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I. INTRODUCTION  
Health is important for a variety of reasons, perhaps most prominently because of 

its importance for individuals’ well-being and ability to pursue different life plans. Not 
surprisingly, health has also become an increasingly interesting topic for political 
philosophers, who have sought to describe and address questions of justice arising in 
relation to health. This has included issues concerning the allocation of health-care 
resources2 but also, more recently, attempts to take into consideration from the 
perspective of justice what we now know about the influence of social, economic, and 
political factors on health — the so-called “social determinants of health.”3 Much of this 
literature works from a predominantly distributive understanding of justice, that is, an 
understanding of justice that is concerned with the distributive patterns of relevant 
outcomes, such as welfare, resources, or health. In the recent debate about egalitarianism, 
however, the distributive approach has come under criticism for missing “the point” of 
equality. So-called “relational” egalitarians have proposed a different way of 
conceptualizing equality, which focuses not on distributions as inherently important but 
instead on the quality of social relations among citizens and/or the ways in which social 
institutions “treat” citizens. While this approach is gaining traction among philosophers, 
and its possible implications for different policy spheres — such as higher education, the 
distribution of income, and the structure of the workplace — are considered,4 very little 
has so far been said about its implications for health.  

In this essay, we explore a number of different ways in which the relational 
approach could have implications for health, with particular focus on health care, health 
inequalities, and health policy. Health raises interesting questions for relational 
egalitarians, particularly in light of emerging epidemiological evidence about the possible 
role of material factors and broader social circumstances in shaping health outcomes. 
Much of this essay is exploratory in that it seeks to explore different avenues that 
relational egalitarians could pursue to account for issues around health. However, our 
discussion also highlights some tensions and difficulties relational egalitarians might 
encounter, as well as some discontinuities between the implications of a relational 
account and current discourse on health equity. At the same time, the relational account 
also adds some interesting perspectives to the current debate, because it highlights 
concerns that are captured only to a limited extent by distributive theorists, especially in 
relation to health care and health policy. 

We begin, in Section II, by outlining the central arguments and positions of the 
relational account and its understanding of equality. In Section III, we consider how the 
relationship between justice and health is currently understood in the literature. Sections 
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IV through VII consider various ways in which questions concerning health and health-
care resources could be addressed within a relational framework. Here, we discuss 
possible implications of the relational approach for health care, inequalities in health, and 
health policy. As we suggest, while there are some important considerations about health 
that a relational perspective can add to current debates (particularly when it comes to 
health policy and the kinds of strategies we pursue to improve population health and/or 
reduce health inequalities), many of the more specific implications of the relational 
perspective for health remain unclear. Section VIII concludes.    

 II. RELATIONAL EQUALITY 
The family of views we refer to as “relational” has, to a large extent, been 

developed in opposition to a growing literature that regards questions of equality as 
concerned with the fairness of distributions of one or more relevant goods in a certain 
population. On such accounts, the aim is to determine the conditions under which a 
distribution — of income, resources, well-being, or some other “currency” of justice — 
can be considered fair or unfair.5 Relational theories, on the other hand, view equality as 
a social and political value and are primarily concerned with “egalitarian social 
relations.”6 This approach has been developed in two different directions. On the first, the 
primary concern is that individuals (or citizens) should relate to one another as equals; 
different versions of this social objective have been referred to as “equality of status,”7 
“social equality,”8 or “democratic equality.”9 While these approaches differ in various 
respects, they all single out phenomena such as oppression and status hierarchies as 
problematic. The phrase “a society of equals”10 is often used to characterize the ideal of 
society these views envisage. The second family of relational approaches focuses on how 
institutions treat, and the attitudes they express toward, individuals.11 For such 
approaches, neglectful, disrespectful, or intentionally harmful treatment by institutions 
toward citizens is considered to be the primary target of egalitarian concern.  

It is important to understand the precise disagreement between relational and 
distributive perspectives, not least because there is significant overlap in the kinds of 
scenarios each of these two accounts identifies as problematic. On the one hand, 
distributive egalitarians can acknowledge that the issues of central importance to the 
relational egalitarian — i.e., the quality of social relations — matter, but believe that they 
can be captured within a distributive framework. For example, relational “goods” could 
to some extent be accounted for within a distributive conception of equality by including 
“status” or “respect” as one of the things that ought to be distributed in a particular way.12 
Accounts that view distributive equality as the sole requirement of justice are also 
consistent with the view that justice requirements must be weighed against relational 
considerations (which would then be described as non-justice requirements). For 
example, in G. A. Cohen’s account, the value of “community,” which captures 
considerations similar to those that lie at the heart of relational accounts, seems to 
compete with the pursuit of justice (understood as distributive equality) in this manner.13  

Relational egalitarians, on the other hand, often allow that their approach has 
distributive implications. In particular, at least some relational egalitarians argue that 
limits must be placed on permissible levels of income inequality. Thus, relational 
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egalitarianism can have implications for the distributive outcomes that are considered 
acceptable or problematic. However, any such implications would not be understood as 
independent requirements of fairness (as distributive theorists such as Cohen might 
stipulate) but are instead to be derived from a broader understanding of equality as a 
social and political value.14  

 While there is therefore clearly some degree of overlap between distributive and 
relational frameworks in terms of the situations they identify as problematic from the 
perspective of equality and the remedies they are likely to favor, distributive and 
relational approaches come to such judgements through very different lines of reasoning. 
Thus, relational egalitarians can complain that even to the extent that distributive 
theorists object to relational inequalities, they do so for the wrong reasons: they object 
not to social inequality as such but to whatever distributive inequalities it produces. 
Distributive egalitarians, of course, can make a parallel argument: to the extent that 
relational egalitarians object to distributive inequalities, they do so because distributive 
inequalities undermine or are inconsistent with relational equality, not because 
distributive inequalities are in themselves unfair. Despite their likely agreement on a 
number of concerns, then, relational and distributive egalitarians rely on distinct 
conceptions of equality.  

