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Health inequities arise from unequal distributions of resources, recognition, institutional protection, and opportunity, yet their 

consequences are often interpreted through individual psychological or behavioral categories. This conceptual article develops 

a psychological account that does not relocate structural causation inside the person. It proposes that social conditions become 

health-relevant partly by shaping threat, perceived control, identity safety, behavioral feasibility, and expectations of healthcare. 

These are not universal mediators or fixed traits; they are context-sensitive transformations conditioned by resources, prior 

experience, social position, cultural meaning, institutional treatment, and time. Evidence on financial strain, discrimination, 

neighborhood conditions, stigma, control beliefs, coping, trust, and healthcare engagement is used to separate established 

relationships from proposed synthesis. The framework treats behavior as adaptation within unequal opportunity sets, mistrust 

as potentially experience-based, and psychological states as contingent rather than intrinsic to disadvantaged groups. It also 

incorporates feedback, because health can alter resources and repeated experiences can revise expectations. Psychologically 

informed equity research therefore requires multilevel measurement, causal restraint, and interventions that address both 

subjective pathways and their structural generators. 

 

Keywords: Health inequities, Social determinants of health, Perceived control, Stigma, Healthcare trust, Behavioral adaptation 

Introduction 

Health inequity concerns avoidable and unfair 

differences produced through unequal distributions of 

resources, risks, opportunities, and power [1]. 

Psychology can clarify how these conditions are 

experienced and acted upon, but it can also obscure their 

origins when structural disadvantage is redescribed as 

low motivation, poor coping, mistrust, or unhealthy 

choice. Meta-review evidence on social class and mental 

health illustrates the distinction: socioeconomic gradients 

are consistent, while evidence for any single 

psychological mechanism is more heterogeneous [2]. 

This problem is especially clear for racialized inequity. 

Structural racism operates through mutually reinforcing 

institutions, while racism also takes cultural, 

interpersonal, and individual forms relevant to health [3, 

4]. A psychological account should therefore explain 

how social conditions acquire emotional and behavioral 

meaning without implying that individuals generate the 

inequality. 

This article proposes that psychological processes form a 

context-sensitive transformation layer within broader 

inequity-producing systems. Material and social 

exposures alter what actions are feasible, what threats 

matter, what outcomes appear controllable, how 

belonging is negotiated, and what patients expect from 

institutions. The analysis keeps structural condition, 

lived exposure, appraisal, psychological state, behavior, 
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healthcare process, and health outcome distinct, while 

treating feedback and accumulation as integral. 

Locating psychology within health inequity 

Psychology belongs within health-inequity analysis 

when it explains how unequal arrangements are 

interpreted, anticipated, remembered, and translated into 

action. It becomes misleading when psychological 

concepts substitute for the conditions generating them. 

Stigma, for example, is embedded in power, social fields, 

capital, and opportunities for recognition or exclusion 

rather than existing only as an individual perception [5]. 

Racialized legal status can likewise produce material and 

symbolic exclusion with consequences extending into 

families, communities, and institutions [6]. 

Three safeguards follow. Structural exposure and 

psychological response should be measured separately; 

demographic categories cannot stand in for distress, 

mistrust, resilience, shame, or empowerment; and 

interpersonal encounters should remain nested within 

institutional conditions. A respectful clinician cannot by 

itself erase cost barriers, exclusionary eligibility, 

inaccessible communication, or prior discriminatory 

treatment. 

The proposed model therefore positions psychology as an 

explanatory bridge rather than an endpoint. Social 

conditions can alter the expected consequences of action, 

but this translation may strengthen, weaken, or reverse 

across settings, life stages, cultures, and histories. Similar 

structural exposures need not produce identical 

emotional or behavioral states. 

Material and social exposure 

Material inequality is often represented by income, 

education, occupation, or area deprivation, but lived 

constraint is more specific. Financial strain is measured 

heterogeneously yet is consistently associated with 

poorer mental, physical, functional, and behavioral 

outcomes [7]. Its relevance is not that hardship equals 

stress; material conditions shape the practical field in 

which planning, recovery, attention, and choice occur. 

