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Policy Points:

� Health actors can use the law more strategically in the pursuit of health
and equity by addressing governance challenges (e.g., fragmented and
overlapping mandates between health and nonhealth institutions), em-
ploying a broader rights-based discourse in the public health policy pro-
cess, and collaborating with the access to justice movement.

� Health justice partnerships provide a road map for implementing a soci-
olegal model of health to reduce health inequities by strengthening legal
capacities for health among the health workforce and patients. This in
turn will enable them to resolve health issues with legal solutions, to
dismantle service silos, and to drive systemic policy and law reform.

Context: In the field of public health, the law and legal systems remain a poorly
understood and substantially underutilized tool to address unfair or unjust so-
cietal conditions underpinning health inequities. The aim of our article is to
demonstrate the value of expanding from a social model of health to a sociolegal
model of health and empowering health actors to use the law more strategically
in the pursuit of health equity.

Methods: We propose a modified version of the framework for the social de-
terminants of health (SDoH) equity developed by the 2008 World Health Or-
ganization Commission on the Social Determinants of Health by conceptually
integrating the functions of the law as identified by the 2019 Lancet–O’Neill
Institute Commission on Global Health and Law.
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Findings: Access to justice provides a critical intersection between social mod-
els of public health and work in the justice fields. Addressing the inequities pro-
duced through the policies and institutions governing society unites the causes
of those seeking to enhance access to justice and those seeking to reduce health
inequities. Health justice partnerships (HJPs) are an example of a sociolegal
model of health in action. Through the resolution of health issues with legal
solutions at the individual level, the dismantling of service silos at the institu-
tional level, and policy and law reform at the systemic level, HJPs demonstrate
how the law can be used as a tool to reduce social and health inequities.

Conclusions: Greater attention to law as a tool for health creates space for in-
creased collaboration among legal and health scholars, practitioners, and advo-
cates, particularly those working in the areas of the social determinants of health
and access to justice, and a promising avenue for reducing health inequities.

Keywords: social determinants of health, health inequities, law for health,
medical-legal partnership, health justice partnership.

Law is a fundamentally human construction ubiquitous
throughout society.1 Some people have even gone as far as to con-
clude that “law so infuses daily life, is so much part of the mun-

dane machinery that makes social life possible, that ‘law’ and ‘society’
are almost redundant.”2(p5) Although the public health community has
tried to advance a social model of health and health equity, these ef-
forts have largely been absent of any formal recognition of law and legal
systems.3

In 2008, the World Health Organization Commission on the Social
Determinants of Health (henceforth the WHO Commission) released
its final report synthesizing the evidence regarding how the social inter-
actions, norms, and institutions that structure society affect population
health.4 In doing so, it reignited an understanding of health as a social
phenomenon in an effort to promote greater equity and social justice in
global health.5 To guide its work, the WHO Commission developed a
social determinants of health equity (SDoH) conceptual framework. But
missing from the framework were law and legal systems.

A recent report from the Lancet–O’Neill Institute Commission on
Global Health and Law (henceforth the Lancet Commission) positioned
law as a determinant of health, demonstrating the contribution of law to
health and health care.6 At the core of the report was the naming of three
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functions of the law and four legal determinants of health (see Box 1).
Even though the law “offers itself up as one of the sharpest instruments
in our tool kits of resistance” against unfair or unjust societal condi-
tions underpinning health inequities,2(p42) the authors observed that it
remains poorly understood and substantially underutilized in the field
of public health.6

Box 1. Functions of the Law and Legal Determinants of
Healtha

Three Functions of the Law

� To govern public and private institutions.
� To establish standards and norms that guide conduct.
� To resolve disputes.

Four Legal Determinants of Health

� Law can translate vision into action on sustainable develop-
ment.

� Law can strengthen governance of national and global health
institutions.