Our concern in this essay is with the implications relational egalitarianism might 
have for health. As we explained above, health has become of increasing interest to 
theorists of distributive equality, but so far relational egalitarians have said little about 
this topic. There are many open questions about the relationship between the ideal of 
social equality and health. In particular, much of the current literature on justice and 
health is concerned with inequalities in health outcomes between different socioeconomic 
groups; to what extent — and for what reasons — do relational egalitarians share this 
view? How do the questions they ask about various issues surrounding health, such as 
health care, health inequalities, and health policy, differ from the questions distributive 
theorists are concerned with? Does the relational perspective add anything to current 
debates about health and health inequalities that is not captured by distributive 
approaches? This essay seeks to begin to address these questions. 

III. JUSTICE AND HEALTH  
Health is a good that matters enormously to our flourishing and quality of life. 

Health is important because it is in our interest to remain free from pain and suffering, to 
have the functional capacity to engage in a wide range of ordinary human activities, and 
to live a life of a “normal” lifespan.15 Not surprisingly, health is one of the main 
determinants of subjective well-being.16  

It has also been noted that health seems to have taken on a special kind of 
significance — a symbolic value, perhaps — in contemporary Western societies.17 This 
is often reflected in claims that health is “special” and that inequalities in health are 
morally more objectionable than inequalities in other goods. Thus, for example, 
Marchand, Wikler and Landesman claim that “Health, unlike income and other goods and 
services, seems special to many of us, in that the case for its equal distribution seems 
more compelling.”18 
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However, despite the importance of health for our life prospects and well-being, it 
is only recently that theories of justice have begun to address questions about health. 
Perhaps most prominently, Rawls’s seminal work on justice is developed against the 
background assumption that citizens are in (more or less) full health, moving health 
deficits — and the question of how we ought to respond to them — beyond the purview 
of the theory.19 There are several reasons why one might bracket the question of health. 
One important reason concerns the scope of justice and the kind of good that health is 
considered to be. For some political philosophers, the scope of justice is limited to the 
distribution of “social” goods (such as income), whereas health has typically been 
considered a “natural good” or “fact of nature”; from such a perspective, health outcomes 
are beyond the scope of justice. The distribution of health care, on the other hand — 
clearly a social good — would be an exception. Indeed, earlier initiatives to incorporate 
health into theories of justice have tended to focus on the allocation of health care.20 

But as philosophers have become aware of epidemiological work on the influence 
of social factors on health, approaches to health in the context of justice have begun to 
change. Epidemiologists have been increasingly concerned with the so-called “social 
determinants of health,” that is, factors relating to our living and working environments 
and broader social arrangements that shape health outcomes — and the level of health 
inequality — within a population.21 While uncertainties and disagreements about the 
causal mechanisms that underpin the associations between various social factors and 
health outcomes remain,22 the idea that it is a broad range of factors that shape population 
health has implications for many theories of justice in health. To the extent that these 
social factors are amenable to intervention, and to the extent that such interventions 
would have an impact on health outcomes, health can no longer be seen as a purely 
“natural” good.23 Insofar as one regards theories of justice to be concerned with the 
distribution of social goods, there is no prima facie reason to restrict oneself to the 
distribution of health care. Daniels, for example, has responded to the epidemiological 
research on the social determinants of health by revising his earlier account of justice in 
health to include not only health care but also “the full range of socially controllable 
factors that affect health and its distribution.”24 

Much of the discussion on justice in health has focussed on inequalities in health. 
In this context, an inequality in health is typically defined as an inequality in life 
expectancy, healthy life expectancy,25 or differences in the prevalence of disease between 
groups. Sometimes these measures are used together. While health inequalities can be 
interpreted and measured in different ways,26 much of the literature focuses on social 
inequalities in health, that is, inequalities in health outcomes between socioeconomic 
classes. Both mortality and morbidity rates have been consistently demonstrated to vary 
systematically with social class, with lower life expectancy and higher incidence and 
prevalence of almost all major diseases in the lower social classes. While national 
averages of inequalities in life expectancies between the lowest and the highest socio-
economic groups typically range from three to seven years,27 inequalities of twenty years 
or more between the richest and the poorest have been documented in some cities, such 
as Glasgow in the United Kingdom and Baltimore in the United States.28 Inequalities in 
healthy life expectancies are larger, averaging ten years or more.29 But these inequalities 
do not merely represent inequalities between the rich and the poor; rather, they can be 
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expressed as a gradient, with health improving steadily across the socioeconomic 
spectrum. These patterns have been documented in nearly every developed country, 
though the steepness of the health gradient and the magnitude of the inequalities have 
been found to vary across countries.30 Many (distributive) theorists consider these health 
inequalities as (at least prima facie) unfair and much of the debate proceeds from the 
sense that social inequalities in health are a problem of social justice.  

Much of the philosophical literature on questions of justice and health considers 
health from a distributive perspective. Relational egalitarians, as we explained above, 
have criticized various aspects of the distributive perspective. How might their 
perspective on health differ from that of distributive theorists? 

IV. A SOCIETY OF EQUALS AND THE PROVISION OF HEALTH CARE 

To the extent that health has featured in the relational egalitarian literature, the 
discussion has mostly focused on the provision of health care. Both Elizabeth Anderson 
and Samuel Scheffler include health care as one of several goods needed to meet people’s 
basic needs. On both accounts, a society of equals requires adequate provision for basic 
human needs, because having one’s basic needs met is a precondition for participation in 
society as an equal. Thus, for example, Anderson emphasizes the importance of 
protecting our basic functioning as human beings: 

[T]o be capable of functioning as an equal citizen involves not just the ability 
to effectively exercise specifically political rights, but also to participate in 
the various activities of civil society more broadly, including participation in 
the economy. And functioning in these ways presupposes functioning as a 
human being. . . . To be capable of functioning as a human being requires 
effective access to the means of sustaining one’s biological existence — food, 
shelter, clothing, medical care — and access to the basic conditions of human 
agency . . . 31 

Basic health needs must be met in order for individuals to function as human beings and 
to stand as equals in society, and therefore relational equality guarantees access to health 
care to meet basic health needs.  

