of the
effect of stressor exposure on the stress response system. Further, strong evidence unpacks
psychosocial influences on stress appraisal and stress-related health behaviors (Bey et al.,
2019; Cassel, 1976). Affect and optimism, for example, have been shown to predict the
perception of stress associated with stressful events (Baumgartner et al., 2018; Eschleman

et al., 2012). Recent studies have also demonstrated variation in the association of optimism
and affect with stress-related health behaviors across ethnoracial groups (Boehm et al.,
2018; Ellis et al., 2015). This evidence, along with research identifying associations of
identity-related psychosocial traits with cognitive health (Gawronski et al., 2016; Sutin et al.,
2018), suggests a potential moderating role for psychosocial factors in the effects of chronic
stressors on aging and downstream health outcomes.

2. Novel theoretical contributions of the Identity Vitality-Pathology

framework

In this section, | will describe the novel theoretical contributions of the IVP framework,
which integrate and extend existing theory on the role of structural inequity in health
inequity to outline a role for socially-constructed identity in influencing susceptibility and
resilience to specific health and disease states.

2.1. Defining identity vitality and pathology

The IVP framework explicitly links self-concept to health through identity-related beliefs
about worth and social status (Fig. 1). The model characterizes the set of modifiable identity
beliefs that can either be disease-promoting (pathogenic), or health-promoting (salutogenic),
as an identity state. This modifiable set of identity beliefs includes the ways individuals
primarily conceptualize: 1) an internalized, stable identity, 2) the value of living beings, and
3) whether concepts of self-worth are attached to external evaluations. The determination of
these components as critical to physiological risk and resilience is based, in part, on existing
theory and evidence outlining the roles of inclusive identities (Cross Jr. and Vandiver, 2001;
Helms, 1990; Myers et al., 1991), loving compassion (Kahana et al., 2021; Lopez et al.,
2018; Myers et al., 1991), and inherent self-worth (Crocker and Knight, 2005) in well-being.
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The VP framework builds on this theory and evidence, positing that these three factors
comprising an individual’s identity state influence how they appraise and cope with stress,
and that this modulation of stress processes has direct implications for the physiological
processes underlying both mental and physical health.

Identity states as defined by IVP theory exist on a spectrum from “vitalized” to
“pathological” which can be captured using a scale. On the vitalized end of the spectrum,
identity vitality allows for resilience to the harmful psychophysiological effects of chronic
social status-based stress, while on the other end, identity pathology increases susceptibility.
Identity vitality is defined as a salutogenic state characterized by a superordinate, inclusive
self-concept, a belief in the inherent equitable value of all living beings, and a resulting
stable, inherent sense of self-worth independent of external evaluations. An example

of a vitalized identity includes one characterized by compassion that is rooted in a
conceptualization of self as one with other living beings, akin to Myers’ framing of an
Afrocentric worldview (Myers et al., 1991). Stemming from this compassion is the belief
that every living being, including oneself, has an inherent value that is independent of their
behavior, group, or social position even as they may require a unique set of resources or
opportunities to flourish. In this vitalized state, individuals are unlikely to perceive identity
threat even in those contexts that are considered dehumanizing to others and are therefore
less likely to experience status-based stress with its health-damaging repercussions. In
contexts where such stress /s perceived, identity vitality widens the individuals’ perceived
sphere of control and self-efficacy (as has been previously indicated in self-concept (Markus
and Wurf, 1987)), enabling a broader range of stress-responsive behavior and adaptive
coping.