� Law can implement fair, evidence-based health interventions.
� Law emphasizes the importance of building legal capacities
for health.

aAdapted from the Lancet-O’Neill Institute Commission on Global Health and Law6

In this article we examine opportunities to integrate the observations
of the Lancet Commission into the SDoH framework in order to demon-
strate the value of expanding the framework from a social model to a
sociolegal model of health. The article has three parts. The first briefly
introduces the original SDoH framework as developed by the WHO
Commission, as well as its aims and key features. We then incorporate
these three functions of the law in global health into the framework
and describe the opportunities that a sociolegal model of health would
offer in supporting action on the social determinants of health. In the
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last part, we explore the integration of one of the legal determinants
of health—building and strengthening the legal capacities for health—
into the framework, using the case of health justice partnerships (HJPs),
an initiative linking legal support with health services as a way of using
the law as a tool to reduce health inequities. Our aim is to integrate more
clearly the work of the Lancet Commission into that of the WHO Com-
mission in order to empower health actors “to use law more strategically
in the pursuit of health and equity.”6(p1858)

The Social Determinants of Health
Framework

The WHO Commission’s work has two key elements. First, it is not
solely about improving health in the aggregate but also about reducing
health inequities within and across populations. Health inequities refer
to the “differences in health which are not only unnecessary and avoid-
able but, in addition, are considered unfair and unjust.”7(p220) Second,
the WHO Commission emphasizes that health inequities are failures of
governance to provide “fair access to basic goods and opportunities that
condition people’s freedom to choose among life plans they have rea-
son to value.”5(p12) Addressing societally constructed health inequities
is thus a defining feature of the WHO Commission’s work.

The WHO Commission SDoH framework has three parts: (1) so-
cioeconomic and political context, (2) socioeconomic position, and (3)
intermediary determinants of health (see Figure 1). Each of the determi-
nants in the framework are collectively the social determinants of health.
These different elements, however, were introduced as an attempt to
resolve some of the ambiguity about the dual meaning of this term.
That is, the social determinants of health are the social processes that
stratify the distribution of health determinants along a socioeconomic
gradient, and the social determinants of health are the determinants
of individual and population health. The former is captured by the
interplay between socioeconomic and political contexts and socioeco-
nomic position, subclassified as the structural determinants or the social
determinants of health inequities. The latter is captured by the intermedi-
ary determinants of health—the subsequent effects of those structural
determinants—subclassified as the social determinants of health. Here we
refer to the subsets as the structural determinants and the intermediary
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Figure 1. Integrating Law as a Tool for Health Into the WHO Social
Determinants of Health Framework [Color figure can be viewed at wi-
leyonlinelibrary.com]

determinants, and we use the social determinants of health language
to refer to all determinants in the aggregate and in relation to health
equity.5

The socioeconomic and political contexts draw attention to struc-
tural factors such as the high-level policy interventions that distribute
wealth, power, and opportunities, in turn generating, configuring, and
maintaining social hierarchies. This includes governance, defined by the
UnitedNations Development Programme as a “system of values, policies
and institutions by which society manages economic, political and so-
cial affairs through interactions within and among the state, civil society
and private sector.”8(p287) It also captures the entirety of the public pol-
icy landscape (e.g., trade, labor, education, health care), which is shaped
by the intersection of political, economic, and social forces as well as
cultural and societal norms and values.

The second element of the framework focuses on the outcome of the
socioeconomic and political contexts: the socioeconomic position. The
socioeconomic position is a function of social stratifiers linked to sys-
temic discrimination (e.g., social class, gender, race) and interrelated
factors such as educational attainment, occupational status, and income
level. Income is the single best indicator of material living standards
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and impacts health through “the conversion of money and assets into
health enhancing commodities and services.”5(p30) Greater income in-
equality can also exert health-damaging effects as a result of factors such
as chronic stress for those at the bottom of the hierarchy or the erosion
of social bonds, in addition to fewer material resources for individuals
and communities. Educational attainment is an indicator of both the
material and intellectual resources of the family of origin and also the
individual’s cognitive skills to receive health messaging and communi-
cate with or access health services. Occupation, while strongly related to
income, can exert additional health effects through the associated social
status, stress, job control, and exposure to workplace hazards. Belonging
to one or more marginalized groups affects every aspect of one’s socioeco-
nomic position and determines one’s opportunities and experiences over
the life course.5