Addressing one barrier does not necessarily reverse 

downstream effects. A Medicaid expanded-services 

program offering food- and housing-related support did 

not produce favorable one-year differences across several 

targeted outcomes, including insecurity, perceived stress, 

diet, and acute-care use [8]. Such findings point to 

delayed pathways, unaddressed needs, implementation 

conditions, or limits of short follow-up rather than to the 

irrelevance of material conditions. 

Qualitative evidence shows that socioeconomic position 

shapes health practices through time, energy, money, 

social connections, health burden, perceived control, and 

planning capacity [9]. Behavior therefore cannot 

automatically be read as preference. Nor can it carry the 

entire explanatory burden: smoking, heavy alcohol use, 

and overweight explained only a small part of the 

association between financial strain and self-rated health 

in longitudinal evidence [10]. 

The proposed interpretation is that material and social 

conditions define an opportunity set before decision-

making begins. They influence which actions are 

available, affordable, manageable, supported, and likely 

to succeed. Psychological processes operate within that 

unequal opportunity set rather than replacing it. 

Stress, threat, and emotional experience 

Unequal conditions can become emotionally 

consequential through insecurity, unpredictability, 

surveillance, discrimination, and environmental threat. 

Exposure, however, is not identical to stress, and stress is 

not identical to a specific emotion. Longitudinal 

neighborhood evidence links changes in physical 

disorder with changes in psychological distress while 

leaving room for contextual and interpretive pathways 

[11]. 

Discrimination research similarly resists a single 

sequence. Associations between discrimination and 

cardiovascular health differed by discrimination measure 

and outcome among African American adults, while a 

longitudinal study of older adults did not support a simple 

discrimination/chronic-stress mediation account of racial 

disparity in incident dementia and instead found 

interaction relevant to interpretation [12, 13]. Perceived 

discrimination is associated with several chronic-disease 

outcomes and risk factors, but not uniformly across 

behaviors and conditions [14]. Exposure to 

discrimination across multiple attributes has also been 

associated with higher allostatic load, without proving 

one biological route [15]. 

The proposed threat-translation principle is therefore 

conditional: social exposure becomes psychologically 

consequential when it changes anticipated safety, cost, or 

controllability. Its effect depends on what is threatened, 

exposure history, available coping, institutional 

protection, and context. Disadvantage does not imply 
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distress, and distress is not required for every biological 

or behavioral consequence. 

Perceived control and learned constraint 

Perceived control concerns whether effort is expected to 

influence outcomes. Across multinational samples, 

higher social class has been associated with stronger 

personal-control beliefs [16], but objective opportunity 

and perceived control remain distinct. Strong agency can 

coexist with severe structural restriction. 

Longitudinal evidence reinforces this caution. 

Associations among financial circumstances, mastery, 

and mental health change when stable unobserved 

differences are controlled, and mastery does not 

uniformly explain them [17]. Locus of control likewise 

accounts for only a modest and subgroup-dependent 

share of childhood socioeconomic differences in adult 

health behavior [18]. Control is therefore plausible but 

neither universal nor sufficient. 

This article uses learned constraint as a proposed, 

domain-specific state in which repeated low-yield or 

blocked action reduces the expected efficacy of future 

effort. It is narrower than learned helplessness and may 

be rational where transport is unreliable, care 

unaffordable, discrimination anticipated, or repeated 

attempts unsuccessful. The same outward behavior—

delay, disengagement, or reduced planning—can 

therefore arise from different combinations of resources, 

fatigue, expectations, and perceived control. 

Because these states can converge behaviorally while 

remaining analytically distinct, the following crosswalk 

is needed (Table 1). 