On the other end of the identity state spectrum is identity pathology (distinct from the
psychopathologies previously described as identity pathology by (Kaufman and Crowell,
2018). Identity pathology is a pathogenic state characterized by an identity grounded in
physical traits, the belief that a person’s worth depends on their social position, and a sense
of self-worth dependent on external evaluation. An example of a pathologized identity is
one characterized by supremacist (ethnoracial, gender, or otherwise) beliefs which adhere
to the legitimizing myths (Pratto and et al., 1994) that position socially-defined groups as
dominant or subordinate. This state creates dependency on the dominance of one’s group for
a source of value which cannot subsist without the perpetuation of structured inequity. This
in turn creates susceptibility to the harmful effects of external definitions of value, requires
an ardent defense of the inherent superiority of specific physical or social characteristics,
and promotes engagement in the practices that maintain the superiority of one’s own group.
In this pathologized identity state, individuals are more likely to perceive identity threat
within the social environment (such as is associated with perceived discriminatory treatment
or displacement from rightfully filled positions) that triggers harmful conditioned stress
responses and exacts a physiological toll. This state also narrows the range of responses to
stress individuals feel are permitted by their self-concept. By doing so, identity pathology
increases susceptibility to environmental influences on maladaptive coping and poor health
behaviors and can result in a perceived necessity to reinforce social hierarchy in efforts to
resolve threats to one’s identity.
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Patterns of behavior demonstrated in response to identity threat are consistent with this
theory. When positive self-image is threatened, individuals are more likely to engage

in prejudiced behaviors against, and socially distance themselves from, members of
marginalized groups (Jardina, 2019; Fein and Spencer, 1997), even when they, too,

possess stigmatized identities. The lengths to which individuals go to avoid the sense of
worthlessness stemming from an inability to be perceived as superior to others extend
beyond interpersonal interactions, as do the consequences of such behaviors. Engaging in
practices that uphold the perceived supremacy of the groups to which individuals perceive
themselves as belonging is one method of ensuring the availability of a sense of worth
gained only through comparison with outgroup members. White supremacy, for example,
drives voting behaviors intended to concentrate political and economic power in the hands of
those whom voters believe will enact policies and legislation that maintain White supremacy
(Jardina, 2019; Metzl, 2019). Although such individual practices of White supremacy may
yield short-term psychological relief from identity threat (Jardina, 2019), many individuals
suffering pathologized White identities not only negatively impact other ethnoracial groups
through prejudiced behaviors but also suffer the health, economic, and social consequences
of their own voting choices (Jardina, 2019; Metzl, 2019).

group variability in the health manifestations of identity vitality and pathology

For the purposes of demonstrating the application of IVVP theory to the epidemiologic study
of health disparities, | will use the example of the two socially-constructed identities which
have been the focus of this paper thus far, race and gender, among four groups who occupy
different tiers within a historically-grounded social hierarchy: U.S.-born Black and White
women and men.

In additional to the material resources that shape the experience and expression of identity-
based stress, the unique manifestations of health and disease associated with specific
identity states across different social groups is partially attributable to the compound

effect of multiple intersecting identities. Individuals identifying as and identified as both
female and White, or male and Black, occupy both subordinate (female and Black) and
dominant (White and male) social positions in the U.S. social hierarchy. This simultaneous
disempowerment and privilege creates an incongruence between the socially-constructed
racial and gender identities of White females and Black males that may yield a unique form
cognitive dissonance. Members of these groups may therefore be more prone to underlying
identity states distinct from those of Black women and White men.

Identity pathologies in which self-worth is predicated on an unattainable, but desired social
status underlies prevalent disease manifestations among White women and Black men
because members of these groups may perceive similar barriers to the expected benefits

of their so-called advantaged social positions. Black men can experience barriers to the

full practice of socialized concepts of masculinity due to racism. Increased risk social and
material deprivation, for example, can confound Black men’s ability to occupy such roles of
primary bread-winner associated with traditional concepts of masculinity. For those Black
men adhering to pathologized identities, these barriers can facilitate identity threat, as well
as associated cognitions and health behaviors that increase risk for a host of chronic disease
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conditions, for example cardiovascular disease, associated with inflammation (Chae, 2010;
James, 1994). Likewise, for White women, structural sexism and gender discrimination
impedes access to the full perceived benefits of whiteness. The historical disenfranchisement
of women presently persists in a variety of forms (Bey, 2020). Relying on the socialized
value of whiteness, white women suffering identity pathology may therefore struggle to
identify sources of self-worth within the context of a system that simultaneously devalues
their womanhood. This may result in a predisposition for identity threat, and the associated
cognitions and health behaviors that predispose members of this group to inflammation-
driven depressive disorders (Nolen-Hoeksema et al., 1999). These hypotheses are supported
by emerging evidence of a link between cardiovascular disease and depression (Mattina et
al., 2019; Dhar and Barton, 2018), making a case for the assertations that a) Black men and
White women may share identity pathologies that manifest distinctly based on sociocultural
contexts, and b) ostensibly dissimilar symptoms of illness may stem from shared disease
origins (Bey et al., 2018b; Wright et al., 2014).