The third element of the framework is those intermediary determi-
nants of health, that is, people’s daily living conditions flowing from
the social stratification induced by the structural determinants. Ma-
terial circumstances include the determinants related to one’s physical
environment (e.g., quality and security of housing, neighborhoods,
workplace) and the financial means to consume health-promoting
goods (e.g., healthy food, general living costs). Psychosocial factors
include stressors like job strain or high debt, coping styles, and extent
of control. Also captured here are behavioral and biological factors in-
cluding genetic traits, age, and sex, and lifestyle factors such as tobacco
and alcohol consumption. The health system is also positioned as an
intermediary determinant through its capacity to provide equitable
access to care and to promote intersectoral action to improve health.5

Finally, the constructs of social cohesion and social capital are situ-
ated as both structural determinants of health inequity and intermedi-
ary determinants of health. Key theories of social capital drawn on by
the WHO Commission include Bourdieu’s class-based theorization of
economic, cultural, and social capital as resources in social struggles car-
ried out in different social arenas or fields;9 Putnam’s categorization of
social capital as norms and moral obligations, social values, and social
networks;10 and Woolcock and Sweetser’s presentation of social capital
as bonding, bridging, and linking capital: connections to people who
are similar to you, connections to people who are not similar to you, and
connections to people with power or influence, respectively.11
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From a Social Model of Health to a
Sociolegal Model of Health

In this article, we follow the Lancet Commission in defining the law and
legal systems to mean the “legal instruments such as statutes, treaties,
and regulations that express public policy, as well as the public insti-
tutions (e.g., courts, legislatures, and agencies) responsible for creating,
implementing, and interpreting the law.”6(p1857) Domestically, states
hold the sovereign authority to develop law through constitutions,
statutes, regulations, and case law, whereas internationally, various
international institutions (e.g., WHO, the World Trade Organization)
are imbued with lawmaking power in the form of treaties, customary
international law, and general principles.6

This article deviates from the Lancet report by employing the idea of
“law for health” rather than “health law.” While the latter may evoke a
narrower conception of the law (e.g., medical malpractice, international
health regulations, right to health care), we believe that “law for health”
suggests the broadest possible conceptualization of the law and legal
systems that directly and indirectly affect health and health inequities
in alignment with the SDoH framework. We have modeled this alter-
ation in language on the shift from health governance to governance for
health, which sought to expand the study of “institutions and processes
of governance with an explicit health mandate” to those “which do not
necessarily have explicit health mandates, but have a direct and indirect
health impact.”12(pp2-3)

The SDoH framework’s greater integration of the law and legal sys-
tems draws on the existing overlap between the social determinants of
the health equity movement in public health and the access to justice
movement in the law.3,13 Although terminology may differ between the
two fields, both seek to address the complex range of social, structural,
and institutional drivers of health and well-being, and to use various
tools (e.g., policy, law) to reduce inequities in social and health out-
comes. Enabling access to justice is about more than just resolving le-
gal problems; it is about reducing social inequities that produce health
inequities, breaking vicious cycles that “create and compound poverty,
undermine socioeconomic development, and contribute to broader social
inequality.”14(p145)
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The three functions of the law as laid out in the Lancet report6 are (1)
governing public and private institutions, (2) establishing norms and
standards that guide conduct, and (3) resolving disputes. Next we ex-
plore the integration of each of these functions in the SDoH framework
and the opportunities they open up to support action on the social de-
terminants of health equity.

Governance of Public and Private Institutions

The first function of law addresses the governance of public and
private institutions. The SDoH framework captures the concept of
governance in its socioeconomic and political contexts. Although the
SDoH framework acknowledges the interaction among each of the
three components in the socioeconomic and political contexts (i.e.,
governance, public policy, norms, values), explicitly capturing the law
demonstrates a crucial mechanism by which public policy influences
governance, and in turn, governing bodies are able to influence public
policy.

The Lancet Commission introduced a number of concrete challenges
related to governance for health, including fragmented and overlapping
mandates of actors and institutions (e.g., conflicts between the aims of
the Ministry of Health to reduce sugar consumption and the Ministry
of Agriculture to increase sugar production); weak monitoring, compli-
ance, and enforcement of treaties and commitments (e.g., low state com-
pliance with the Framework Convention on Tobacco Control due to the
limited availability of incentives or sanctions); and the intersection of
new entities with old governance regimes (e.g., the proliferation of non-
state actors in global health and participation in theWHO’s governance
processes).

