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Abstract

Increasingly, scholars warn that artificial intelligence (AI) may replicate or intensify epistemic
injustice (EI) in biomedical contexts. This paper argues that such concerns require demonstrable
evidence on (i) the actual presence of EI, and (ii) whether EI, if present, makes system effects
normatively undesirable. Without evidence on (i), the EI framework is, by its own lights, inapplicable.
Evidence on (ii) is needed because reflective equilibrium can, in principle, prioritize competing
considerations over epistemic justice. A key challenge is that discourses on (i) and (ii) can themselves
be sites of EI. Two steps are proposed: distinguishing AT’s effects on problem constructions from its
effects on abilities to address constructed problems, and foregrounding relative accuracy and real-
world impact on the quality of care in assessments of Al-induced EI.

1. Introduction

For a number of years, cross-disciplinary efforts have shown how artificial intelligence (AI)
can replicate, perpetuate, and exacerbate injustice in society (Eubanks 2018; Noble 2018).
Increasingly, it is argued that this includes epistemic injustice (EI) (El Kassar 2022; Milano
and Prunkl 2025). As the Al buzz has grown in healthcare, in particular, there are concerns
that AI could lead to new forms of EI in health (Pozzi 2023a, 2023b; Ho 2023; Hardalupas
2024; Herzog and Branford 2025). For example, Giorgia Pozzi (2023a) argues that
NarxCare and similar prescription drug monitoring programs (PDMPs) for risk assessment
in pain medication administration could suppress and preempt perspectives in patient—
clinician encounters.

The following commentary raises two issues for applying EI to health AI. Both test the
notion’s analytical and normative weight. First, charges of EI, when not based on
demonstrable evidence, can be self-defeating. Without such support for certain epistemic
assumptions around Al-affected health contexts, there is reason to think that no EI occurs
in the first place. Cautioning against EI is important. It thus should be done in a way that
facilitates demonstrable support. Second, extant discussions of EI in health assume that EI
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is a dealbreaker and in tension with AI frameworks such as meaningful human control or
value alignment. This assumption, however, is problematic. Because of both issues, we
should characterize more systematically how exactly EI can be ascertained and how it
should be rectified.

2. Epistemic Injustice in Health
Discussions of EI typically refer to Miranda Fricker’s understanding as “a wrong done to
someone specifically in their capacity as a knower” (Fricker 2007, 1). Rachel McKinnon calls
this tendency a “deep irony” (2016, 439) in view of similar, long-standing themes in Black
feminist thought (Crenshaw 1991; Hill Collins 1990; hooks 1992; Alcoff 1999). In Fricker’s
framework, EI can be testimonial or hermeneutical. A distinctive wrong of testimonial EI is
epistemic objectification (Fricker 2007, chapter 6): individuals are treated not as
informants (Craig 1991); that is, epistemic agents conveying information, but as mere
sources of information, mere “states of affairs from which the inquirer may be in a position
to glean information” (Fricker 2007, 132). This is an injustice insofar as it involves
prejudices: “judgements, which may have a positive or a negative valence, and which
display some (typically, epistemically culpable) resistance to counterevidence owing to
some affective investment on the part of the subject” (2007, 35; italics removed). Most
relevant to Fricker’s discussion are identity prejudices: those “held against people qua social
type.” In hermeneutical EI, a distinctive wrong is hermeneutic marginalization: “unequal
hermeneutical participation with respect to some significant area(s) of social experience”
(2007, 153).

EI has been highlighted as a challenge in health contexts (Carel and Kidd 2014; Kidd
and Carel 2017). For example, prejudices can lead to dismissals of patient testimony because
of

stereotypical description of ill persons as cognitively impaired or emotionally
compromised ... or as existentially unstable, gripped by anxieties about mortality and
morbidity such that they “cannot think straight”; or that they will be psychologically
dominated by their illness in a way that warps their capacity to accurately describe and
report their experiences. (Kidd and Carel 2017, 177-178)

EI need not result solely from individual decision-making but can also be driven by
“structural and hierarchical features of the healthcare system” (Carel and Kidd 2014, 535),
such as emphases on cost minimization and efficiency and/or more general societal
inequities.