The identity pathologies and associated physiological manifestations of White males and
Black females differ from those of Black males and White females. White males occupy
both racially and gender superordinate social positions within the U.S. hierarchical social
structure and are therefore more likely to be socialized to adopt identity paradigms which
rely primarily on socially-constructed self-worth derived from comparison with out-group
members. Without exposure to the subordinate status associated with increased risk of
internalizing and inflammatory responses to chronic stress (Slavich and Irwin, 2014), White
males are more likely to exhibit psychological symptoms of chronic identity-based stress
through externalized control-reinforcing behaviors not commonly considered indicative of
pathology. Subscribing to socially-constructed White male identity paradigms not only
increases susceptibility to antisocial tendencies attributable to pathologized whiteness,
including lack of empathy, feelings of entitlement, and behaviors to reinforce feelings

of control (Batavia, 2019; Kavanagh et al., 2013; Becker, 1994; Helms, 1990), but also
externalizing disorders driven by pathogenic masculinity that manifest through violent or
aggressive behavior toward self and others (Baumeister et al., 2000; Metzl, 2019). This
perpetuation of both interpersonal and structural violence as a practice of pathologized
White male identity ensures access to a disproportionate share of social and material
resources for members of this group, thereby decreasing susceptibility to the physical
disorders promoted by material deprivation.

On the other hand, dominant narratives of White and male identity which distance whiteness
from poverty (Kuntsman et al., 2016) ensure that certain groups of White men are
particularly susceptible to the psychological health consequences of identity pathology. With
increased dependence on superior status for a sense of self-worth, not being afforded the
expected privileges of White male membership can exacerbate the negative health effects

of poverty. Poor White men, for example, face increased risk of depression, and substance
abuse may serve as a form of coping (Metzl, 2019; Baumeister, 1991) for those White men
not succumbing to other self-destructive compulsions of identity pathology such as suicide
(Metzl, 2019; Oliffe et al., 2015; Baumeister, 1990, 1991).
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In contrast, the necessity for adaptive coping with intersecting forces of structured violence
enables the development of psychological durability within Black female identity paradigms
that is protective against psychological symptoms of identity-based stress (Neblett et al.,
2012). Devalued on the basis of both their race and gender, Black women have been
compelled to develop alternative standards by which to assess their value. Deprived of
access to sources of socially-constructed worth, Black women subscribing to dominant
Black female identity paradigms may appraise potential identity threats in a manner distinct
from other groups. Specifically, acute, interpersonal experiences of potential identity threat
may be perceived as less threatening. Previous research grounded in 1\VVP theory indicates,
for example, that reported lifetime gender and racial discrimination in certain settings is
associated with poorer cardiovascular health among Black men, White women, and White
men, but not Black women (Bey et al., 2019) In this way, by enabling a greater sense of
self-efficacy in which Black women feel capable of determining for themselves standards
against which their value will be measured (St. Jean and Feagin, 2015), intersectional forces
of disempowerment may confer individuals subscribing to dominant Black female identity
paradigms a measure of protection against the psychological manifestations of the very
chronic identity threat they cause.

In further support of this hypothesis, research demonstrates that allostatic load, a measure
of cumulative physiological dysregulation stemming from chronic stress that precedes

and correlates highly with many chronic diseases (McEwen, 2000), is associated with
depression among Black men and White women, but not Black women or White men

(Bey et al., 2016). Furthermore, there is indication that the underlying neurobiology of
depression differs among Black women compared with Black men, White women, and
White men, with Black women being the only of these groups among whom no indicators of
inflammation were associated with depressive symptoms (Bey et al., 2018b, Morris, 2011).
The depressive response to deprivation among Black women may not be a function of a
perceived threat to deeply-held self-concepts that promotes sustained inflammation, as I\VP
theory argues is more likely to be the case among Black men and White women. Instead,
the substantial prevalence of depressive symptoms among Black women may instead

be a psychoneuroendocrinological manifestation accurately corresponding to the unique
multiply-disadvantaged social conditions in which Black women are disproportionately
situated. Evidence that accounting for socioeconomic status eliminates the gender disparity
in depression among Black persons but not White (Dunlop et al., 2003) further supports the
assertion that symptoms of depression among Black women may be indicative of a stress
response that is distinct from the pathology manifest in depressive symptoms among other
gendered race groups.