By operationalizing some of these challenges, the Lancet Commis-
sion emphasizes the gap in knowledge and attention to the governance
processes that drive law, policy, and norms for health. This opens areas
for possible collaboration of legal and health scholars, practitioners, and
advocates and should contribute to the production of new knowledge,
as well as support the expansion of theories and methods for studying
governance for health.
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Establishing Norms and Standards That Guide
Conduct

The second function of law, establishing norms and standards to guide
conduct, also is found in the socioeconomic and political contexts of the
WHO Commission framework. The Lancet Commission points to sev-
eral avenues through which public policy, as expressed by law, forms
the norms and standards that shape daily living conditions, or the inter-
mediary determinants of health. These include the economic incentives
or disincentives that establish norms and standards such as subsidies or
taxes, which affect the supply and consumption of products with varying
levels of healthfulness, as well as the guidelines for labeling, warnings,
andmarketing and advertising practices for such products; access to pub-
lic goods though redistributive taxation, safety nets, and social welfare
policies; quality of the built environment, from water and sanitation to
livable spaces that foster community, safety, or physical activity; regu-
lations pertaining to mandatory vaccinations or seat belts, or standards
for health professionals, consumer goods, and pharmaceuticals; processes
for litigation against businesses that sell unsafe or hazardous consumer
products; as well as the removal of laws that act as barriers to health,
such as laws banning the distribution of sterile injection equipment,
abortion, or same-sex behavior.

The law may also produce more indirect effects on health through its
socioeconomic position when it acts as a tool that creates and normalizes
structural oppression or liberation from that oppression. For example,
the 1901 Immigration Restriction Act in Australia limited non-British
migration to Australia, launching more than seven decades of a White
Australia policy, which institutionalized White Australian norms and
values around race and culture.15 Not until 1929 did Canada pass a law
declaring that women were persons, thus allowing them to benefit more
fully from available legal protections and rights.16 Moreover, as of 2019,
only 24 nations recognize marriage equality, with the majority of the
world reserving for heterosexual couples the legal rights and privileges
awarded by marriage.17

The relationship between law and norms is, however, reciprocal, with
the law and legal systems rooted in the norms and values of those who
make and run them and, in turn, influencing future societal norms and
values, including those shaping the conditions for health. The law is in-
extricably tied to one specific norm, namely, the notion of justice. While
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legal scholars and practitioners might assume that justice is synonymous
with laws, legal institutions, and legal outcomes; for a nonlegal audi-
ence, many ideas about justice relate more to fairness, in either process
or outcome.18 Although theWHOCommission uses the language of so-
cial justice and the Lancet Commission discusses the idea as health with
justice, the two commissions are aligned in an equity-oriented vision
of justice that seeks to reduce systematic differences in the distribution
of goods and burdens in society producing health discrepancies that are
unnecessary, avoidable, and unfair.

Arguably, one way in which the field of law and the social deter-
minants of health use these ideas and norms of justice is through a
broader rights-based discourse, which recognizes the “equal and inalien-
able rights of all members of the human family” as the “foundation of
freedom, justice and peace in the world” (United Nations General As-
sembly, Universal Declaration of Human Rights). In line with this, the
work of both commissions is grounded in the progressive realization of
a universal right to health. Williams and Hunt, as representatives of the
health community in their response to the Lancet Commission, under-
scored the importance of a human rights frame.19 They observed that in
addition to being a set of legally binding obligations on states, human
rights are “empowering entitlements to be claimed by people to address
inequalities arising from power imbalances and inequities”19(p1783) and
that it is this function that opens space for health actors to shape the
law in ways that improve health and reduce health inequities. Accord-
ingly, using this function of the law (i.e., to shape norms and standards),
based on existing human rights legal architecture, could become a more
frequently employed instrument in the health actor’s toolkit.