3. Al in Health: What’s the Point?

The promise or vision around health Al is that it can enhance efficiency, safety, access to
health, personalized care, and the time and attention clinicians can devote to patients.
Reality checks of such claims are constantly needed (Chen and Asch 2017; Topol 2019;
Goldenberg and Wiens 2026) as most current health AT might be deeply ridden with hype
(Emanuel and Wachter 2019; Kulkarni and Singh 2023; Strange 2024). In the foreseeable
future, AI's potential could be limited to specific, narrowly conceived tasks (Rampton 2020;
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Nagendran et al. 2020), though some speculate that agentic AT and multi-agent systems are
on the verge of altering this paradigm (Taylor 2025). Without begging too many questions,
one can characterize the intended purposes of Al as pertaining in some way to augmentation
and enhancement or, in the limiting case, replacement (Goldhahn et al. 2018) of human
capacities and resources. The point is to uncover information one did not have before, to
draw previously inaccessible inferences, to highlight trajectories human decision-makers
might not have spotted or foreseen, and to fulfill tasks faster or otherwise more efficiently
than human decision-makers could do on their own.

These are broad brushstrokes for several reasons. A socio-technical system perspective
cautions against simplistic, reductive understanding of how AI models function across
diverse healthcare settings (Wiesenfeld et al. 2022). The broad brushstrokes are agnostic
on how regularly the aspiration of augmentation is actually achieved. Moreover, they appear
to presume the existence of some sort of ground truth that AI helps humans to discern more
effectively (for example, the presence of disease, risk levels to progress to disease, or most
effective clinical course of action). Uncritical notions of ground truth can neglect the human
activity involved in conceptualizing disease, risk thresholds, endpoints, available options,
and other key issues impacted by interests, convention, and pragmatics (Starke et al. 2021).
However, reminders about the significance of (co-)construction are compatible with a
further point sometimes lost in reactions against AI hype: once ground truths and categories
are constructed, there is nothing particularly mysterious or necessarily unwarranted about
using an Al tool to try to track them.

4. The Issue of Evidence for Epistemic Injustice

If EI affects pre-Al healthcare, for example, by stakeholders being “too often prejudicial”
(Kidd and Carel 2017, 175) against ill persons, health AI could replicate or even aggravate
EI. This supposition very much makes sense and is articulated forcefully by a number of
authors (Pozzi 2023a, 2023b; Ho 2023; Hardalupas 2024; Herzog and Branford 2025).
Clearly, biases exist in societies against members of certain groups, who are also patients.
There is no reason to think that medical stakeholders or institutions are immune to such
biases. Sex, gender, race, and other features affect biomedical research, care, and public
health. AI could further contribute to this (Cirillo et al. 2020; Haider et al. 2026).

This suggests that EI likely happens in medicine. However, it does not speak to the
important questions of when and how exactly it happens. It is incumbent on us to assess
this. An uncomfortable truth is that EI's de facto pervasiveness, frequency, and
mechanisms, as well as its impact in health remain understudied. For the sake of simplicity,
let us focus on testimonial EI. Health AI could, in principle, cause clinicians to discredit
patient testimony. Likewise, it could lead other stakeholders to discredit clinician
perspectives vis-a-vis Al outputs. Conceptually, Fricker-style testimonial EI is based on
prejudice. Part of determining whether there is EI is thus to determine what people used as
a basis for credibility attributions, belief formation, and subsequent action. Prejudice must
be shown to be what caused them. Here, a first observation is that, somewhat ironically,
there exists a tendency to just presume that prejudice was or will be at work; systematic
investigation of the extent to which prejudice is really what leads to assessments of
testimony and subsequent action is lacking (Kious et al. 2023; Nielsen et al. 2025).
Analogous remarks apply to EI approaches operating with constitutive features other than
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prejudice, such as Elizabeth Anderson’s institutional EI (2012) or Kristie Dotson’s patterns
of exclusion (2014).

In contrast, a more well-researched tendency is automation bias in clinicians using Al
decision-support systems (for example, Khera et al. 2023). Note, however, that for such
results to indicate EI, biases would have to result from prejudice; that is, attitudes that are
identity-based, affective, and resistant to counterevidence, or other constitutive features of
EI. Without such demonstration, discrediting patient testimony based on automation bias
does not clearly constitute EI (though of course it might still be epistemically problematic
for different, prejudice-independent reasons).