Pathological identity states of Black women manifest in physical vulnerabilities that

stand in contrast with this proposed psychological resilience. High rates of obesity,
hypertension, and poor maternal/neonatal outcomes in this group reflect a unique adaptation
to structural inequity—metabolically, rather than psychologically, exhibiting pathology.
Dominant sociocultural narratives rank Black women at the bottom in most highly-regarded
social dimensions—physical beauty, intellectual capability, etc. (St. Jean and Feagin, 2015),
but celebrate their caregiving, selfless, mothering natures (Black and Peacock, 2011;
Woods-Giscombe and Cheryl, 2010). In addition to the structural racism and sexism that

Soc Sci Med. Author manuscript; available in PMC 2023 December 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Bey

2.3.

Page 10

concentrates economic deprivation and limits the capacity for health-promoting behaviors
within Black female populations (DuMonthiers et al., 2017; St. Jean and Feagin, 2015;
Crocker and Major, 1989), Black female identity paradigms demand what can be argued
as a pathological minimization of self-care in efforts to be valued as caregiver (Woods-
Giscombe and Cheryl, 2010; Beuboef-Lafontant and Tamara, 2007). As Superwoman
Schema theory suggests, in prioritizing the needs of others, Black women often silently
bear an extensive familial and community burden at the cost of their own emotional

and physical needs (Woods-Giscombe and Cheryl, 2010). Adherence to these gendered
race-specific identity paradigms predisposes Black women to automated coping such as
emotional eating (Hayman et al., 2015; Thompson, 1994), other risk-factors for obesity such
as postpartum weight retention (Headen et al., 2012), and other health-impacting behaviors
such as low health services utilization (Black et al., 2012). Furthermore, another form of
identity pathology characterized by a failure to acknowledge the existence, or negative
psychological impacts, of structural inequity can promote denial and internalization which
may lead to premature disease and mortality in this group (Bey et al., 2019; Dunlay et al.,
2017).

Promoting identity vitality: a newly proposed intervention on health disparities

As | have previously described (Bey, 2020), much of the theory on social determinants of
health predicates the health of the socially marginalized on a set of resources of which
they are systematically deprived (Krieger, 2014; Phelan et al., 2010; Crocker and Major,
1989). As such, any improvements in the health of members of marginalized groups are
necessarily dependent on the decisions of those who retain power over the distribution of
these resources, individuals who have little incentive to relinquish their positions of authority
(perceived and actual) or enact more inclusive policies. If structural inequities and the
illnesses such conditions cause are to be truly deconstructed, intervention must entail more
than efforts to change social and economic policies which were intentionally established
to ensure that power and resources remain under the control of White men (Jardina, 2019;
Kendi, 2016; Smedley, 2007; Crocker and Major, 1989).

The persistence of documented health disparities over the last century despite long-standing
calls for social, economic, and political reform as well as substantial advances in our
understanding of the role of social determinants indicates that these policies and the
decision-makers behind them are resistant to change. Because pathogenic identity beliefs
perpetuate the pathogenic social environments of inequity in which they flourish, effective
interventions must target the environment, agent, and host simultaneously (Bey, 2020). To
further extend the infectious disease metaphor, I\VVP theory suggests that ideas, people, and
cultures can serve as “reservoirs of infection”, or locations with favorable conditions for