 However, as we have noted above, access to health care is only one of several 
factors that influence people’s health outcomes. Much of the recent debate on health has 
developed precisely from the recognition that the contribution of health care to society’s 
health is much more modest than previously believed, in comparison to the social 
determinants of health — the broader social and material environment in which we live. 
In particular, social inequalities in health persist even after the introduction of universal 
health care.32 While health care can often make a potentially dramatic difference as and 
when people fall ill, and while preventative services play an important role in detecting 
conditions early on, the “upstream” factors that cause illness and disease to occur in the 
first place seem to have a much greater impact on population health. This means that if 
there is a requirement to protect health, this may be met not only through the provision of 
health care but also through policies that address the socially controllable factors that 
influence health outcomes. Ought we perhaps to divert resources away from the health 
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care budget toward policies that address the social determinants of health? Our 
knowledge about the social determinants of health seems to pose a challenge for a need-
based justification for the provision of health care.33  

How would relational egalitarians respond to this challenge? Would they endorse 
such a policy, if doing so could help ensure that more people achieve the minimum 
threshold of health required to participate as equals in society? If the goal is to meet basic 
needs so that citizens can be equal members of society, relational egalitarians should be 
open to the idea that health care may not be the only, or perhaps even the best, way of 
achieving this goal. 

 These issues prompt us to further question whether — from a relational 
perspective — the value of health care lies primarily in its instrumental function of 
promoting good health outcomes, or whether perhaps there are other dimensions to its 
value. The relieving of suffering could be one such further dimension; the sense of 
security that the availability of health care can give us and the knowledge that we will be 
looked after if we should fall sick, another. More important in the context of this 
discussion, however, is the notion that the provision of health care could have an 
expressive dimension. As Daniel Weinstock has suggested,  

health care matters to us not because of what it does but because of what it 
means. Above and beyond the benefits that individuals accrue, health care has 
come to matter to people because it betokens the extent to which they are 
treated as deserving of equal care and respect. The social meaning of health 
care is tied in with our sense of ourselves as equal citizens in ways that other 
goods (say education) are not, even if for any objective construal, other goods 
matter just as much, perhaps even more, than health care per se.34   

This suggested aspect of the value of health care fits well with the relational 
framework. Indeed, Anderson sometimes seems to suggest something along these lines. 
In her 1999 paper, she considers the implications of different perceptions of equality for 
the provision of health care by asking what proponents of different egalitarian views 
might say to an individual who had not purchased health insurance but now needed 
medical treatment. While, according to Anderson, a luck egalitarian would tell this 
person, “You are too stupid to run your own life,” someone committed to the relational 
account Anderson favors would say the following: 

“You have a moral worth that no one can disregard. We recognize this worth 
in your inalienable right to our aid in an emergency. You are free to refuse 
this aid once we offer it. But this freedom does not absolve you of the 
obligation to come to the aid of others when their health needs are urgent. 
Since this is an obligation we all owe to our fellow citizens, everyone shall be 
taxed for this good, which we shall provide to everyone. This is part of your 
rightful claim as an equal citizen.”35 

Having juxtaposed these two very different attitudes toward those who fail to 
purchase health insurance, she asks rhetorically, “Which rationale for providing health 
insurance better expresses respect for its recipients?”36 
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That Anderson imagines egalitarians of different stripes providing reasons to the 
recipients of medical care and that she considers the difference in reasoning significant 
suggests that, for her, it is crucial not only that we provide aid but also that such aid is 
provided in a way that recognizes and expresses the equal status of citizens; the luck 
egalitarian approach seems problematic to Anderson because the rationale it offers for the 
provision of medical care is disrespectful. Further, the quote suggests that, for Anderson, 
providing medical care to those in need is based on recognition of the rights they have as 
equal citizens; a failure to provide care would express lack of concern and respect for the 
citizens concerned.  

While this merely hints at the expressive role that health care might play for 
Anderson and is not sufficient to establish that this is in fact a part of Anderson’s 
position, elsewhere she has endorsed the idea that laws and policies can, and often do, 
have an expressive character, i.e., expressing values and attitudes. The expressive 
dimension of a law, furthermore, as Anderson illustrates by referring to cases in U.S. 
legal history, can be independent of any particular effects that the law may have.37 

A detailed account of the possible expressive dimension of health care has not 
been offered at this stage, but this line of reasoning would provide a further justification 
for the provision of health care that is independent of the health benefits that it provides. 
Developing this line of argument could help identify a uniquely relational response to 
questions about the provision of health care. In contrast, insofar as distributive 
egalitarians are concerned with distributive outcomes, and to a lesser extent with the 
means to achieve these, they are more likely to be concerned with the instrumental value 
of health care.38 Therefore, one would also expect them to be more likely to be swayed 
by the argument that if policies that address the social determinants of health will be 
more effective for either improving health outcomes or reducing health inequalities than 
the provision of health care, then we should shift resources away from the latter toward 
the former.  

Relational egalitarians may, therefore, regard the health care system as important 
not only for its importance in meeting health needs but also because of the expressive 
importance of having such a system in place. Both of these considerations appear to play 
a role in Anderson’s and Scheffler’s arguments. However, as we explained above, to the 
extent that health care is important because of its role in achieving particular health 
outcomes, the question remains whether these arguments would not also extend to an 
obligation to address the social determinants of health. Further, the “expressive” 
argument in favor of health care leaves open many questions about what a “just” health 
care system might look like. For example, does the expressive importance of health care 
require equal access to all medical services provided by the health care system? 
Assuming that a publicly funded health care system could not afford to provide the very 
best of what our very advanced health care technology can offer in terms of treatment and 
care, and that health care services must be rationed, would relational egalitarians be 
opposed to the existence of private health care that allows individuals who can afford it to 
purchase better, more effective treatment and bypass waiting lists?39 Could inequalities in 
access to health care on the basis of ability to pay, or perhaps for other reasons, 
undermine equal social status? We will not pursue these questions further but simply note 
that there is much scope for further discussion here.  
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V. THOMAS POGGE: A HIERARCHY OF HEALTH INEQUALITIES  
The discussion of the previous section focused on relational arguments 

surrounding the health care system. Does the relational account have any direct 
implications for health outcomes? How would relational egalitarians decide whether and 
why particular health deficits constitute injustices? Given that, unlike distributive 
theorists, relational egalitarians do not consider distributive outcomes to be a direct 
concern of equality, it is less straightforward to see how they would assess the justice or 
injustice of health inequalities. 

