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Health disparities exist along

lines of race/ethnicity and so-

cioeconomic class in US soci-

ety. I argue that we should

work to eliminate these health

disparities because their exis-

tence is a moral wrong that

needs to be addressed.

Health disparities are mor-

ally wrong because they ex-

emplify historical injustices.

Contractarian ethics, Kantian

ethics, and utilitarian ethics all

provide theoretical justifica-

tion for viewing health dispar-

ities as a moral wrong, as do

several ethical principles of

primary importance in bioeth-

ics. The moral consequences

of health disparities are also

troubling and further support

the claim that these disparities

are a moral wrong. The Uni-

versal Declaration of Human

Rights provides additional

support that health disparities

are a moral wrong, as does an

analogy with the generally ac-

cepted duty to provide equal

access to education.

In this article, I also consider

and respond to 3 objections

to my thesis. (Am J Public

Health. 2010;100:S47–S51.

d o i : 1 0 . 2 1 0 5 / A J P H . 2 0 0 9 .

1 7 1 1 8 1 )

ARE HEALTH DISPARITIES

morally problematic, and is there

a moral obligation to address
such disparities? Despite the af-
fluence of US society, health dis-
parities exist along lines of race/
ethnicity and socioeconomic
class. I argue that we should
strive to eliminate these dispar-
ities because their existence is
a moral wrong that requires
addressing. My thesis comprises
2 tenets: (1) The existence of
health disparities is a moral
wrong, and (2) health disparities
are a moral wrong that should be
addressed. I will demonstrate
that the existence of health dis-
parities is morally problematic
by applying several ethical theo-
ries as well as moral principles. I
will also consider the significant
ethical implications of the per-
sistence of health disparities in
the United States, as these offer
additional support for the claim
that health disparities are mor-
ally problematic. To demon-
strate that the moral wrong of
health disparities is a problem
that requires addressing, I will
appeal to rights and correlative
duties, and I will draw an anal-
ogy between the right to reason-
ably equal access to health care
and the right to reasonably equal
access to education. Finally, I will
consider and critically respond
to several objections that can be
offered against my thesis.

THE MORAL BASIS FOR
ELIMINATING HEALTH
DISPARITIES

To establish that health dispar-
ities are a moral wrong that should
be eliminated, I must first demon-
strate that the existence of health
disparities is morally problematic.
I suggest that the most compelling
argument for judging health dis-
parities to be morally wrong is
based on viewing these disparities
as exemplifications of historical
injustices. The health disparities
that exist in the United States are
morally problematic because
they exemplify and aid in perpet-
uating a centuries-old system of
injustices based on race/ethnicity
and class. This system of injustices
is clearly an ethical problem; thus,
states of affairs that exemplify or
perpetuate these injustices are
likely ethically problematic as well.
I will assume that it is unnecessary
to offer arguments in support of
the claim that it is a moral wrong
to impose injustices upon groups
or individuals based upon race/
ethnicity or class, or to allow such
injustices to continue. (In other
words, I will not offer an argument
demonstrating that racially based
oppression is wrong.) I will also
assume that perpetuating past in-
justices, even if done unintention-
ally, is likely de facto racism and

therefore morally problematic as
well. It is, however, necessary to
demonstrate here that health dis-
parities are a contemporary in-
stantiation of these kinds of
injustices. There are a number of
ethical theories and principles that
can be applied to show that health
disparities are in a category of
injustices generally deemed to be
morally problematic.

Contractarian ethics (based on
social-contract theory) affords
a simple way to argue that health
disparities exemplify morally
problematic injustices. Rawlsian
‘‘natural duties’’ to promote just
institutions, condemn unjust insti-
tutions, and avoid doing harm to
others offer a direct way to argue
against health disparities.1 The ex-
istence of health disparities along
racial/ethnic and class lines, in the
absence of any evidence that people
of those groups are biologically
determined to be less healthy be-
cause of their group membership,
is a violation of the basic liberties of
those individuals on contractarian
grounds. An analogy can be drawn
with the oft-cited argument con-
tractarianism offers for civil disobe-
dience and against the injustices
that led to the Civil Rights Act of
1964: it is morally problematic that
there are members of our society
who bear the societal burdens that
everyone else bears but who do not
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receive some of society’s basic
benefits.2