This highlights a predicament of navigating terrain rife with complexity and
uncertainty: hypotheses can sound plausible, and yet whether and at which frequency they
obtain can be an open question. Sensible suppositions are the subject of debate and
contestation. Some argue that most EI concerns in health are “unfounded” and “too much
emphasis on it could entail serious harm to patients, providers, and their relationships”
(Kious et al. 2023, 1). This is not to take a stance in this debate, only to note that progress
requires a shared understanding and ascertainment of what would count as sound evidence
on these matters. A lack of such evidence introduces uncertainty about the supposition of
EI itself.

5. The Possibility of Evidence-Attuned Credibility Deficits

The foregoing highlights a more general challenge that is overlooked surprisingly often: a
mere tendency to discount the testimony of certain stakeholders is not sufficient for EI. One
reason just mentioned is that discounting can have drivers other than prejudice. A special
case of this is when such discounting actually signifies attunement, rather than prejudicial
resistance to evidence.

Prejudice-driven discrediting has profound epistemic defects. The discredited
perspective is epistemically relevant yet ignored. Such deficiency is obvious in exemplary
instances of EI, such as when “simply stating the case [is] not enough” (hooks 1992, 80) for
the uptake of credible testimony, including when the discrediting of pain reports (Hoffman
et al. 2016; Loh 2026) or witness statements (Fricker 2013, 1325) is implausibly identity-
based. But it is not the case that discrediting must be resistant to counterevidence. In the
absence of such resistance, the case for discrediting being unjust is much less clear. This
point can be made in several ways from within the EI framework itself.

As one example, David Coady (2010) distinguishes two concepts of EI: first, distributive
injustice in the allocation of epistemic goods, such as education; second, discriminatory
injustice as unjust deficits in credibility or intelligibility. He observes what he calls a
“tension” between these concepts:

To the extent that the former kind ... is a problem, the latter kind ... seems to be less of
a problem, and perhaps less of an injustice. After all, if the relatively powerless group in
question is ignorant or in error about the question at hand (however unjust it may be
that they are), then it is surely just as well if they are not given much credibility, since
they are likely to be wrong if indeed they have an opinion. (Coady 2010, 110—111)
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Coady sketches out ways of handling this tension. His preferred strategy is to separate and
elucidate propositions relative to which victims are unjustly ignorant or in error, on the one
hand, from propositions relative to which these victims are unjustly disbelieved or
misunderstood, on the other. What matters for our purposes is that asymmetries in the
distribution of epistemic goods can undermine the case for reductions in credibility being
deficient and/or unjust.

As another example, Morten Fibieger Byskov argues that a necessary condition for EI is
what he calls the epistemic condition: “In order for someone to be discriminated against as
a knower they must possess relevant knowledge about the subject matter being discussed.
If this were not the case, we would hesitate to classify it as an epistemic injustice” (Byskov
2021, 125). Having a stake in a decision is not the same as being entitled to contribute
epistemically: “Passengers on a plane, for example, have a deep interest in the plane being
flown safely, yet, that does not mean that they should have a say in how to fly the plane
because most passengers simply have little qualification of how to fly a plane.” It is not EI
to discount testimony that does not represent relevant knowledge.

Likewise, it is built into the notion of credibility deficit that it applies “when we attribute
less credibility than a speaker deserves” (McKinnon 2016, 438). This suggestion does not
reject but endorses that there are proper levels of credibility for certain speakers. Even those
who caution against EI in health suggest as much. Ian James Kidd and Havi Carel (2017,
175) clarify that the claim cannot be that “all ill persons are always epistemically reliable,
for that is clearly not the case.” Instead, “judgments about the epistemic credibility of ill
persons are too often prejudicial and generated and sustained by negative stereotypes and
structural features of healthcare practice.” Paul Crichton et al. note that a person “may lack
credibility for a good reason, for instance if she is a known liar” but highlight that in EI, “this
credibility deficit is unjustified and hence constitutes an epistemic injustice” (Crichton et al.
2017, 66). Awais Aftab highlights that there is no tension between epistemic justice and the
conviction that “beliefs should be attributed the credence that is merited” (Aftab 2023,
7978). Pozzi specifically considers “unjustified” (2023b, 537) withdrawal of credibility,
implicitly recognizing the possibility of justified withdrawal.