To our knowledge, Thomas Pogge is the only relational egalitarian to engage 
directly with the question of when and why inequalities in health outcomes are unjust. 
Focusing on Pogge’s way of distinguishing just from unjust health inequalities, this 
section raises broader questions about the possible implications of a relational approach 
to health inequalities. Note, however, that while Pogge’s account can be described as 
relational, its focus is very different from that of approaches such as Anderson’s and 
Scheffler’s. Whereas Anderson and Scheffler are primarily concerned with the status of 
citizens and the relationships among them, Pogge focuses instead on how institutions 
“treat” citizens; his understanding of justice is “relational” in the sense that it involves “a 
relation between particular agents and recipients . . . : to be just is to give equitable 
treatment.”40 Much of the argument we describe in this section is based on this particular 
understanding of which relations matter from the perspective of equality, and it is not 
clear that these commitments would follow from the views that Anderson and Scheffler 
endorse. 

The focus of Pogge’s argument is on global health and the influence of poverty on 
the burden of disease. He criticizes what he calls “purely recipient-oriented views” — 
that is, views of justice that on our terminology would be considered distributive — for 
failing to take into account the causes of particular health deficits. How the social order 
contributes to the development of the health deficit, Pogge argues, is crucial to assessing 
whether it constitutes an injustice and, if it is unjust, how great that injustice is.  

Pogge introduces the “V example” to illustrate different ways in which social 
institutions can bring about a particular health deficit. The V example describes six 
different scenarios; in all of them, social arrangements lead some individuals to lack a 
certain nutrient, V. In scenario 1, this nutritional deficit is “officially mandated,” resulting 
from a law that prevents some people from accessing the nutrient. In scenario 2, it is 
legally authorized actions of individual citizens that lead to the deficit: those selling V 
may legally refuse to provide it to certain citizens. In scenario 3, “social institutions 
foreseeably and avoidably engender (but do not specifically require or authorize)” the 
deficit: poor economic arrangements leave some without the financial resources to 
purchase the nutrient. In scenario 4, the conduct of private individuals — which is legally 
prohibited but the prohibition is not enforced — leads to the deficit. In scenario 5, social 
institutions avoidably leave the effects of a natural health problem unmitigated: some 
individuals cannot metabolize the nutrient but “avoidably lack access” to the required 
treatment. Finally, in scenario 6, social institutions avoidably leave the effects of a “self-
caused” (not natural, as in scenario 5) defect in place: the inability to metabolize the 
nutrient is here due to the individuals’ own prior choices.41  
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Pogge draws two conclusions from this example that are particularly important 
for our purposes. First, Pogge suggests, scenarios 1-6 are of decreasing moral weight. 
While he does not provide a detailed argument for this particular ordering and calls it an 
“intuitive, pre-reflective judgement,”42 the criteria that are to determine this ranking are, 
on the one hand, the nature of the causal role that institutions have played in the 
development of the health deficit and, on the other hand, the attitude that they express 
toward their citizens. These two factors are crucial in distinguishing unjust health deficits 
from those that are not unjust, and different kinds of causal role and/or institutional 
attitudes will lead to different “degrees” of injustice. Second, in accordance with the 
moral “weight” and different degrees of injustice each of these different scenarios 
represents is the urgency to address them: other things being equal, the more unjust a 
particular health deficit, the more urgent it is to address that deficit.  

More broadly, such an account does not identify a range of permissible — or ideal 
— health distributions. A given health deficit or distribution of health cannot in itself be 
just or unjust because justice cannot be tied to outcomes alone; we also need to know 
how social institutions and arrangements are related to the health condition (or health 
distribution) in question. If equality is understood in terms of treating or relating to others 
in certain ways (with respect, as equals, recognizing their equal membership in a scheme 
of cooperation, and so on), then health conditions that result from institutions’ failure to 
meet this requirement will be more unjust (and addressing them will have greater 
urgency) than health deficits that have no such connection to institutional failings.  

One implication of this approach is that, other things equal, poor health outcomes 
with social causes are more unjust than those with natural causes because the latter do not 
result from unjust “treatment.” Pogge thinks that natural health deficits could still be 
unjust if (as in scenario 5 of his V example) institutions could provide treatment but fail 
to do so; but other things being equal, they will be less unjust — and less urgent to 
address — than health deficits with social causes.  

One interesting implication of his account that Pogge explicitly addresses is that a 
full assessment of the urgency to address particular health needs must be based not only 
on the level of injustice involved but also the severity of the health condition in question. 
In fact, he allows that the severity of the outcome can sometimes outweigh considerations 
about the injustice of the outcome. Referring to the scenarios in the V example, he notes:  

Medical conditions become less weighty, morally, as we go through the list. 
But less weighty medical conditions may nevertheless outweigh weightier 
ones if the former are more severe or more numerous or more cheaply 
avoidable than the latter. In this way, an advantage in reducing Scenario 4 
type deficits may outweigh a much smaller disadvantage in engendering 
Scenario 3 type deficits, for example.43 

In the V example, the health deficit is equally severe across the different 
scenarios; our assessment of the moral urgency to address the health needs therefore 
varies only because of the different degrees of injustice involved. In the real world, of 
course, we will be faced with health deficits that have different levels of severity, and we 
may find ourselves faced with, on the one hand, health deficits that are very severe but 
involve little or perhaps even no injustice and, on the other hand, health deficits that 
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involve significant injustices but are much less severe. On Pogge’s account, then, the 
severity of a health deficit enters the “equation” as a consideration that must be weighed 
against the requirement to address injustices.  