Resolving Disputes (Access to Justice)

Finally, the third function of the law as described by the Lancet Com-
mission is “a tool to resolve disputes between individuals, organisations,
and governments.”6(p1864) One way to integrate this function of the law
into the SDoH framework is to conceive of the idea of dispute resolution
more broadly as access to justice and to position this as a determinant
of health in and of itself.20 Access to justice has been broadly defined as
being “concerned with the ability of people to obtain just resolution of
justiciable problems and enforce their rights, in compliance with human
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rights standards, if necessary, through impartial formal or informal insti-
tutions of justice and with appropriate legal support.”21(p24) Justiciable
problems are defined as “problems that raise legal issues, whether or not
this is recognised by those facing them, and whether or not lawyers or
legal processes are invoked in any action taken to deal with them.”21(p58)

According to the OECD, seven dimensions determine access to justice:
the substance of the law, the availability of formal or informal institu-
tions to secure justice, the quality of formal or informal institutions of
justice, the availability of legal assistance, the quality of legal assistance,
the quality of outcomes, and legal capability.

The concept of access to justice applies to both the criminal and civil
justice systems. Criminal law addresses areas like violence against a per-
son, theft or property damage, and other less serious offenses such as
parking infringements. Criminal cases are brought by the government
on behalf of society.22 Civil law deals with relational disputes between
individuals, organizations, and government agencies in which one party
is seeking damages (financial remuneration) from another party in re-
lation to their breach of civil law obligations.22 Civil law is expansive
and includes areas like family law, tenancy law, social security law, prop-
erty law, labor law, immigration law, consumer law, and guardianship
law. Despite the practical reasons to consider the criminal and civil sys-
tems separately, it is important to recognize that strong associations have
been found between the experience of multiple disadvantages result-
ing in civil law issues and the social patterning of criminal offenses and
victimization.23

Accessing justice in the civil system is a complex and multifaceted
process. One example is a landlord’s civil obligations under the tenancy
law to keep the premise in a reasonable state of repair, a breach of which
could result in the development of mold. Frequently in civil law, a legal
need represents an adverse social condition, such as an unmet basic need
like housing, food, or health care, which can be remedied using existing
laws, regulations, and policies24 and which has direct causal links with
health.25,26 In this case, access to justice would require assessing the sub-
stance of the tenancy law itself and the balance of rights provided to the
landlord and tenant; the availability, cost, and quality of the legal insti-
tutions and assistance accessible to the tenant to address this issue; the
quality of the resolution reached; and the ability of the tenant to rec-
ognize the matter as a justiciable problem, to navigate the process for
resolving it, and to understand the outcome. Most civil legal problems
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are resolved outside court but with the knowledge or threat of recourse
to the court if they cannot be resolved otherwise. For example, family
law disputes may be more likely to use mediation as a low-cost option
to produce more conciliatory outcomes.27

Access to justice, the social determinants of health, and the criminal
justice system are also intricately interwoven. A comprehensive review
demonstrated that in fact, the social determinants of health and the so-
cial determinants of criminal behavior are very similar.28 For example,
studies in various countries have demonstrated that poverty increases
the likelihood that a person will commit a crime, be apprehended for
a crime, and be the victim of a crime.29,30 Moreover, who and what be-
comes criminalized and who can afford justice in the criminal system are
also socially patterned.31,32

Many aspects of socioeconomic position have been shown to
affect access to justice across the criminal justice system (e.g.,
arrest, adjudication, sentencing, parole) and pathways to of-
fending and victimization.33-35 The recent Black Lives Matter
movement in the United States, for example, has gained interna-
tional attention, as demonstrated in protests against police brutality
and racially motivated violence against African Americans. The move-
ment started in 2013 and peaked in 2020 following the death of George
Floyd, a Black man killed by aWhite police officer who knelt on Floyd’s
neck for more than nine minutes while he was handcuffed lying face
down.36

In Australia, the systemic racism and oppression that Aboriginal and
Torres Strait Islander people have endured for 250 years of colonialism
have resulted in overrepresentation in the penal system. For example, in
2016 the detention rate for Indigenous children aged between 10 and
17 years was 26 times the rate for non-Indigenous youth.37 In addi-
tion to the broader implications for social capital and cohesion among
such communities,38,39 individual exposure to the penal system can pro-
duce negative feedback loops, resulting in lower educational attainment
and wages due to time spent out of schooling and employment, fewer
employment opportunities due to a criminal record, or threats to in-
come security as a result of legal fees, fines, and incarceration.40,41 All
of this contributes to greater physical and mental health inequities. For
example, intentional self-harmwas the leading cause of death for Indige-
nous persons between 15 and 34 years of age in 2017, more than three
times that of non-Indigenous Australians.42 Many Aboriginal people in
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Australia have marched in solidarity with the Black Lives Matter move-
ment in the United States, bringing attention to the 432 Aboriginal
deaths in custody since the 1991 Royal Commission Into Aboriginal
Deaths in Custody, which has yet to be meaningfully implemented.43