the persistence and multiplication of pathogenic agents (Viana et al., 2014). The reservoirs
of infection that stubbornly harbor pathogenic identity beliefs even as a dynamic public
discourse variably decreases or increases the acceptability of social group prejudice ensure
that interventions focusing only on shifting policy will do little to yield lasting social equity.
Eradicating health disparities therefore requires an additional approach (host interventions)
that acts in conjunction with efforts to deconstruct problematic institutions and policies
(environment interventions), and efforts to create identity-safe cultures (agent interventions).
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In consideration of this need, the IVP framework seeks to capitalize on the underexplored
opportunity of promoting identity vitality as a means of building widespread resilience to
the detrimental effects of inequitable social environments. I\VVP theory offers the concept of
identity inoculation, a type of host intervention which acts at the individual level as both a
“treatment” for identity pathology and as a buffer against “infection”, one which promotes
identity vitality. Identity inoculations have one primary objective: to provide immunity
against infection with any identity beliefs which predicate the worth of a human being on
that human being’s social position. In order to successfully guard against harboring such
pathogenic identity beliefs, identity inoculations allow for the development of vitalized
identities, or alternative concepts of self which enable a sense of self-worth that is not
dependent on social status and therefore requires no relational evaluation or external
validation, and which have the protective and normative property of illuminating inherent
value in equitable identities. This theory is in line with well-established health benefits of

a focus on developing a sense of innate self-worth (internal validation of value) in contrast
with the detrimental effects of seeking external validation of value (Crocker and Park, 2004).
Importantly, operating under these vitalized identity paradigms should enable individuals to
actively reject the status-reinforcing narratives, ideals, and behaviors that uphold hegemonic
social structures at the root of health inequity.

Researchers have successfully demonstrated interventions on prejudice with lasting effects
(Devine et al., 2012). The identity intervention called upon by the I'VP framework
incorporates similar principles but extends beyond intervening on unconscious biases among
those reporting non-prejudiced goals to intervening on the very concept of “otherness” on
which prejudice is based. Mindfulness interventions have also been shown to increase brain
plasticity (Tang et al., 2015; Xiong and Doraiswamy, 2009), which provides promising
evidence that even adults can become more amenable to accommaodating rather than
assimilating new identity beliefs and develop values opposed to prejudice that will form

the basis for long-term behavioral change.

3. Conclusions

This paper presents the Identity Vitality-Pathology model, a new, comprehensive framework
which proposes a unique role for identity in moderating the effects of structural inequity-
driven chronic stressors on health disparities. The IVP framework situates the spectrum

of vitalized to pathological identity states, characterized by modifiable beliefs regarding
an internalized, stable identity, the value of living beings, and concepts of self-worth,

as an important pathway over which such effects act. Given the ubiquitous nature

of structural inequity within the U.S., I\VVP theory posits that most people may be
socialized to succumb to pathologized identities. With few catalysts and little support

for a fundamental reconceptualization of self, individuals are unlikely to independently
undertake the challenging and ongoing process of moving toward a vitalized identity state
and will therefore be highly susceptible to environmental influences on health over the
life-course. Importantly, IVP theory circumvents the trap of “victim-blaming” by meeting
the call for greater attention to context, both situational and historical, within positive
psychology (Ciarrochi et al., 2016). Rather than conceptualizing identity states as inherent
and independent of context, VP theory names the specific social structures, including
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structurally-embedded systems of hegemony, that shape the cultural, political, and social
norms foundational to the construction and adoption of identity. VP theory therefore
suggests the necessity for identity interventions, in addition to interventions targeting
institutional and cultural drivers of inequity, in reducing unequal health outcomes.

Furthermore, IVVP theory outlines biologically-plausible mechanisms for a role of identity
states in influencing variability in the manifestations of health and disease outcomes

across socially-defined groups. The example given herein describes how succumbing to
pathological racial and gender identities constructed in the context of inequitable social
conditions converge to create unique manifestations of identity pathology among Black

and White women and men. While the disproportionate access to economic resources and
positions of power may be protective against physical symptoms of poor health, these

social injustices increase risk for psychological disorders that ultimately lead to suboptimal
quality of life and unnecessary death even among those ranked in higher social positions.
Multiply-marginalized persons, on the other hand, in embracing ideals of caregiving and
selflessness, may experience resilience to the psychological manifestations of exposure to a
pathogenic social environment, but be more vulnerable to physical symptoms. Likewise, the
simultaneous disempowerment and privilege built into the identity paradigms of Black men
and White women confer a unique susceptibility to identity-based stress on account of an
idealized but inaccessible social status. In this way, the IVP framework is distinct from other
theoretical frameworks relevant for health disparities in that it hypothesizes an additional
source of risk and resilience—pathological or vitalized identity states—as a modifiable
target for bringing all people closer to ideal states of health.