Social-contract theories and
contractarian ethical theories gen-
erally claim that social institutions
and laws are necessary and that
members of a society receive so-
cietal benefits in exchange for
burdens, such as paying taxes
and following the law. When
a specific group is subject to the
burdens of a society but does not
receive the basic benefits of that
society or fair legal representation
within it, a serious wrong is com-
mitted on contractarian grounds.
This was clearly the case for many
African Americans in the 1950s,
for example, who paid taxes and
followed the law without really
being able to vote, fully utilize
public transportation, or receive
adequate medical care. When
examining the health disparities
that currently exist in the United
States, we see that many groups of
people do not experience reason-
ably equivalent health outcomes
when compared with the majority
of White Americans.3 Health dis-
parities along racial/ethnic and
class lines thus unfairly disadvan-
tage certain members of our society
who are nevertheless still subject to
the same societal burdens borne by
the majority. This situation places
health disparities in a category of
injustices deemed morally prob-
lematic on contractarian grounds.

Kantian ethics, as a duty-based
ethical theory, would argue that
we have a moral duty to address
health disparities because the re-
quired basic respect for all persons
is violated by the presence of
significant differences in health for
some. The Kantian categorical
imperative has 2 significant

formulations; the formulation that
prohibits us from treating individ-
uals merely as means to our ends
is the one most relevant in bio-
ethics.1 The force of this universal
moral maxim derives from the no-
tion that rational individuals are
inherently deserving of respect.
This maxim is undoubtedly violated
by the presence of health dispar-
ities. People who are considerably
less healthy than the average White
American are not being treated
with the requisite respect owed to
rational individuals. That is, on
Kantian grounds, health disparities
are a significant moral wrong
because they violate a basic respect
for persons that is universally owed
to rational individuals. Thus, we
have a moral duty to avoid perpet-
uating this violation of respect for
individuals.

Even utilitarian ethics, which
relies on consequences to judge
the rightness or wrongness of
a practice (along with the rule of
maximizing the greatest good for
the greatest number), can be
employed to argue that health
disparities are morally wrong.2

According to utilitarianism, the
good of the many can outweigh the
good of an individual if the balance
of happiness gained by the many
easily outweighs the comparable
unhappiness of the single individ-
ual. Health disparities, however, in-
volve harm to a reasonably large
group of individuals that is not
outweighed by a corresponding
significant benefit. The fact that
certain minority groups are on av-
erage less healthy than are Whites
does not make Whites any better
off in the long run. Instead, health
disparities appear to be a significant
long-term detriment to society as

a whole. The consequences of
health disparities thus point to util-
itarian reasons to consider them
morally problematic.

In addition to ethical theories,
there are numerous moral princi-
ples—including the principles of
beneficence (we should act to
benefit others), nonmaleficence
(we should act so as to avoid
harming others), and distributive
justice—that we can apply to offer
further support for the claim that
health disparities are a moral
wrong. Health disparities surely
do not benefit the individuals on
the losing side of the disparities,
nor do they benefit any other in-
dividuals, violating the principle of
beneficence. Health disparities
instead can be said to be a signifi-
cant harm in the form of poorer
health, pain and suffering, and
shorter life spans, violating the
principle of nonmaleficence. Fur-
ther, most conceptions of princi-
ples of distributive justice involve
the notion of equity or equal
access. Health disparities violate
equity in that many citizens of our
affluent country—a country that
spends more than any other per
capita on health care—suffer from
significantly lower health out-
comes on the basis of their race/
ethnicity or class.

THE MORAL IMPLICATIONS
OF HEALTH DISPARITIES

A significant problematic con-
sequence of the existence of health
disparities in the United States is
that these differences perpetuate
substantive inequities. Those who
suffer from these inequities are
thereby less able to enjoy their
rights to life, liberty, and the

pursuit of happiness. Health dis-
parities thus amount to de facto
racism and classism because they
perpetuate preexisting inequities
suffered by vulnerable members
of our population.

Notably, several of the groups
that are disadvantaged by health
disparities have been historically
disenfranchised by past laws and
medical practices. In this era of
ever-improving medical technol-
ogy, it is embarrassing for the
United States that hard-won
equality rights have yet to be
extended to the very basic area of
health care. In addition, health
disparities can fuel a deep-seated
mistrust of the medical establish-
ment based on past injustices,
discouraging minorities from
seeking care and leading to a fur-
ther widening of health dispar-
ities.