The Black Lives Matter Australia movement is continuing its protracted
struggle against inequality that Indigenous Australians face, including
inequality in the justice system.44

For those in the penal system, the prison environment dictates their
material circumstances and access to health care, the conditions of which
vary widely based on different approaches to corrective justice, such as
retribution (“eye for an eye”); rehabilitation (aligning the values and be-
haviors of offenders with the dominant values and behaviors of society);
or specific and general deterrence (prevention). For example, whereas ac-
counts of prisons in countries like Russia and Thailand describe “forced
labor, decrepit living conditions and casual violence”; in Norway, guided
by the principles of normality, humanity, and rehabilitation, prisons ex-
ist with “no walls or jail bars,” where “inmates raise sheep and cultivate
organic strawberries.”45

Within the SDoH framework, explicitly incorporating access into
justice provides an opportunity to address more broadly “how
different groups are integrated into—and excluded from—public
institutions.”46(p1271) This could grow and develop institutional theory
and analysis within the social determinants of health. Moreover, much
as the health system can mediate the impacts of inequitable social condi-
tions on equity in health and well-being, the justice system sits upstream
of health care, mediating the impact of social stratification and poor so-
cial conditions on the intermediary determinants of health. When pos-
sible, addressing legal/social needs before they become detrimental to
health may alleviate both pressure from the health system and unnec-
essary suffering. Accordingly, we last look at one type of collaboration
between health and legal professionals seeking to do just this.

Law as a Tool for Health: The Case of
Health Justice Partnerships

The Lancet Commission introduced four legal determinants of health
(see Box 1). In this discussion we focus on one legal determinant that
underpins the rest: building and strengthening legal capacities as tools
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for health. This requires three key elements. The first is an effective legal
environment of laws and processes that are available to be used. The sec-
ond is a strong evidence base regarding the kinds of problems affecting
health that have legal solutions. The third key element of legal capacity
as a tool for health relies on capability or empowerment. Both individ-
ual and structural capability and empowerment are needed. Structurally,
laws and legal processes need to provide a pathway to resolve health
problems. But that capability alone does not guarantee that people will
be able to use these pathways. Individually, people need to know that
these pathways exist and to be empowered to use them. Building an
understanding of how to use the law therefore becomes a critical step
toward building or strengthening legal capacity as a tool for health.47

This is the purpose of health justice partnerships HJPs (Box 2).

Box 2. Health Justice Partnerships

The Health Justice Partnership (HJP) embeds legal help into health
care settings and teams in order to address legal problems that af-
fect people’s health. Many people are vulnerable to intersecting legal
and health problems but are more likely to raise these problems in
a trusted setting like a health service than to turn to a legal service
for a solution. For instance, when someone’s respiratory health or risk
of infection is caused by the mold in their public or rental housing,
the law provides a tool to compel landlords or housing authorities
to meet their legal obligations to provide safe and hygienic housing.
Whereas a health service might recognize that poor-quality housing
is the root cause of a patient’s respiratory problems, the capability to
use that legal tool often requires legal assistance.
Even though they are common across the community, legal prob-

lems are particularly prevalent among people experiencing social dis-
advantage. Legal problems have been found to cluster, for instance,
around family breakdown, money issues, or poor-quality housing,
and they often coexist with everyday problems of life. Despite this
prevalence of legal needs, many people take no action for their legal
problems, and when they do seek advice, they are more likely to ask
a nonlegal adviser, such as a health professional, than a lawyer.48
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HJPs operate by (1) embedding legal help in health services and
teams to improve health and well-being for individuals by directly
providing services in places that they access, (2) assisting people and
communities vulnerable to complex needs by supporting integrated
service responses and redesigning service systems around client’s
needs and capabilities, and (3) supporting vulnerable populations
by advocating for systemic change to policies affecting the social
determinants of health.49