The theory outlined in the IVP framework, while in many ways consistent with common
understandings of the role of hierarchical social conditions in health outcomes, stands in
contrast with predominant discourses on health disparities in other ways. The IVP model
challenges the adversarial approach of reducing social groups to those who are “privileged”
and “disadvantaged” by structural inequity. The majority of people do not stand to gain from
the continued practice of structural violence, yet the vernacular of social science and social
justice alike often promotes the notion of a readily identifiable beneficiary. The suffering of
those who occupy subordinate positions is far more visible, recognizable, and measurable
than the suffering of those who appear to enjoy the material privileges of their dominant
status. Yet, many members of socially dominant groups are likewise hostage to a system
that does not work to their benefit as are those to whom they have been socialized to direct
blame.

There are, of course, important distinctions in the ways in which groups positioned within
different social strata contribute to the perpetuation of unnecessary and unjust suffering.
While the disease symptoms of marginalized populations have minimal effect on the

health and well-being of dominant status groups, the identity pathologies exhibited by
members of socially dominant groups have profound impacts on the health of marginalized
persons. The practices of discrimination and violence characteristic of dominant group
identity pathology force marginalized groups disproportionately into the social conditions
that cause poor physical health and create dependence on exploitive healthcare systems,
the economic beneficiaries of which are overwhelming White men (Schumpeter, 2015). So,
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while “privilege” may not fully capture the consequences of structural inequity for members
of dominant status groups, the term does acknowledge the disproportionate amount of power
and social capital which has been unjustly placed in the hands of individuals who will
sacrifice even their own well-being to ensure that the group with which they have been
socialized to identify remains dominant. Even still, the IVP framework emphasizes that

the costs of structural inequity, while not equally borne, are high for the vast majority of

all people, regardless of social group, who have been conditioned to participate in social
hegemony.

In this paper, I have focused on race and gender hierarchy among Black and White

women and men to illustrate the application of IVVP theory to the study of health outcomes
differences. The utility of the VP framework, however, extends beyond these particular
groups and instances of structural inequity. The principles of the IVP framework can

be adapted to describe the effects of any inequitable social contexts on the physical and
psychological well-being of any populations exposed to those contexts. The I\VP framework
may be particularly useful for examining the understudied health impacts of structural
inequity among groups such as those with varying physical abilities or native populations
whose suffering has been systematically made invisible.

The framework is densely theoretical and draws from several disciplines in outlining
complex mechanisms from structural inequities to health inequities. Despite its ambitious
reach, the core concepts of the framework are readily applicable to health research. Through
IVP outlining testable causal mechanisms and proposing an evidence-based intervention,
the VP model orients health researchers toward another channel for investigating the
mechanisms of and solutions to health disparities. Although a measure of the identity
vitality-pathology spectrum has yet to be validated, such a measure has potential to serve

as an important tool for capturing a hypothesized modifiable antecedent—identity state—to
psychosocial factors predictive of aging, health, and disease.

In addition to its utility for epidemiologic research, another central objective of the IVP
framework is to outline ways of empowering individuals to feel a greater sense of efficacy
in the outcomes of not only their health, but of their lives. Acknowledging the limitations
that structural inequity imposes, IVP theory conceptualizes ways of bringing individuals
measurably closer to operating at the capacity of their influence on the factors over

which they do have control. By providing accessible tools with which to identify and
combat the toxic stress of structural inequity, the IVP framework proposes methods with
which individuals can actively participate in the betterment of their own health while
simultaneously contributing to a more just society.
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IDENTITY PROCESSES

Identity state
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Fig. 1.

The Identity Vitality-Pathology framework positions identity processes (highlighted in blue)
as moderators of the pathways from social, stress, and molecular processes to health and
disease in the context of structural inequity.
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