Table 1. Distinguishing constrained opportunity, perceived control, and learned constraint in unequal health 

contexts 

Mechanism–

context case 

Control 

interpretation 

Possible 

behavioral 

expression 

Evidence-

bounded reading 

Critical 

boundary 

Equity 

implication 

Material 

restriction with 

retained agency 

Effort remains 

worthwhile despite 

scarce opportunity 

Persistent effort 

with high 

burden 

Structural 

constraint can 

coexist with strong 

control 

Low resources do 

not establish 

helplessness 

Measure 

opportunity 

separately from 

control 

Repeated low-

yield action 

Expected efficacy 

declines within one 

domain 

Delay or 

selective 

disengagement 

Repeated barriers 

can plausibly 

reshape 

expectations 

Learned constraint 

is proposed, not 

universally 

validated 

Ask whether prior 

efforts changed 

outcomes 

Strong control 

under scarce 

resources 

Agency remains 

high while 

opportunity stays 

narrow 

Compensatory 

self-

management 

Control beliefs 

need not mirror 

resources 

Coping capacity 

does not 

demonstrate equity 

Do not reward 

adaptation by 

ignoring 

constraint 

Low control 

despite nominal 

resources 

Prior experience or 

hidden barriers 

may dominate 

Avoidance, 

withholding, 

low uptake 

Subjective control 

can diverge from 

standard SES 

indicators 

Cause cannot be 

inferred without 

context 

Measure 

relational and 

institutional 

barriers 

Improved access 

with persistent 

low expectation 

Resources change 

faster than 

expectations 

Delayed uptake 

Formal access may 

not immediately 

alter stress or 

behavior 

Delay is not proof 

of resistance 

Evaluate repeated 

credible 

experiences over 

time 

Identity, belonging, and social evaluation 

Health-relevant action occurs in environments where 

people are categorized, recognized, judged, included, or 

excluded. Meta-analytic evidence shows a small positive 

association between social identification and health-

related behavior, with substantial heterogeneity by 

identity, behavior, and measurement [19]. Belonging is 

therefore a potential resource rather than a universal 

protective factor. 

Concealment provides a useful boundary case. 

Concealing a stigmatized identity is associated with 

poorer health and wellbeing, yet proposed mechanisms 

involving belonging, support, and self-esteem were less 

convincing in within-person longitudinal analysis than in 

cross-sectional comparisons [20]. Associations between 
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social-class stigma and poorer health behaviors also 

attenuated considerably after broader discrimination and 

psychological adjustment [21]. Between-person 

differences should therefore not be converted 

automatically into within-person causal stories. 

Socioecological theory places stigma across 

interpersonal, community, institutional, structural, and 

temporal contexts [22], while crosscutting frameworks 

distinguish stigma drivers, manifestations, experiences, 

and outcomes [23]. Building on these distinctions, this 

article proposes identity safety as the anticipated 

possibility of participating without devaluation, forced 

concealment, or status-based penalty. It is context-

specific rather than a fixed attribute. 

The figure below is necessary because belonging, 

concealment, social evaluation, and institutional climate 

can operate in parallel and feed back on one another 

rather than forming one sequence (Figure 1). 

 

 
Figure 1. Identity Safety and Social Evaluation Across Unequal Contexts: Where Belonging, Concealment, and 

Stigma Diverge 

Coping and behavioral adaptation 

Behavior under inequity is often classified by its health 

consequence rather than by the problem it is solving. 

Avoidance, vigilance, concealment, missed 

appointments, reduced disclosure, or disengagement may 

carry longer-term costs while reducing immediate 

exposure to judgment, expense, exhaustion, or threat. 

Function and consequence must therefore be separated. 

In a test of the reserve-capacity model, discrimination 

and psychosocial resources showed additive associations 

with sleep, but the hypothesized buffering interaction 

was not supported [24]. Resources can matter without 

neutralizing unequal exposure. Meta-analytic evidence 

also links interpersonal discrimination with health-

related behaviors, although effects vary across behavioral 
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domains [25]. Behavior is therefore one possible 

pathway, not a sufficient explanation of inequity. 