Throughout the world, HJPs have consistently recognized the role
of law and legal systems in shaping health and health inequities. In
the United States, this model has been evolving since the late 1980s,
driven by medical practitioners who recognized that they could not
reduce preventable hospital admissions until they addressed the poor-
quality housing that was making many of their patients sick.50 Legal
scholars and practitioners in Australia and England observed this evo-
lution in the United States and elsewhere internationally and trans-
lated it into their own communities and health care settings.50,51

Consequently, HJPs have also had different points of entry to respec-
tive health settings. For instance, the Australian movement focuses
on primary care and hospital settings, whereas the English approach
has focused on locating legal help in general practitioners’ offices and
developing referral pathways.3,52

Identified briefly in the Lancet Commission using the US terminol-
ogy, medical-legal partnerships, these networks between health and le-
gal services use law as a tool for health at individual, institutional, and
systemic levels.

At the individual level, HJPs build on a tradition of publicly funded
legal assistance that seeks to increase equity in access to justice. These
partnerships provide a mechanism to utilize the skills of legal practi-
tioners at the point that people are engaged with a health service, to
access people’s legal rights or entitlements or ensure that others meet
their legal obligations. Integrating legal assistance into health care
provides a way to address the underlying causes of health problems
whose solutions lie beyond health care in legal remedies. The work of
HJPs is transdisciplinary, informed by both what public health evidence
identifies as health inequity and what sociolegal research describes as a
lack of access to justice. These bodies of work inform the HJP approach
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to intersecting health and legal problems that impact some people
disproportionately owing to their inequitable access to services or
opportunities that would otherwise address or prevent these problems.
Consequently, we argue that by enhancing legal capacity, HJPs provide
a mechanism to improve equitable access to goods and opportunities
that can in turn reduce health inequities.

Institutionally, HJPs operate between otherwise siloed service sys-
tems, that is, between the one-on-one care of health or legal assistance
services to individuals accessing them for help and the social determi-
nants of health. HJPs are reshaping institutional systems by offering
a different way for services, practitioners, and the communities they
support to work with and engage one another. In reshaping health
and legal services to work together, HJPs recognize the interconnected
nature of the health and legal problems that people face and try to put
people at the center of service system responses to the impact of legal
need on health outcomes. It is also at this level that HJPs build and
strengthen legal capacity to use law as a tool for health, by placing the
law and legal process in the suite of tools available to health services
and by showing health practitioners and their patients how to use
them.

HJPs provide a systematic opportunity to improve public policy to
address the social determinants of individual and population health by
identifying system failure through individual experiences and by har-
nessing the power of health and legal assistance practitioners working to-
gether as policy advocates. As Genn explained, “the accumulation of le-
gal interventions on behalf of individuals to secure entitlements provides
evidence of meso level policy failure and can contribute to the impetus
for institutional policy change to address social determinants.”3(p179)

This opportunity has been demonstrated most extensively in the United
States, where public policy reform has become a central element to
address health inequities in the work of these partnerships. Here the
National Center for Medical-Legal Partnership reports on 450 health
organizations in medical-legal partnerships in 49 states,53 which now
comprise a central element in the US approach to using law as a tool to
address health injustice, particularly for marginalized patients and popu-
lations. The reforms achieved by these partnerships range from securing
eligibility for health insurance among people affected by chronic con-
ditions (specifically HIV/AIDS)54 to the elimination of administrative
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burdens that place barriers in the way of mothers on low incomes finding
food entitlements for their newborns.55 In one example that points to the
many different ways that law can be used successfully as a tool to advance
health equity, the partnership model in the United States successfully
reformed the federal government’s approach to lead poisoning. This re-
form included adopting the Centers for Disease Control and Prevention’s
definition of lead poisoning to federal law; mandating data sharing and
reporting between housing authorities, public health departments, and
the USDepartment of Housing andUrbanDevelopment to help identify
children with elevated lead levels; and requiring that lead hazard risk
assessments be conducted on all other assisted units in the same building
where a child in a federally assisted housing unit tests positive for lead
poisoning.52

In England and Wales, collaborations between legal assistance and
health services have been responding to social welfare problems since
the early 1990s and have resulted recently in significant activity toward
integrating health and legal support services in this field by both the
government and the National Health Services.33 In 2018, Beardon and
Genn mapped 380 services working through a wide and varied range of
connections between legal or welfare advice and health services, noting
that “while some partnerships worked according to a model that was
replicated across the country, most were unique arrangements built in-
dependently through local relationships.”56 Health justice partnerships
are also evolving in Canada across a range of health and legal assistance
services, including a major hospital.57