Extant commentaries do not consider that the challenge of determining proper levels of
credibility is even more pronounced in connection with health AI and big data. As already
mentioned, the purpose of such applications is to kick in where human abilities are
exceeded, to leverage their epistemic edge over human reasoners when designed,
implemented, and validated in the right ways for specific-use cases. Once the prospect of
meeting such milestones of validation becomes a salient possibility, health AI could
introduce epistemic and, ultimately, clinical benefits. If and when this is the case, it becomes
less clear that instances of discounting the perspectives of particular clinical stakeholders
constitute EI. At the very least, presumption alone would not suffice to establish this.
Moreover, if such presumption leads to nonuse of Al, this could impede valuable and
perfectly attainable improvements to service delivery and research. Presumption alone also
does not empower anyone to intervene and redesign systems in targeted ways.

There is no straightforward formula for specifying key notions in the above, such as
“relevant” or “justified,” and applying “justice” and “injustice” on that basis. Al ethics has
long been grappling with the fact that notions like these need context and negotiation for
their application (Whittlestone et al. 2019; Hummel 2025). The discounting of certain
testimony as well as the composition of (and even gaps in) hermeneutical resources are not
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unjust per se but need to be assessed and classified as such. The framework of EI does not
preempt this assessment and negotiation process.

These points are not criticisms of the EI framework, its content, or its importance.
Conjectures that AI will propel EI yield useful prompts to investigate this possibility. The
point is that staying true to the framework itself requires at least two things: first, that
credibility is not assigned and withheld through mere supposition alone but approximates
proper credibility assignments. Second, that misalignments with proper credibility
assignments cannot merely be presumed to exist but need to be shown to be objectionable
and unjustified.

6. Do Control and Alignment Require Epistemic Justice?

Various recent guidance documents on the ethics and governance of Al could inform how
we navigate the risk of Al-induced EI in health. Paradigmatically, the World Health
Organization (WHO) seeks that in the face of AI, “humans should remain in full control of
health-care systems and medical decisions” (WHO 2021, vi).

Two ecumenical AI ethics frameworks for operationalizing this aspiration are
meaningful human control (MHC) and value alignment (VA). MHC over automated systems
requires that the system tracks reasons of human decision-makers, and that outcomes are
traceable to human decisions and actions (Santoni de Sio and van den Hoven 2018; Santoni
de Sio and Mecacci 2021; Santoni de Sio 2024). VA requires overlap between what humans
value and what systems do (Gabriel 2020).

When applying these frameworks to health Al it is tempting to think that EI is not
among the set of human reasons (Santoni de Sio 2024, 179; Pozzi and Santoni de Sio 2026)
or values (Kay et al. 2024). Thus, MHC and VA for health AI, when pursued properly,
preclude EI. But the issue is more complicated.

The orthodox view is that relevant norms in biomedicine encompass autonomy, non-
maleficence, beneficence, and justice (Beauchamp and Childress 2013). These and other
inputs into moral deliberation need to be specified, balanced, and made coherent via
reflective equilibrium: a state “in which equilibrium occurs after assessment of the strengths
and weaknesses of the full body of all relevant and impartially formulated judgments,
principles, theories, and facts” (2013, 406).

Crucially for the present purposes, justice is not the only applicable principle to be
considered in reflective equilibrium, nor does it enjoy lexical priority over other principles
of importance. If MHC and VA require approximation of human values, these frameworks
do not necessarily disqualify EI as inappropriate. Instead, reflective equilibrium requires,
among other things, context-specific judgments about how principles outweigh one another
if and when they conflict. Under certain circumstances, reflective equilibrium might
determine that beneficence outweighs respect for autonomy; for example, when
administering an intervention with proven benefits even against the will of the patient.
Other times, autonomy can outweigh non-maleficence; for example, in competent refusals
of chemotherapy in end-of-life care. Likewise for considerations of justice, including EI.