Pogge’s account of how we are to assess the justice or injustice of particular 
health deficits has two implications that are particularly relevant for our purposes. First, it 
is not clear how easily this argument fits with other lines of argument that relational 
egalitarians such as Anderson and Scheffler may want to develop. In particular, note 
possible tensions between Pogge’s argument and the considerations discussed in the 
previous section regarding relational egalitarians’ views on health care. Whereas 
Anderson and Scheffler seem to be concerned that citizens must have access to medical 
care in order to protect their needs as human beings, and to ensure that their status as 
equals is recognized, Pogge’s view implies that institutions — including, presumably, the 
health care system — should be designed so that they (other things being equal) give 
greater priority to unjust health deficits over those that are unfortunate but not unjust. He 
notes that “we should design any institutional order so that it prioritizes the mitigation of 
medical conditions whose incidence it substantially contributes to,”44 while scenarios 1-3 
of the V example are instances in which social institutions can be said to “substantially 
contribute to” health deficits. On the one hand, as we mentioned above, not all relational 
egalitarians may be committed both to Pogge’s conclusions and to the kind of relational 
egalitarianism Anderson and Scheffler propose; the difference in emphasis when it comes 
to the goals that the health care system should pursue may simply reflect the differences 
between these two kinds of approach. On the other hand, a different conclusion might be 
drawn by relational egalitarians who think that both of these accounts capture important 
aspects of the kinds of social relations egalitarians should be concerned with. They might 
want the health care system to pursue different — and possibly competing — goals: on 
the one hand, to prioritize the treatment of health care needs in relation to the level of 
injustice involved in bringing about the need and, on the other hand, to provide health 
care to ensure that individuals’ basic needs as human beings are met. It is, of course, not 
necessarily an objection to the relational account that it might result in more than one 
objective that we would want the health care system to pursue. However, when relational 
egalitarians turn to the implications of their approach for health, which goals the health 
care system should pursue and how to address possible conflicts between different goals, 
are some of the questions that would need to be addressed.   

A second implication of Pogge’s argument is that it could identify a broader range 
of health inequalities as unjust than might appear to follow immediately from a relational 
account. In particular, his approach opens up two lines of argument that relational 
egalitarians could make about health inequalities. First, he allows that where our social 
and economic arrangements lead to health deficits, these can constitute injustices even if 
governments do not intend such effects. This could have far-reaching implications in the 
health context. In particular, if the argument is understood to include possible effects of 
the distribution of material goods on health outcomes, a government’s failure to 
redistribute could arguably be seen as the kind of morally problematic institutional 
treatment that Pogge identifies in scenario 3 in the V example. This scenario exemplifies 
a case in which “social institutions foreseeably and avoidably engender . . . the 
nutritional deficit through the conduct they stimulate.”45 Here, social institutions are 
considered causally responsible for the nutritional deficiency because the deficiency is a 
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consequence of some groups’ severe poverty “within an ill-conceived economic order.”46 
The implication is that if resources were more equally distributed, no person would be so 
poor as not to be able to afford essential nutrients. If, as many social epidemiologists 
argue, social arrangements — including, in particular, an unequal distribution of the 
social determinants of health — have significant effects on health outcomes, this could 
mean that the health deficits that result from a government’s failure to seek a more equal 
distribution of these determinants would be unjust.  

Depending on how the empirical facts work out, this could have far-reaching 
implications. Assume, for example, that we can improve the health of the lower 
socioeconomic classes by redistributing income from the higher socioeconomic classes. 
Assume further that there are diminishing marginal returns on improving health outcomes 
by improving absolute levels of income, such that reducing the income levels of the 
better-off (in order to redistribute to the worse-off) would not lead to a worsening of 
health in this group.47 In that case, redistributing income from the better-off to the worse-
off would yield a pure health gain (to the worse-off), without making anybody else’s 
health worse. Thus, insofar as social institutions can equalize the distribution of income 
and thereby improve health, it would follow that, when institutions fail to do so, they 
have “foreseeably and avoidably engendered” some proportion of health deficits in this 
population. More broadly, the more evidence we have about the influence of social 
arrangements — including, perhaps, income inequality but possibly also other factors — 
the greater the scope for health deficits that are unjust because of institutional failure to 
prevent their occurrence through appropriate policies or institutional design. This line of 
argument — and its possible implications — seems to be anticipated by Christian 
Schemmel when he notes that  

Unequal distributions of [socially produced] goods (and bads) constitute 
unequal treatment on the part of the basic structure, and have to be justified 
by justice-relevant reasons. . . . unequal impact of the basic structure on other 
goods that are often considered natural goods, for example, on personal 
health and genetic endowments . . . requires such justification.48 

The second kind of health inequalities that could become problematic if we adopt 
Pogge’s argument is inequalities that have natural causes but that could be addressed by 
social institutions. In scenario 5 of the V example, the health shortfall is caused by 
“social institutions avoidably leaving unmitigated the effects of a natural defect: certain 
persons are unable to metabolize V due to a treatable genetic defect, but they avoidably 
lack access to the treatment that would correct their handicap.”49 Thus, health deficits 
with natural causes can be unjust if treatment is available but not provided by 
governments.  

Importantly, however, Pogge’s conclusion seems to rest on the judgment that the 
decision not to provide a particular treatment constitutes unjust treatment and/or 
expresses a problematic kind of attitude toward those in need.  In the absence of such a 
judgment, his account would not identify the health deficit as unjust. Many instances in 
which governments fail to provide treatment, however, may not meet this requirement, 
for example when the treatment is very expensive and our resources would be better 
spent on other treatments. The precise implications of this aspect of Pogge’s argument 
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therefore depend on how we are to decide under what conditions failure to provide 
treatment constitutes wrongdoing.   

The arguments Pogge presents open up the possibility that a broader range of 
health inequalities could be considered unjust from a relational perspective than one 
might initially assume. While relational egalitarians make reference to the injustice of 
distributive inequalities that are caused by unjust social relations,50 the arguments 
suggested by Pogge would identify as unjust, on the one hand, health inequalities 
resulting from particular social arrangements — even if these arrangements are not in 
themselves unjust — and health inequalities with “natural” causes that are not addressed 
through appropriate intervention. At the same time, as we emphasized before, Pogge 
works from an understanding of relational equality that focuses on how institutions relate 
to individuals: it is because institutions fail to prevent particular outcomes that they 
become unjust. It is not clear that this line of argument would appeal to relational 
egalitarians, such as Anderson and Scheffler, whose primary focus is on how citizens 
relate to one another.   