In Australia, the translation of the American model has reflected a
commitment to systemic advocacy for structural outcomes since its early
foundations.50,51 Examples of structural policy reform involving HJPs
in Australia are the federal government’s commitment to establish a na-
tional plan to address elder abuse and a reform that was based on evidence
and advocacy from HJPs and included a funding commitment to HJPs
within that plan.58 But to date, this component is still developing as
a standard feature in what is both a young and evolving movement of
HJPs in Australia. The second national census of HJPs found that only
18% had undertaken policy advocacy or law reform activities during the
2017/2018 financial year.59



Action on Health Equity Using a Sociolegal Model of Health 921

Conclusions

COVID-19 brought renewed attention to the persistence of health in-
equities and the social patterning of experiences of the pandemic based
on race, social class, gender, and immigration status. Although most
people have experienced disruption and loss, these experiences have not
been equal.60 Structural and social determinants driving the experience
of insecure and precarious work and overcrowded housing were visible
drivers of the spread of infection among particular communities and un-
dermined public health policies to isolate and distance.61 Despite the
opportunities to address, through the law, unfair or unjust societal con-
ditions underpinning health inequities, it remains a poorly understood
and substantially underutilized area in the field of public health.6 In
this article, we have sought to integrate the key features of the Lancet–
O’Neill Institute Commission on Global Health and Law, namely, the
functions of law, into the SDoH framework developed by the WHO
Commission on the Social Determinants of Health. By progressing from
a social model of health to a sociolegal model of health, we are seeking to
build legal capacity among health actors and empower them to use the
law strategically to reduce health inequities. We have also introduced
the idea of law for health, rather than health law, to present the broad-
est possible conceptualization of law and legal systems that directly and
indirectly affect health and inequity.

Integrating functions of the law throughout the SDoH framework
presents new opportunities for research and action while also reinforc-
ing lesser explored components of the model. Greater appreciation for
the ways in which law can be a tool for health equity may draw atten-
tion to national and international institutions and the actors that shape
them; the rules, regulations, and standards that guide daily living con-
ditions; as well as laws that directly and indirectly stratify society by
class, race, gender, religion, and sexuality in ways that reduce or widen
social and health inequities. A more legally oriented approach may also
help embed a human rights platform in the work of health actors and
strengthen the rights-based discourse as a foundation on which the re-
search on and policy for SDoH are based. For example, arguments for
addressingmalnutrition in all its forms should not be limited to the neg-
ative externalities of overweight and obesity, or stunting and wasting,
on economic development or productivity but rather should be justified
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first and foremost on the grounds that people have a right to adequate
food and health. Research from a social determinants of health perspec-
tive could help normalize and embed rights-based arguments and ensure
that they are seen as equal to, or greater than, economic arguments.

Access to justice provides a critical intersection between social models
of public health and work in the justice fields. Addressing the inequities
produced through the policies and institutions governing society unites
the causes of those seeking to enhance access to justice and those seek-
ing to reduce health inequities. This intersection highlights not only
shared goals but shared drivers as well. For example, poverty increases
adverse health outcomes, experiences of multiple civil law issues, as well
as the chance of being victimized and committing a crime. As a result,
solutions are also shared, and coordinated action will reap rewards for all
parties.

HJPs are an example of a sociolegal model of health in action and a
way to build and strengthen legal capacities for health for the health
workforce and patients. Through the resolution of health issues with le-
gal solutions at the individual level, the dismantling of service silos at
the institutional level, and policy and law reform at the systemic level,
HJPs demonstrate how the law can be used as a tool to reduce social and
health inequities. They provide a road map for scholars, policymakers,
and practitioners on the power of integrating access to justice into the
SDoH framework into shared drivers, shared goals, and shared solutions.
Conceptual developments at the intersection of law and social models of
public health like those in Figure 1, as well as real-world illustrations,
like HJPs, build and strengthen health actors’ legal knowledge and ca-
pacity and bring us closer to realizing the full potential of the law in
addressing health inequity.
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