Responding to Brent M. Kious and colleagues’ concerns about the utility of the concept
of EI in psychiatry (2023), Aftab clarifies that epistemic justice “is not something that is
outside of good clinical care. Good clinical care is inclusive of our best ethical practices”
(2023, 7978), including epistemic justice. Similarly, Lisa Bortolotti highlights EI as an
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“obstacle to successful clinical interactions” and “bad for medicine” (2025, 2, 13). The above
picture captures common ground: discussants are after good care. It also enables us to
observe a twofold disagreement: first, about the extent to which EI de facto obstructs good
care; second, how different normative goods within good care are to be weighed.

It is very plausible to call for MHC and VA, but what the foregoing shows is that it is a
substantive, potentially vexed further question to figure out how to control and what to
align with (Hille et al. 2023). Pozzi is concerned that AI could lead to “automated
hermeneutical appropriation” (2023a, 9): it can, in principle, create meanings,
understandings, and valuations while disfiguring and superseding those of human agents.
This important insight notwithstanding, we should also consider it hermeneutically
appropriating to privilege EI over all other, potentially competing concerns.

This picture can become more complicated upon further inspection. For instance, one
might assume there is a connection between EI and violations of non-maleficence, such that
EI causes epistemic and/or non-epistemic harms (Della Croce 2023). This would mean EI
is more costly than it might have initially appeared. By itself, however, this insight is silent
on whether and how relevant aspects of justice and non-maleficence outweigh other
considerations.

On a bold reading of this suggestion, while EI might be pro tanto wrong, all-things-
considered judgments could still permit it. The idea is not only that MHC and VA are each
compatible with EI; that is, that in a given situation, other “human reasons” or “values”
judged to be weightier would be undermined by pursuits of epistemic justice. Instead, the
idea is also that reflective equilibrium could, in principle, justify a degree of EI if and when
the overall set of moral commitments judged most coherent in that situation support
alternative priorities. Either way, the connection between MHC and VA, on the one hand,
and epistemic injustice, on the other, is contingent, not inherent or conceptual. Neither
framework privileges epistemic justice categorically. This should not, however, be
considered a shortcoming, quite the opposite; it would be dubious if the frameworks would
curtail rather than catalyze the process of arriving at reflective equilibrium.

7. Al-Induced Epistemic Injustice in Medical Problem Construction
How should we proceed? A gap in extant discussions of EI through the use of health AI is
the systematic consideration of accuracy and real-world impact. We should distinguish
more consistently between two different areas in which EI can affect healthcare. First, the
process of constructing (Dewey 1938; Conrad 2007; Siffels and Sharon 2024) a given
medical problem: deciding what matters, conceiving of criteria for disease, prioritizing
between different targets, choosing endpoints we optimize for, and forming reflective
equilibrium about how to harmonize case judgments and more principled considerations.
In these processes, there is potential for the exclusion or non-consideration of views from
certain individuals or groups, who are not taken seriously as knowers and have no way of
contributing to the hermeneutical repertoire. Indeed, the availability of tools can impact
how human agents conceptualize a given problem. In particular, Al can interfere with the
problem construction and the formation of reflective equilibrium: a PDMP might have the
effect of reducing prescription volumes and, suddenly, in line with Pozzi’s concern,
minimizing prescriptions becomes the target of the practice.
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Shifts like this can happen, and it is important to be aware of such possibilities. At the
same time, there is no reason for fatalism. Our problem constructions are not necessarily
doomed if AT is used to tackle them. We are not oblivious to Al-induced shifts but can
discern them and intervene. While challenges are real, there is no need to collapse from
critical, reflective distance into “negativity bias” (Konigs 2025) that focuses exclusively on
potentially exaggerated Al-induced threats to how we understand and approach medical
challenges.

Authors cautioning against EI worry about the neglect of patients’ lived experiences as
legitimate sources of knowledge (Kidd and Carel 2017; Pozzi 2023b). However, it is not
objectionable per se that particular problems are constructed in ways that set aside lived
experiences. Rather, the trouble is that not all healthcare challenges are of this kind:
sometimes lived experiences are indispensable to reconfigure the problem construction for
the better. The key question we need to ask when taking the threat of EI seriously is: in a
given instance, is the problem construction still contestable and revisable, or does Al calcify
(Hardalupas 2024) that process? If we think it does, how does it have that effect, and how
can such dynamics be made transparent in order to facilitate responsive action?