VI. AN INDIRECT APPROACH TO HEALTH INEQUALITIES 
Whereas Pogge’s account seeks to provide independent criteria that would allow 

us to directly distinguish just from unjust health inequalities, some theorists have 
advocated what they call an indirect approach to evaluating when health inequalities are 
unjust.51 An indirect approach does not specify principles of justice applicable to health 
outcomes as such: instead, whether a given distribution of health is just or unjust depends 
on the justice or injustice of the social arrangements and/or processes that have brought 
about this particular health distribution. Thus,  

inequalities in health are wrong not simply because actual health outcomes 
deviate from some pattern of health outcomes that is considered ideal, but 
rather because, and insofar as, they are the expression and product of unjust 
economic, social, and political institutions.52  

And conversely, when our economic, social, and political arrangements are just, 
then the resulting health distribution in that population — including any “residual” health 
inequalities — is thereby also, by implication, just. 

A proponent of the relational understanding of equality could adopt such an 
indirect approach to account for when health inequalities are unjust. For example, if we 
want to know to what extent a relational egalitarian would condemn social inequalities in 
health, we would need to examine whether and to what extent such inequalities would 
remain even if our economic, social, and political institutions — and the resulting 
distribution of material factors that shape health outcomes — are consistent with 
relational requirements. In the following, we consider the implications of a relational 
theory of equality for some of the major determinants of health. However, as we suggest, 
this indirect approach to justice in health cannot give us any clear indications about the 
scope and nature of health inequalities that relational egalitarians would condemn. On the 
one hand, the evidence about the influence of material factors on health outcomes is 
arguably fairly robust; but the extent to which relational egalitarians object to inequalities 
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in such factors remains unclear. On the other hand, while relational egalitarians have 
provided much more-detailed accounts of what constitutes violations of equality in social 
relations, the empirical evidence on the influence of such factors on health outcomes is 
much less straightforward. 

As we indicated above, there is a growing body of research in support of the 
importance of material conditions for population health. Material conditions include 
factors such as nutrition, sanitation, housing, residential neighborhood (e.g., levels of 
pollution, traffic, crime), material insecurity (e.g., job insecurity, housing insecurity), and 
working conditions (e.g., exposure to chemical, physical, or ergonomic health risks).53 
According to the social determinants of health thesis, these factors can explain a large 
proportion of the health inequalities between different socioeconomic groups, because 
many of these material determinants of health are generally strongly associated with 
one’s level of income: the lower one’s income, the lower one’s material standard of 
living, and the more precarious one’s life circumstances. Insofar as the relational 
egalitarian would object to inequalities in access to material resources or exposure to 
material health risks, they would also condemn the health inequalities that these factors 
give rise to. 

Although the relational conception of equality primarily concerns the quality and 
nature of social relations, it also has some implications for the distribution of income and 
other material resources. Insofar as a relational account specifies such distributive 
outcomes, there will also be some implications for population health outcomes. However, 
relational egalitarians have not provided detailed accounts of what their approach would 
imply for the distribution of material resources. There seems to be agreement among 
relational egalitarians that equality requires that we secure for everyone a level of 
material goods, including housing, income, and so on, that is sufficient to meet basic 
human needs (we discussed this strand of Anderson’s and Scheffler’s arguments in 
Section IV above). But the extent to which relational egalitarians would advocate further 
distributive requirements, above and beyond meeting basic needs, is unclear. Relational 
egalitarians do not view inequalities in income and other material goods as in themselves 
problematic, though they may nevertheless object to certain inequalities because and to 
the extent that they have certain consequences or causes.54 

One of the primary reasons relational egalitarians may object to income 
inequalities is that they could lead to the emergence of status hierarchies or the 
marginalization of less well-off social groups. Income inequalities therefore become 
problematic for relational egalitarians when they threaten to undermine equal social 
relations in these ways. But it remains unclear how demanding this instrumental 
requirement is. One reason for this is that the precise nature of these implications depends 
not only on theoretical arguments about the nature of the relationship between 
individuals’ status as equals and income inequality, but also on empirical questions — to 
which we do not yet have clear answers — about the influence of income inequalities on 
individuals’ perceptions of themselves and others as equals. Perhaps for this reason, 
Scheffler refrains from providing any specification of the level of income inequality that 
his account permits, and suggests that supporters may favor “a system that tolerates either 
more or less inequality of income and wealth than luck egalitarianism does.”55  
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Furthermore, it may be possible to make even large income inequalities consistent 
with social equality; echoing Michael Walzer, Anderson gives her support to the strategy 
of “blocking exchanges” between different “spheres” of goods, to prevent income and 
wealth from being converted into power and social standing, thereby undermining social 
and political equality. She argues that  

the degree of acceptable income inequality would depend in part on how easy 
it was to convert income into status inequality . . .  The stronger the barriers 
against commodifying social status, political influence, and the like, the more 
acceptable are significant income inequalities.56  

Clearly, therefore, the instrumental reason for restricting income inequality does 
not give us a determinate answer to what level of income inequality we would expect to 
see in a society of equals.  

Relational egalitarians may also object to inequalities in income and other 
material goods if they are the result of unjust social relations. Racial discrimination is a 
central case here: in her latest book, Anderson provides detailed discussion of the many 
ways in which discrimination brings about inequalities in resources and opportunities.57 
Importantly for our purposes, discrimination is a major cause of racial inequalities in 
health.58 These inequalities in resources and opportunities, as well as the health 
inequalities they bring about, would be unjust according to the relational account. 

However, would comparable levels of inequalities in material advantage be unjust 
if they were not the result of unjust social relations? The answer to this question seems to 
be “no”: it is not the material inequality in itself that is the issue, but rather the unjust 
processes by which it has been brought about. The reasons that relational egalitarians 
provide for condemning particular distributions as unjust, do not tell us anything about 
what a just distribution would look like. 

  More recently, Schemmel has set out to show that a relational theory of equality 
can require much more stringent constraints on income inequality than relational 
egalitarians such as Anderson anticipate. He argues that recognition of citizens’ equal 
membership and participation in a cooperative scheme grounds a “presumption of 
equality” in the distribution of social goods. A relational theory of equality can also give 
us an intrinsic reason to restrict income inequality.59 It is not clear, however, whether 
other relational egalitarians see the link between social equality and distributions in the 
same way and, if they do, how stringent the resulting requirements for distributive 
inequality would be.  
  Overall, therefore, it remains unclear what levels of inequality in income, or other 
material resources, would be permissible in a society of equals as it is envisaged by 
relational egalitarians. A society of equals, it seems, could be consistent with a range of 
different social arrangements and with very different distributive patterns. Accordingly, it 
is difficult to say much about the implications for population health: we cannot make 
good predictions about the health outcomes and the level of (residual) health inequality 
we would expect to find in a “society of equals.”  