The proposed concept of functional adaptation asks what 

immediate constraint a behavior addresses, what 

alternative actions are feasible, what social costs 

participation carries, and over what time horizon 

consequences unfold. This permits adaptive, costly, 

ambivalent, and maladaptive responses to be 

distinguished without moralizing behavior or assuming 

identical motives. 

Healthcare expectations and engagement 

Healthcare is a setting in which prior social experience 

can become expectation about future treatment. 

Healthcare stigma or discriminatory experiences have 

been associated with mistrust and care-related 

consequences among Black women living with HIV and 

patients with serious illness [26, 27]. Mistrust should 

therefore not be treated automatically as an irrational 

patient characteristic; it can reflect accumulated 

institutional and relational evidence. 

Context also extends beyond a single consultation. 

Structural stigma has been associated with differences in 

healthcare use among sexual-minority populations using 

census-linked administrative data [28]. Measurement 

must also distinguish trust targets: validated measures 

separate trust in one's own doctor, doctors generally, and 

the healthcare team [29]. “Trust in healthcare” is not one 

interchangeable construct. 

Discrimination and lower trust have additionally been 

associated with withholding information from providers 

[30]. Withholding may sometimes represent anticipated 

relational risk rather than simple nonadherence, although 

motive cannot be inferred from the behavior alone. 

The proposed account treats engagement as an updating 

process. Patients enter encounters with expectations 

shaped by previous healthcare experiences, social 

position, institutional reputation, accessibility, and 

perceived control. Encounters can confirm, revise, or 

intensify those expectations. Access, utilization, 

disclosure, trust, satisfaction, and adherence must remain 

analytically separate. 

Table 2 is needed because unequal healthcare experience 

can influence these domains through different routes. 

Table 2. Heterogeneous Routes Through Which Unequal Healthcare Experience Can Shape Engagement 

Relational or 

system condition 

Expectation being 

updated 

Engagement 

domain 

Evidence-bounded 

interpretation 

Competing 

explanation or 

uncertainty 

Equity boundary 

Prior 

discriminatory 

treatment 

Whether future 

encounters will be 

respectful 

Trust and return 

Mistrust may 

reflect 

accumulated 

healthcare 

experience 

Mistrust may also 

derive from 

experiences 

outside healthcare 

Do not treat 

mistrust as a 

context-free trait 

Healthcare stigma 

in serious or 

chronic illness 

Whether 

disclosure will 

invite judgment or 

poorer treatment 

Disclosure and 

continuity 

Anticipated or 

internalized 

stigma can 

accompany lower 

trust 

Observational 

mediation does 

not establish 

temporal causality 

Measure stigma 

forms separately 

Structural stigma 

outside the 

encounter 

Whether 

institutions are 

broadly safe or 

accessible 

Utilization 

Social climate 

may condition 

healthcare use 

Utilization alone 

does not reveal 

motive 

Separate climate, 

access, and 

expectation 

Positive own-

doctor relationship 

within an 

uncertain system 

Whether trust is 

specific or 

generalizable 

Continuity and 

disclosure 

Trust can be 

target-specific 

Trust in one 

clinician does not 

establish 

institutional trust 

Use differentiated 

trust measures 

Anticipated 

relational risk 

Whether 

information will 

be used safely 

Selective 

disclosure 

Withholding may 

be protective 

Privacy, time, or 

relevance may 

also explain it 

Do not equate 

incomplete 

disclosure with 

nonadherence 
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Accumulation across time and context 

Health inequity is rarely produced by a single exposure 

at one moment. Social conditions recur, interact, and alter 

the circumstances under which later experiences are 

interpreted. Financial insecurity illustrates this recursion. 

Longitudinal European evidence indicates that financial 

circumstances and health influence one another over 

time, with health-to-finance pathways sometimes 

stronger than finance-to-health pathways [31]. A health 

consequence can therefore become a new social exposure 

by reducing employment, income, mobility, or the 

capacity to manage care. 