One complication is that the mentioned shifts can be subtle, influenced by institutional
and commercial actors with differential power (Pozzi and Santoni de Sio 2026) over
development and deployment decisions, and thus somewhat removed from the access of
individual decision-makers whose reflective and critical intervention is key. This concern
can (and should) be considered in any process of medical problem construction. Vigilance
is needed to recognize when and how Al interacts with differential power and introduces
additional, distinctive challenges to these processes.

Contrast this with a second area of interest: with the problem construction in place, is
the tool under consideration helpful for addressing the problem? This is an important
juncture in the assessment. Does Al use yield accuracy gains or losses? Does it positively
impact real-world care (Goldenberg and Wiens 2026)? To assess whether the use of health
Al is epistemically problematic and/or unjust, one relevant consideration is how its outputs
and their uptake compare with the perspective they would replace. For instance, when
assessing addiction risk, one possibility is that unaided clinician and patient (self-)
assessments are less reliable guides than Al-driven risk scores. The key question is whether
the latter are accurate and lead to better care.

This is, in fact, the fundamental concern with NarxCare. Commentators note that it
“lacks sufficient evidence for its wide clinical implementation” (Buonora et al. 2024, 859),
produces “inflated scores for marginalized patients” (Oliva 2022, 52), and is in need of
independent external validation (McElfresh et al. 2023). In a validation study assessing a
NarxCare component risk metric for opioid overdose against a misuse-risk reference
standard (WHO ASSIST, the Alcohol, Smoking and Substance Involvement Screening Test),
patients over-flagged by the metric were more likely to report disability, poor general health,
and greater pain severity (Cochran et al. 2021). In view of such accuracy issues, especially if
distributed inequitably, it is quite clear that the epistemic condition of EI is satisfied: given
how PDMPs are de facto mandatory to use, clinical stakeholders are discredited despite
possessing knowledge that, relative to NarxCare’s outputs, must count as epistemically
relevant. There is EI, resulting from issues with relative accuracy. As suggested above, the
ascertainment of a deviation of proper levels of credibility attributions is what drives this
judgment.
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8. Epistemic Authority in Tackling Problems Once Constructed

Suppose this was different. Imagine a case in which at this second stage (where the problem
is constructed, and we now want to address it), AI has high relative accuracy compared to
human agents’ judgment; for example, about subjective risk for addiction, so accurate that
it leads us to ignore patients and clinicians in their capacity as knowers. What this illustrates
is that the concern that AI enjoys unwarranted epistemic privilege (McCradden et al. 2023;
Pozzi 2023a) cuts both ways: unwarranted epistemic privileges can also be conferred upon
human decision-makers, who could be better off if health AT was leveraged successfully to
augment care. Ignoring testimony could mean two things. Either, we avoid EI because the
epistemic condition is undercut: in light of the high accuracy, clinical stakeholders do not
possess relevant knowledge on the particular issue under consideration (among other
things, not discrediting in these cases could even give rise to rather than counteract EI if it
perpetuates stereotypes about that stakeholder’s [un]reliability on relevant matters). Or
there is EI, but as highlighted above, a debate still needs to be had about whether human
reasons are tracked, nevertheless, and whether values are sufficiently aligned.

There are risks with labeling a practice an instance of EI. Application of the label could
be misleading, contentious, false, or unwarranted. This can damage the practical utility of
the label. It complicates the handling of cases that clearly are EI. Precisely because
healthcare tackles highly complex subject matter and medical problem construction is a
social endeavor, assertions about epistemic privilege cannot always be taken for granted.
Often, it must be articulated what that privilege consists of. In order to properly flag EI in
connection with Al, the proactive generation of evidence about relative epistemic authority
is indispensable. Only then can we understand and characterize the epistemic privilege of
El-discredited perspectives for the relevant problem construction and also recognize any
epistemic authority the AI might deserve upon rigorous validation.

Again, such authority likely pertains to relatively specific issues and narrowly confined
tasks; for example, accurate and validated predictions of addiction risk operationalized in a
particular way. Moreover, authority can be withdrawn if stakeholder views and
circumstances change in ways that shift the problem construction. As such, countenancing
AT epistemic authority need not lead to a clinical culture that privileges AI per se, that
neglects stakeholders as active informants, or inhibits epistemic agency in other ways.
Deference to Al epistemic authority must, of course, be based on good evidence, in the same
way as deference to non-Al health tools such as medical guidelines, diagnostic tests,
therapeutic interventions, and so on. If so, such deference need not have a detrimental effect
on the epistemic agency of clinical stakeholders, but quite the opposite: it would result from
enactments of their epistemic vigilance.