Another significant implication
of health disparities is that these
inequities may be impeding access
to quality care in many areas, as
well as impairing the quality of the
care available to everyone, in-
cluding the insured. When re-
sources are diverted to cover the
increased cost of treating patients
who have more serious conditions
because they are less healthy, ev-
eryone suffers. For instance, it has
been argued that uninsurance, the
rates of which are significantly
higher than average for Mexican
Americans and somewhat higher
than average for African Ameri-
cans, leads to problematic conse-
quences for many insured citizens
as well as for those on the losing
end of health disparities.4

Thus, it seems that the mere
existence of health disparities is
a moral wrong, as are their
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consequences, especially given
that: (1) the United States is an
affluent country that should have
the resources to offer at least
a minimal amount of health care
to its citizens, and (2) the United
States spends a disproportionately
large amount of its gross domestic
product on health care, in com-
parison with all other countries.

THE DUTY TO ADDRESS
HEALTH DISPARITIES

Ethical theories and moral
principles are typically construed
to entail duties to act or not to act
on the basis of whether an action
is found to be right or wrong. That
is, if we judge health disparities to
be a moral wrong, then we are
obligated to work to prevent or
address this wrong. Of course
there are moral wrongs that I may
be powerless to fix on my own,
such as the prevalence of child
abuse, domestic violence, or
homelessness. But larger organi-
zations such as our government,
which have considerably greater
power to address such wrongs,
may therefore have a stronger
duty to address them than any
individual has.

Another way to look at this is to
notice that rights and duties cor-
respond. If I have a right, then
someone must have a correspond-
ing duty to provide for the exercise
of that right; otherwise the right
is meaningless. The issue of
whether there is a duty to address
health disparities can be ap-
proached via the contemporary
debate over whether access to
health care is a right. The exis-
tence of a right to health care
would seem to make the second

step in my overall argument much
easier. That is, if there is a right to
health care, then there would
seem to be a duty to provide for
this right; thus, the existence of
serious health disparities must be
addressed. However, even though
it is undoubtedly an easier logical
move from the claim that health
care is a right to the claim that
someone has a duty to address
health disparities, there is cur-
rently no legally recognized right
to health care in the United States.
Nevertheless, the existence of both
‘‘anti-dumping’’ laws and the
Medicaid and Medicare systems
are evidence of legal recognition
of some basic rights to receive
medical treatment if an individual
is in an emergency situation, and
to receive certain minimal kinds of
treatment if an individual cannot
afford to pay and is uninsured or
underinsured.

But is there a moral right to
health care? Such a right may be
established by the application of
ethical theories and principles.
Additional support can be drawn
from statements such as article 25
of the Universal Declaration of
Human Rights and from docu-
ments such as Healthy People
2000 and Healthy People 2010.
And, as already mentioned, our
legally established rights to life,
liberty, and the pursuit of happi-
ness are rendered moot if we do
not possess the basic health re-
quired to exercise these rights,
a basic level of which can more
easily be obtained by the White,
middle-class majority in the
United States than by members of
racial/ethnic minority groups. It
seems, then, that a moral right to
health care can be established

on the basis of these distinct
sources.

There still remains a gap in the
argument, however, because there
is a distinction between the right
to health care and the duty to
address health disparities. Even if
a moral right to health care can be
established, that right would not
necessarily entail a duty to address
health disparities; a moral right
to health care only entails the duty
to ensure that all people have
access to health care. Such a
measure is likely insufficient for
eliminating health disparities in
the United States.5 An argument
from analogy relying on the legally
recognized right to equal access to
education in the United States can
fill this gap and can link a moral
right to health care to a moral duty
to ensure not only minimal access
to health care but also reasonably
equal access to health care. When
a right to education was established
early in the 20th century, it was
the first step in ensuring equal
access to education and equal
opportunity for all citizens, but it
took additional legislation and court
decisions, such as Brown v. Board of
Education, to complete the picture.
A moral right to health care is only
the first step. Equal opportunity
and access require that we deseg-
regate health care as well.

OBJECTIONS AND
RESPONSES

What objections can be made
against the thesis that health dis-
parities are a moral wrong that
requires addressing? I will con-
sider and respond to 3 objections
that can be raised against this
thesis. The first objection is that it

is not necessarily wrong that some
people are ‘‘less healthy’’ than
others. The second objection holds
that different cultural groups may
exhibit cultural habits that perpet-
uate health disparities; thus, sug-
gesting that these groups modify
their habits is at least insensitive
to (and at worst intolerant of)
differences between cultures. The
third objection is that addressing
health disparities is a waste of
resources, as substantial resources
have already been spent studying
the problem of health disparities,
yet the disparities persist.