 Some of the social determinants of health that have been considered in the 
epidemiological literature concern certain aspects of social relations, and thus relate more 
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directly to the ideal of social equality — these include factors such as status hierarchies, 
social exclusion, and the psychosocial work environment. Health inequalities that are the 
result of social structures and practices that are unjust, according to the relational 
account, would also, then, be unjust. 

 However, so far there is a shortage of empirical evidence demonstrating that these 
factors really do affect health, and the significance of their potential contribution to the 
social gradient in health remains at best uncertain. Some of these psychosocial factors are 
believed to affect health via a stress-mechanism: experiences of low social status or 
exclusion, for example, are hypothesized to cause stress, either directly or via negative 
emotions such as shame and low self-respect, and (chronic) stress has been linked to 
several adverse health effects such as, for example, weakening of the immune system.60 
But while the stress-mechanism and its negative impact on health is fairly well 
documented, it is much more difficult to show that macro-level social phenomena 
produce biological effects such as stress at the individual level.61 The significance of 
these psychosocial factors for health outcomes therefore remains controversial.62 

Overall, it appears that the contribution of such psychosocial determinants of 
health to the social inequalities in health may be rather limited, insofar as we can 
determine this on the basis of the current evidence. Thus, while phenomena such as 
certain forms of status hierarchies and social exclusion constitute more-straightforward 
violations of the ideal of social equality, it is far from clear whether a society in which 
these phenomena were addressed would have different levels of health (inequality) than a 
society that contained relational inequalities. 

If relational egalitarians want to rely on the indirect approach to assess the justice 
or injustice of particular health inequalities, then, the implications of their theory remain 
unclear. While relational egalitarians would object to many of the psychosocial factors 
that epidemiologists are considering, it is difficult to say, at this stage, how much of an 
impact they really have on health outcomes. With respect to material factors, however, 
where the empirical evidence seems much stronger in demonstrating a link to health 
outcomes, it is not clear what distribution of material factors is required by relational 
equality: many relational egalitarians do not seem to object to distributive inequalities in 
principle and are willing to accept possibly significant inequalities (Schemmel being an 
exception here). If epidemiologists are right about the link between these factors and 
health inequalities, then a society of equals could be compatible with significant health 
inequalities. On an indirect approach, any health inequalities that exist once the 
requirements of relational equality have been met, would not be problematic; the aim of 
reducing health inequality could not constitute a further, independent reason to 
redistribute material resources and income. 

VII. HEALTH POLICY FROM A RELATIONAL PERSPECTIVE 
In relation to questions of health policy, specific intervention strategies and the policy-
making process more broadly, the relational perspective highlights important, relevant 
considerations — considerations that often fall beyond the immediate scope of a purely 
distributive perspective. When assessing policies from a distributive perspective, what 
matters is how well the policy in question achieves a desired distributive outcome: how 
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well it equalizes people’s health, well-being or income, for example. From a relational 
perspective, such concerns will also matter to the extent that certain distributions are 
expressive of, or instrumentally important for, social equality. But from a relational 
perspective, a different set of questions and concerns will be primary. How, precisely, 
could relational considerations shape policy decisions? One way in which relational 
equality might be reflected in policy decisions is in the processes through which policies 
are designed and decided upon. Erika Blacksher, for example, envisages participation in 
decisions about public health policy as an important implication of relational 
considerations: in particular, such participation would increase the involvement of 
marginalized groups as “agents” of policy, rather than merely recipients.63 Calls for 
representation of different groups in policy decisions can clearly be motivated by 
relational values: efforts to include a variety of perspectives, including those of 
disadvantaged groups, reflect a commitment to treating all citizens with equal 
consideration and respect. This is not to say, of course, that such considerations couldn’t 
also become relevant from a distributive perspective: to the extent that policies become 
more effective when we take into account how they will be perceived by particular 
groups — especially disadvantaged groups whose perspectives are often excluded from 
traditional policy-making processes — participation may well enhance the outcomes 
policies aim to achieve. For distributive approaches, however, participation remains 
important only for instrumental reasons. 

In a much more direct way, relational considerations can also apply to the design 
and framing of policies: from a relational perspective, policies ought to reflect or promote 
equal concern for, and social equality among, citizens, and this consideration is 
independent of any expected distributive effects of the policy. Certain health policies 
(broadly conceived) can be seen as “expressing” relational (in)equality. For example, 
requirements that public buildings be made accessible for wheelchair users or the 
provision of health education information in Braille are based not only on concerns about 
outcomes (buildings and information being accessible to everyone) but also — and 
perhaps more importantly — expressive considerations: such policies express respect and 
consideration for groups that would be excluded if we were guided primarily by concern 
for majority groups.  

The expressive dimension of public policies is, we think, an important aspect of 
policy-making, and one that relational approaches can help us think about more 
systematically. Policies, and the arguments through which they are supported, can 
express attitudes toward (groups of) citizens. Distributive perspectives are not well 
equipped to capture this type of concern, or at least they cannot capture it directly: 
distributive perspectives will focus on the effects of policies on outcomes; if no such 
effects can be found, or if there even are positive effects, this will affect the distributive 
egalitarian’s judgment. To illustrate these concerns in relation to public health and health 
policy, let us consider two policies that have been proposed for their positive effects on 
health and health equality but might fall foul of relational requirements: paternalistic 
interventions and denormalization strategies.   

Much of the philosophical presumption against paternalism rests on the concern 
that paternalist interventions place inappropriate limits on individuals’ liberties.64 
However, paternalistic interventions can also seem problematic for what can be described 
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as relational reasons. To our knowledge, relational egalitarians have not explicitly 
addressed the issue of paternalism; Anderson cites paternalism as straightforwardly 
problematic,65 but she does not discuss it in detail. It is worth considering in more detail, 
therefore, the debate on paternalism, in which the notion that paternalism may 
communicate disrespect toward individuals subjected to interference has become a 
central issue. 