Several deep challenges that health AI poses anew in the quest for evidence about EI in
health must be acknowledged. It is not set in stone what counts as evidence and for which
hypotheses we should even search for evidence. An important risk is that a given
conceptualization of evidence is insensitive to distinctive standpoints (Alcoff 1999) to which
different clinical stakeholders have privileged access and that matter to a given problem
construction. For example, for diseases like fibromyalgia, it is partly constitutive that
complaints persist in the absence of signals from established testing methods, inviting an
“antagonism between science and ... individual experience” (Heggen and Berg 2021). Cases

Philosophy of Medicine | DOI 10.5195/pom.2026.289 | Volume 7 | Issue 1| pp. 1-15



Privilege Under Review: The Evidence Challenge for Epistemic Injustice in Health AT | 10

like this illustrate that discourses on best evidence, its sources, and whether we have good
evidence for EI, can themselves be sites of EI. It could be an instance of EI to insist on
evidence for EI when the notion of evidence is not flexible and multidimensional enough to
capture diverse, potentially marginalized standpoints. Moreover, gathering evidence for EI
requires awareness of the phenomenon to test for. Such awareness can be suppressed by EI
itself. A current notion of evidence can capture diverse, external, or hybrid phenomena only
in familiar terms that are accessible to established bodies of theorizing, which can lead to
distortions and imperfections in access and understanding.

The problem with these challenges is not just their depth but that there is no way around
tackling them. It is possible, even if difficult, to purposefully bend established
understandings of evidence, but it is impossible to operate without evidence. Evidence is
needed, but as users we ought to be aware of its provisionality and handle it with care:
evidence is continuously shaped by the translational work of rendering unexplored
perspectives intelligible for consideration while maintaining openness to even radical
otherness.

Finally, one should not lose sight of opportunities of health Al for addressing rather than
perpetuating EI. Accurate, validated Al could, in principle, counteract prejudices of clinical
stakeholders (Lalumera 2025, 147—151). It could trace patient well-being in ways that are
resistant to preemptive silencing (that is, structural obstacles to the articulation of
perspectives) or to testimonial smothering (that is, patients’ self-suppression of their
testimony due to EI). For rare or stigmatized diseases for which evidence generation is
challenging and/or hermeneutical resources are lacking, AI could be instrumental in
gathering data and inferring correlations. For testimony whose epistemic status appears
initially unclear to human observers, Al could confer credibility and reinforce rather than
undermine the epistemic standing of voices offering distinctive, underrepresented
perspectives. Policies generated by reflective equilibrium could be encoded into
“algorithmic bioethics” (Savulescu 2025), yielding consistent, codified application of stable
value judgments. In each of these examples, the representative, surrogate role taken on by
Al is not unproblematic. It could indeed be a symptom of EI that Al is needed to make
certain voices heard. But this is not a reason to refrain from initiating improvements, and
to try to search for and leverage the tools we deem most useful to advance that process.

9. Conclusion

This paper raises two issues for considering EI in health Al First, credibility deficits and
hermeneutical gaps are not unjust per se. Credibility deficits can, in principle, indicate
attunement rather than resistance to evidence. This possibility needs to be examined more
systematically in complex domains such as health, particularly for AI tools designed to
augment and enhance human capacities. Taking the EI framework seriously involves
attending to relevant empirical evidence for its application. In the absence of such evidence,
the framework’s own application conditions are undermined. Yet, the pervasiveness of EI
in health and its relation to Al remain understudied. Second, frameworks like MHC and VA
do not privilege epistemic justice categorically. Reflective equilibrium can, in principle,
prioritize competing considerations. To make these issues tractable, this paper proposes a
distinction between AI’s effects on the construction of medical problems and its effects on
our abilities to address problems once constructed, with relative accuracy and real-world
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impact on care as key considerations at the second stage. A key challenge at each stage is
that discourses about evidence for EI can themselves become sites of EI. Future work should
explore where evidential standards for these stages remain least developed, operationalize
what evidence for EI could look like, and measure how Al affects it.
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