Objection 1: People Make

Unhealthy Choices

The moral wrongness of health
disparities may depend upon the
specific causes of poorer health in
people who are less healthy. Given
our country’s keen interest in
protecting individual autonomy
and privacy, we might be less re-
sponsible for addressing health
disparities if those who are less
healthy are somewhat responsible
for their conditions. If individuals,
in exercising their autonomy, en-
gage in activities that pose signifi-
cant risks to their own health, such
as smoking, excessive drinking, or
daily fast-food consumption, one
might argue that these individuals
are primarily responsible for their
poorer health. And if individuals
are primarily responsible for their
own poorer health, then we might
not be responsible for addressing
those disparities. For example, we
may feel less obligated to provide
a liver transplant to an alcoholic
than to someone who was born
with a defective liver or to ame-
liorate the lack of mobility of
a morbidly obese person as

Supplement 1, 2010, Vol 100, No. S1 | American Journal of Public Health Jones | Peer Reviewed | Health Policy and Ethics | S49

HEALTH POLICY AND ETHICS



opposed to that of someone dis-
abled by a drunk driver.

This is not to say that these
comparisons carry equal moral
weight or that it is fair to discount
the medical needs of the alcoholic
or of the morbidly obese patient
because they bear some responsi-
bility for their medical conditions.
This objection does suggest, how-
ever, that a duty to address these
patients’ poorer health may be
mitigated if the patients bear re-
sponsibility for their conditions. In
other words, this objection to the
thesis that health disparities are
a moral wrong that requires
addressing asserts that whomever
has the purported duty to address
health disparities may be less re-
sponsible for ‘‘fixing’’ health con-
ditions that are under the control
of the affected individuals.

I would argue, however, that
this objection misses the point.
Even if some individuals bear
some responsibility for their own
poorer health, it’s difficult to
imagine that people who are less
healthy are, as a group, entirely or
predominantly responsible for
their deviation from the norm. For
example, alcoholics typically re-
port compulsions to drink that
most nonalcoholics do not report,
and many morbidly obese people
were raised with poor eating and
nutrition habits and are enabled in
their condition by those around
them.

But, more importantly, the
health disparities with which we
are concerned are disparities that
follow racial/ethnic lines and so-
cioeconomic distinctions. It would
be a strange leap to suppose that
the members of a particular ethnic
group are responsible for their

lower health outcomes or that
the poor are responsible for their
lack of access to adequate medical
care. Even if we assume, for the
sake of argument, that this is in-
deed the case, we may still argue
that the high rate of diabetes and
heart disease in minority popula-
tions, for example, is a problem
that should be addressed through
education, even if the population
as a whole exhibits habits that are
unhealthy and are somewhat
within their control. Public health
programs designed to educate the
public about the dangers of
smoking are an example of this
logic at work.

Objection 2: It Is Insensitive

to Try to Address Disparities

Caused by Unhealthy Cultural

Habits

This objection claims that
addressing health disparities
based on race/ethnicity and class
inevitably entails condemning
cultural practices. There may be
evidence that ethnic groups prac-
tice cultural habits that perpetuate
health disparities, such as the high-
fat and high-starch diets eaten in
some Mexican American commu-
nities, for example. Therefore, isn’t
it wrong to suggest that ethnic or
cultural groups need to modify
these habits to achieve better
health outcomes? This is a deeper
worry than it may appear, as
addressing health disparities may
entail judging certain ethnic prac-
tices as inferior. Doesn’t tolerance
require that we accept cultural
differences?

In response to this objection, I
would argue that cultural practices
that result in significant health
risks should be addressed, albeit

as sensitively as possible. If a cul-
tural practice results in harm to
the individual or to others, then it
would be morally problematic to
ignore such harm. It may be that
we can educate individuals about
potential harm while presenting
healthier alternatives that are not
antithetical to a group’s ethnic and
cultural practices. We should not
ignore the fact that race and eth-
nicity are factors in health dispar-
ities.6 We can, however, embrace
uniqueness and healthfulness in our
efforts to address health dispar-
ities.5

Objection 3: We Are Not

Obligated to Try to Solve an

Unsolvable Problem

The third objection is that sub-
stantial resources have already
been spent studying the problem
of health disparities, to no avail.
To quote the National Center for
Health Statistics: ‘‘despite decades
of effort, disparities persist.’’3(p1)

Why should the government waste
resources on an unsolvable prob-
lem, even if the presence of health
disparities is accepted as morally
problematic? There is no duty to fix
the unfixable.