Life-course evidence similarly suggests that early 

adversity can generate later stressors rather than 

remaining a fixed historical event. Adult stress 

proliferation, including financial strain and other 

difficulties, has been linked with the relationship between 

childhood stressors and accelerated biological-aging 

indicators [32]. This does not establish one deterministic 

life-course mechanism; it shows why temporal ordering 

and the production of new exposures must be measured 

explicitly. 

The proposed accumulation principle has three 

components. First, repetition can increase burden even 

when individual episodes appear modest. Second, 

consequences can modify later resources and 

expectations. Third, settings can interrupt or amplify 

continuity: a supportive relationship, policy change, 

improved material security, or credible institutional 

repair can alter later pathways. Accumulation is therefore 

not synonymous with inevitability. The relevant question 

is how prior exposure changes the probability, meaning, 

and consequences of subsequent exposure. 

A temporal account must also distinguish persistence 

from recurrence. Persistent poverty, recurrent episodes of 

insecurity, and a resolved childhood exposure followed 

by adult stability create different informational 

environments for threat and control. Likewise, 

accumulation can involve psychological memory without 

continuous exposure, or continuing material 

disadvantage without consciously reported distress. The 

model therefore does not require subjective distress as the 

link between every social condition and later health 

consequence. Timing, duration, recurrence, 

developmental stage, and opportunities for recovery 

should be treated as separate empirical dimensions. 

From social conditions to health outcomes 

The phrase health outcome often conceals several 

analytically different endpoints. Distress, depressive 

symptoms, sleep, health behavior, healthcare use, 

disclosure, biomarkers, functional status, diagnosed 

disease, and mortality cannot be treated as 

interchangeable evidence that the same mechanism has 

operated. Their temporal distance from a social condition 

and their susceptibility to alternative explanations differ. 

Prospective evidence across 24 countries links lower 

socioeconomic status with more depressive symptoms in 

adults aged 50 years or older, while social activity and 

loneliness explain only part of the gradient [33]. Other 

reviewed evidence connects discrimination with selected 

chronic-disease risks [14], multiple-attribute 

discrimination with allostatic load [15], and financial 

strain with self-rated health beyond the contribution of 

several health behaviors [10]. Together, these studies 

support partial pathways rather than a single 

psychological bridge from exposure to disease. 

The model therefore distinguishes proximal 

psychological states, behavioral responses, healthcare-

process consequences, intermediate biological 

indicators, and clinical outcomes. A mechanism 

supported for one endpoint should not be carried forward 

automatically to another. 

Measurement error can otherwise create a false 

impression of pathway completion. For example, a cross-

sectional association between discrimination and self-

rated health may be compatible with emotional, 

behavioral, physiological, healthcare, or reverse-

selection explanations. Demonstrating that 

discrimination is associated with a biomarker narrows 

some interpretations but still does not establish 

subsequent disease. Conversely, a null psychological 

mediator does not demonstrate absence of social 

influence if the relevant pathway is behavioral, relational, 

biological, delayed, or poorly measured. The proposed 

consequence layers are intended to discipline inference 

rather than rank outcomes by importance. 

This measurement discipline is summarized below 

(Table 3). 
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Table 3. Matching Social-Condition Pathways to Distinct Health-Consequence Layers 