A central feature of paternalism is that the person acting paternalistically believes 
that he or she is qualified to act on the other person’s behalf. Because of this, as Douglas 
Husak explains, “paternalistic treatment, by definition, seems to imply a shortcoming or 
deficiency on the part of the subject of the interference” and “a lack of rationality, 
prudence, foresight, intelligence, maturity, or some other deficiency or shortcoming in 
which the alleged inferiority consists seems necessary before paternalistic treatment 
could be thought appropriate.”66 Similarly, Seana Shiffrin emphasizes that paternalistic 
interventions stipulate an asymmetry of knowledge and competency between the agents 
involved. From this perspective, the expression of disrespect becomes a central feature of 
paternalistic interventions:  

The essential motive behind a paternalistic act evinces a failure to respect 
either the capacity of the agent to judge, the capacity of the agent to act, or 
the propriety of the agent’s exerting control over a sphere that is legitimately 
her domain…. Paternalistic behaviour is special because it represents a 
positive… effort by another to insert her will and have it exert control merely 
because of its (perhaps only alleged) superiority. As such, it directly 
expresses insufficient respect for the underlying valuable capacities, powers, 
and entitlements of the autonomous agent. Those who value equality and 
autonomy have special reason to resist paternalism toward competent 
adults.67  

Husak, too, explicitly expresses this concern in terms of equality: “If a 
paternalistic relationship involves superiority and inferiority, the sense of equality that 
underlies such formulations of the autonomy principle is repudiated. On this view, there 
would be no place for paternalism in a world in which each agent regarded all others as 
moral equals.”68 The understanding of equality expressed here mirrors the concerns 
expressed by relational egalitarians.  

In debates about public health policy, paternalist interventions are often seen as 
far less problematic than is the case in philosophical debates. What can the relational 
perspective add to our theorizing about paternalistic public health policies? A purely 
distributive perspective cannot capture (at least not fully) our sense that paternalistic 
interventions are problematic because of the disrespect they may convey to individuals 
affected by them. Perhaps most notably, Richard Arneson, whose work is informed by a 
distributive perspective, assesses paternalistic policies in terms of their effects on 
outcomes; from his perspective, paternalistic interventions are often conducive to 
(distributive) equality because they help us avoid bad outcomes for the worst-off.69 
Relational egalitarians, on the other hand, can capture this concern about paternalistic 
interventions without having to frame it in terms of effects on distributions.  
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Another strategy that highlights the importance of relational considerations is that 
of denormalization. Denormalization strategies aim to influence social norms surrounding 
behaviors that are to be discouraged, by making the behavior less visible and/or reducing 
its social acceptability. Denormalization has become a central aspect of public health 
strategies, especially in the context of tobacco control.70 One example that illustrates this 
approach is a recent UK TV spot that depicts a young woman in a bar with some friends. 
She exchanges glances with a man across the room until he approaches her. As he leans 
in to speak to her, his smile disappears and he looks disgusted. He gestures toward the 
drink in his hand to make his excuses and leaves. In the final shot of the clip, the woman, 
now by herself, is smoking a cigarette and looking puzzled about what has just happened. 
The caption, “If you smoke, you stink,” appears, along with information identifying the 
campaign and link to a related website (entitled www.uglysmoking.info) that provides 
advice on cessation.  

Adverts such as these are used in other policy areas as well. To give another 
example, a recent campaign to encourage breast-feeding depicted very pregnant women 
engaging in behaviors that are risky to the fetus and entirely gratuitous. In one spot, a 
pregnant woman is shown happily riding, and eventually being thrown off, a mechanical 
bull. This is followed by the tagline, “You wouldn’t take risks before your baby is born. 
Why start after? Breastfeed exclusively for six months.”71  

The use of denormalization strategies in public health campaigns has, of course, 
been criticized heavily. One important concern that critics have highlighted could also be 
described as a concern about relational equality: denormalization strategies risk 
stigmatizing certain groups — often groups who are already marginalized, disadvantaged 
or stigmatized in other ways. Again, relational egalitarians are in a better position to 
capture this concern than distributive theorists, who will object to the negative, 
unequalizing effects of stigma on outcomes, not the stigma itself.  

What these two examples — paternalistic health policies and denormalization 
strategies — highlight is that relational egalitarians can capture a central aspect of what is 
problematic about these kinds of policies — something that cannot be fully, or 
appropriately, captured within a purely distributive perspective. The kinds of concerns 
that relational theories point toward are highly relevant to our evaluation of the policies 
under consideration. At the same time, of course, it is not clear how much weight these 
concerns should be given, relative to the possible health benefits that might result from 
such strategies. How such competing concerns are to be accounted for in a full 
assessment of these and other strategies is a crucial question we face in health policy.  

VIII. CONCLUSION 
Relational interpretations of equality, which focus on the relations between 

citizens and/or the ways in which institutions relate to and treat citizens, have been 
gaining traction in the philosophical literature. The relational interpretation of equality 
has emerged primarily as a critique of distributive accounts and provides a different 
understanding of what the “point” of equality is.  

In this essay, we have considered what implications a relational conception of 
equality might have for health, focusing in particular on the distribution of health care 
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resources, social inequalities in health, as well as health policy. While much remains to 
be done, we hope to have outlined some of the complexities involved in determining how 
and to what extent a relational theory of equality can be applied to questions about health. 
The implications of relational egalitarianism for health differ in various respects from the 
predominantly distributive approach taken in the literature. On the one hand, our 
discussion suggests that relational egalitarians can add important insights to the current 
debate, particularly in relation to the expressive dimensions of health care and health 
policy. On the other hand, it is difficult to pin down to what extent relational egalitarians 
will be opposed to health inequalities. In particular, it is unclear how relational 
egalitarians would respond to the ongoing empirical research about the social factors that 
shape health outcomes — this, we have suggested, could have significant implications for 
their account. Health presents a number of interesting challenges for relational 
egalitarians, and thus offers an opportunity to develop further the precise implications of 
their conception of equality. 
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