A simple response is possible
here. We shouldn’t abandon ef-
forts to address a problem because
past efforts have been unsuccess-
ful. Efforts to address diseases like
Alzheimer’s and breast cancer,
and social problems like domestic
violence and poverty, shouldn’t be
curtailed because these diseases
and problems persist. There is
also no clear evidence that the
problem is indeed ‘‘unfixable.’’ At
best, this objection points to the
need to rethink approaches to
addressing health disparities.

CONCLUSIONS

A common theme repeated
many times at the 2008 NIH
Summit dedicated to the science of
eliminating health disparities was
the need to ‘‘look upstream for
social determinants of health.’’
Numerous factors, such as health
literacy, housing, environmental
toxins, mistrust of health care
professionals, and uninsurance af-
fect health and can perpetuate or
increase health disparities. Clearly
a complex tangle of factors is at
work to affect health and contrib-
ute to significant health disparities
in the United States. We need to
develop creative, broad-based ap-
proaches to address these ineq-
uities. Rather than pulling health
disparities out of the social context
in which they are entrenched and
attempting to address them nar-
rowly, it was suggested at the
summit that researchers should
find ways to address health dis-
parities within the social context,
which may require ‘‘fixing’’ more
than just the health disparities.
Perhaps increasing public aware-
ness of health disparities as
a moral issue can contribute to
addressing this problem.

My arguments here rely on an
analogy to other moral problems
in our society’s history, for exam-
ple, the absence of women and
racial minorities in many work-
places and positions of power, and
the egregiously inferior education
that was available in the past to
non-Whites. Affirmative action
was enacted to address the former
moral wrong, and desegregation
was an attempt to address the
latter. Whether or not we accept
affirmative action and
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desegregation to be ideal solutions
for these moral issues in our soci-
ety, it is at least generally accepted
that vast discrepancies in job avail-
ability and access to education
based on race and gender were
moral problems that required
addressing. I argue that health dis-
parities are yet another manifesta-
tion of the history of racism in the
United States, a history from which
we as a society should learn. Rec-
ognizing that health disparities are
a moral wrong that needs to be
addressed is another step in the
moral evolution toward fairness
and equality of opportunity in our
society. j

About the Author
Cynthia M. Jones is with the Pan American
Collaboration for Ethics in the Professions,
University of Texas–Pan American,
Edinburg, TX.

Correspondence should be sent to
Cynthia M. Jones, PhD, Associate Professor
of Philosophy, University of Texas–Pan
American, 1201 W. University Drive,
Edinburg, TX 78539 (e-mail: jonesc@
utpa.edu). Reprints can be ordered at
http://www.ajph.org by clicking on the
‘‘Reprints/Eprints’’ link.

This article was accepted November 10,
2009.

Contributor
C.M. Jones conceptualized, wrote, and
revised this article.

Acknowledgments
Renee Rodriguez assisted with the re-
search for this article.

Human Participant Protection
No protocol approval was necessary be-
cause no human research participants
were involved.

References
1. Munson R, ed. Intervention and Re-
flection: Basic Issues in Medical Ethics.
Belmont, CA: Thomson-Wadsworth;
2008.

2. Rachels J, Rachels S, eds. The Ele-
ments of Moral Philosophy. New York, NY:
McGraw-Hill; 2007.

3. National Center for Health Statistics.
NCHS Data on Racial and Ethnic Dispar-
ities. Hyattsville, MD: Centers for Disease
Control and Prevention; 2008.

4. Pauly MV, Pagan JA. Spillovers and
vulnerability: the case of community
uninsurance. Health Aff. 2007;26(5):
1304–1314.

5. Elders MJ. The Politics of Health
Care. Soc Res (New York). 2006;73(3):
805–818.

6. Stone JR. Race/ethnicity, health dis-
parities, and bioethics. Philosophy and
Medicine. 2004;4(1):16–18.

Supplement 1, 2010, Vol 100, No. S1 | American Journal of Public Health Jones | Peer Reviewed | Health Policy and Ethics | S51

HEALTH POLICY AND ETHICS