Evidence pattern 

or boundary case 

Consequence 

layer being 

measured 

What the measure 

can support 

What it cannot 

establish 

Temporal or 

contextual 

requirement 

Interpretation 

for equity 

research 

Financial strain 

with self-rated 

health 

Global 

perceived health 

Association 

between lived 

financial difficulty 

and perceived 

health status 

A specific 

biological or 

behavioral 

mechanism 

Repeated financial 

and health 

measurement 

Keep material 

strain separate 

from any proposed 

mediator 

Discrimination 

with distress or 

depressive 

symptoms 

Psychological 

outcome 

Social evaluation 

can accompany 

poorer emotional 

health 

Progression to 

clinical disease 

Exposure timing 

and psychological 

measurement 

should be aligned 

Do not convert 

distress into a 

proxy for all 

health damage 

Discrimination 

with allostatic 

load 

Intermediate 

biological 

burden 

Socially patterned 

exposure can 

correlate with 

multisystem 

physiological 

burden 

One unique stress 

pathway or future 

disease event 

Biomarker timing 

and competing 

exposures matter 

Biomarkers 

extend, but do not 

complete, the 

causal chain 

Social conditions 

with healthcare 

use or disclosure 

Healthcare-

process 

consequence 

Institutional and 

relational 

conditions can 

shape participation 

Access, motive, 

quality, or clinical 

benefit from 

utilization alone 

Measure 

opportunity, 

expectations, and 

encounter context 

Treat participation 

as a process 

outcome, not a 

patient trait 

Socioeconomic 

status with 

depressive 

symptoms across 

countries 

Prospective 

mental-health 

outcome 

Persistent 

socioeconomic 

gradients and 

partial social 

pathways 

Universal 

mediation across 

cultures or welfare 

systems 

Country, age, and 

social-context 

heterogeneity 

must be retained 

Cross-context 

replication should 

preserve 

contextual 

differences 

An integrated psychological pathway model 

The evidence assembled here supports multiple links 

among social conditions, psychological experience, 

behavior, healthcare engagement, and health, but it does 

not establish one validated causal sequence. The article 

therefore proposes an Integrated Psychological Pathway 

Model as an evidence-organizing architecture rather than 

a predictive model. 

The model begins with structurally distributed 

conditions: material resources, discrimination, legal and 

institutional status, neighborhood context, and healthcare 

environments. These conditions define exposures and 

feasible opportunities. Psychological translation then 

occurs through partially independent processes: threat 

and emotional experience, perceived control, identity 

safety, and expectations regarding other people or 

institutions. These processes influence coping, 

behavioral adaptation, disclosure, healthcare use, and 

other forms of participation. Downstream consequences 

can occur at psychological, behavioral, healthcare-

process, biological, or clinical levels. 

Three features distinguish the model from a linear 

mediation diagram. First, pathways are braided: the same 

social condition can influence several psychological 

processes, and similar behaviors can arise from different 

combinations of threat, constraint, identity concerns, or 

prior experience. Second, feedback is central. Health 

deterioration can worsen financial circumstances [31], 

while discriminatory or respectful encounters can update 

expectations of future healthcare. Third, rupture and 

repair matter. Repeated institutional failure may 

consolidate low expectations, whereas credible material 

improvement or respectful, reliable care can revise them, 

although neither process should be assumed without 

longitudinal evidence. 

A further feature is conditional permeability between 

levels. Structural conditions can sometimes affect health 

without a measured psychological intermediary, and 

psychological states can persist temporarily after material 

conditions improve. Relational encounters may matter 

most when institutional access is otherwise viable, 

whereas excellent communication cannot compensate for 

unaffordable treatment or exclusion from eligibility. 
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Digital systems add another boundary: convenience for 

some patients can become an accessibility, language, 

literacy, surveillance, or trust burden for others. The 

model therefore treats transfer from one level to another 

as an empirical question, not an automatic arrow. 

The figure represents these relationships while marking 

where evidence ends and proposed synthesis begins 

(Figure 2). 

 

 
Figure 2. Recursive Inequity Pathways: Braided Psychological Translation, Feedback, and Opportunities for 

Repair 

Implications for intervention and equity research 

The model implies that intervention targets should be 

named at the level where change is expected. An 

intervention that increases service availability targets 

opportunity; one that changes clinician communication 

targets relational experience; one that strengthens coping 

targets an individual resource. These interventions are 

not substitutes. A social-needs program can fail to change 

stress or healthcare use over short follow-up [8], and an 

integral neighborhood healthy-aging intervention can 

improve selected outcomes without improving every 

targeted domain [34]. Equity intent therefore cannot be 

equated with pathway activation or health benefit. 

Research should measure structural condition, subjective 

experience, behavior, healthcare process, and health 

outcome separately and in temporal order. Longitudinal 

designs are particularly important for testing whether 

control, identity safety, or healthcare expectation changes 

within individuals after exposures change. Comparative 

research should ask whether pathways differ across 

welfare systems, cultural contexts, disease stages, digital-
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access conditions, and healthcare organizations rather 

than treating heterogeneity as noise. 

Validation should test both presence and absence of the 

proposed pathways. Studies should specify what finding 

would contradict a hypothesized threat, control, identity-

safety, or expectation pathway. Measures should avoid 

using demographic membership as a proxy for 

psychological state and should distinguish exposure 

frequency from meaning, opportunity from perceived 

control, healthcare access from utilization, and utilization 

from beneficial care. Where possible, repeated measures 

should identify whether changes in social conditions 

precede within-person changes in expectations and 

behavior. 

Intervention studies should also test repair. If repeated 

institutional experiences shape expectation, then reliable 

improvement may need to accumulate before behavior 

changes. Conversely, a short-lived positive encounter 

may have little effect when structural constraints remain. 

Such propositions are testable, but the present conceptual 

model does not establish their magnitude or 

effectiveness. 

A psychologically informed equity intervention can also 

fail for theoretically informative reasons. It may target 

the wrong pathway, act at insufficient intensity or 

duration, reach people without altering the binding 

structural constraint, or improve a proximal experience 

without changing a more distal health endpoint. 

Reporting these distinctions would make null results 

useful for theory refinement instead of treating them 

simply as intervention failure. 

Results and Discussion 

A psychological lens can deepen health-inequity research 

only if it preserves the distinction between explaining 

consequences and assigning responsibility. The reviewed 

evidence shows consistent social gradients alongside 

heterogeneous psychological pathways. Financial strain, 

discrimination, stigma, neighborhood conditions, social 

identity, control beliefs, and healthcare experience all 

have health-relevant associations, yet no single 

mechanism is sufficient across populations and 

outcomes. 

Several findings constrain stronger claims. Expanded 

social-needs services can yield null short-term outcomes 

[8]. Mastery associations weaken when stable individual 

differences are controlled [17]. Concealment 

mechanisms supported cross-sectionally can weaken in 

within-person longitudinal analysis [20]. Psychosocial 

resources need not buffer discrimination statistically 

[24]. Finance and health can influence one another 

reciprocally [31]. These are not anomalies to be removed 

from the theory; they define its boundaries. 

The resulting model shifts interpretation in three ways. It 

treats behavior as potentially functional adaptation under 

unequal opportunity, mistrust as potentially evidence-

based, and psychological states as conditional responses 

rather than characteristics of disadvantaged groups. It 

also rejects the assumption that changing an individual 

mediator is equivalent to changing the inequity that 

produced it. 

The principal limitation is evidentiary heterogeneity. The 

framework integrates qualitative, cross-sectional, 

longitudinal, biomarker, measurement, administrative, 

meta-analytic, and intervention evidence without 

pretending that these designs answer identical causal 

questions. Constructs are also measured differently 

across populations and cultural contexts. The proposed 

architecture therefore requires prospective validation of 

pathway ordering, within-person change, reciprocal 

effects, and cross-context transportability. 

Conclusion 

Health inequities become psychologically consequential 

when unequal conditions alter what people can do, what 

they expect their actions to achieve, how safe 

participation feels, and what treatment they anticipate 

from institutions. These processes can influence 

behavior, healthcare engagement, and health without 

replacing the material, political, and institutional 

conditions that generate unequal exposure. 

The proposed pathway model organizes these 

transformations as conditional, braided, and recursive 

rather than universal or linear. It distinguishes structural 

conditions from psychological experience, adaptation 

from preference, mistrust from irrationality, and 

proximal outcomes from clinical endpoints. Its value lies 

not in claiming that psychology explains health inequity, 

but in specifying where psychological processes may 

transmit, modify, amplify, interrupt, or reveal the 

consequences of unequal social conditions. Testing those 

pathways requires multilevel measurement, longitudinal 

evidence, explicit attention to power and context, and 

interventions capable of changing both lived conditions 

and the experiences through which those conditions 

acquire meaning. 
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