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Health Is Also Infrastructure
Black Americans are not simply sicker than their white counterparts. They are 

living inside a system that was structurally designed to produce exactly these 

outcomes — and the path forward runs through education, ownership, and 

prevention, not just medicine.
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Black Americans are not simply sicker than their white counterparts. They are living inside a 

system that was structurally designed to produce exactly these outcomes — and the path forward 

runs through education, ownership, and prevention, not just medicine.

Public conversations surrounding Black health are often framed through crisis.

A statistic surfaces. A disparity is named. Temporary attention follows. Then the news cycle moves, and the 

underlying conditions that produced the statistic remain exactly as they were.

This pattern is not simply a media failure. It reflects a deeper misunderstanding of what health actually is — 

and what it would take to change its trajectory inside Black communities in a lasting way.

Health is not primarily a medical issue. It is a structural one. It is shaped by education, economics, environment, 

information access, cultural habits, and the quality of the institutions that serve a community over time. Medi-

cine intervenes after conditions have already deteriorated. Infrastructure prevents deterioration from occurring 

in the first place.

That distinction — between reactive medicine and proactive health infrastructure — is the most important con-

versation Black communities are not yet having loudly enough.

The Data That Demands a Different Framework

The health disparities facing Black Americans are among the most thoroughly documented inequities in Amer-

ican public life. Understanding their scope is a prerequisite for understanding their cause.

Cardiovascular disease is the leading cause of death for Black Americans. Black adults develop hypertension 

earlier, experience it more severely, and suffer its downstream consequences — including stroke, heart attack, 

and kidney failure — at significantly higher rates than white Americans. Black men are 60% more likely to die 

from stroke than white men.

—  2  /  8  —



Diabetes affects Black Americans at nearly twice the rate of non-Hispanic white Americans, with Black adults 

facing higher rates of diabetes-related complications including lower-limb amputations, kidney failure, and 

blindness.

Cancer disparities are pronounced and persistent. Black men have the highest cancer mortality rate of any racial 

or ethnic group in the United States. Black women are 40% more likely to die from breast cancer than white 

women despite similar incidence rates — a gap attributed largely to differences in screening access, treatment 

quality, and the later stage at which cancers are detected.

Maternal mortality represents one of the starkest disparities in American medicine. Black women are two to 

three times more likely to die from pregnancy-related complications than white women — a gap that persists 

across income and education levels. Research has consistently found that this disparity cannot be fully explained 

by socioeconomic factors alone, implicating structural bias within medical systems themselves.

Mental health access and treatment disparities are equally significant. Black Americans are 20% more likely 

to experience serious psychological distress but significantly less likely to receive mental health treatment. 

Cultural stigma, provider bias, and limited access to culturally competent care all contribute to this gap.

These numbers do not describe genetic destiny. They describe the measurable outcomes of structural conditions 

— economic instability, environmental exposure, medical mistrust rooted in documented historical abuse, un-

equal access to preventative care, and information environments that consistently fail to serve Black commu-

nities with accuracy or depth.

The Historical Architecture of Medical Mistrust

No honest conversation about Black health can proceed without acknowledging the documented history that 

shaped Black communities' relationship to American medicine.

The Tuskegee Syphilis Study — in which the U.S. Public Health Service deliberately withheld treatment from 

Black men with syphilis for forty years in order to study disease progression — is the most well-known example 

of medical exploitation. But it is not the only one.

J. Marion Sims, often called the "father of modern gynecology," developed surgical techniques by operating 

on enslaved Black women without anesthesia — operating under the medically unfounded belief, widely held 

in nineteenth-century medicine, that Black people felt less pain than white people. That belief — measurably 

false and thoroughly discredited — has been documented as persisting within medical education and clinical 

practice well into the twenty-first century. A 2016 study published in the Proceedings of the National Academy 

of Sciences found that a significant percentage of medical students and residents still endorsed false beliefs 
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about biological differences in Black pain tolerance — and that these beliefs were associated with less accurate 

pain treatment recommendations for Black patients.

Medical mistrust in Black communities is not irrational. It is a rational response to a documented institutional 

history. Understanding this is essential to understanding why preventative care utilization, screening participa-

tion, and treatment adherence rates differ across racial groups — and why approaches that ignore this context 

consistently fail.

Health Is an Information Problem

One of the most consequential shifts in modern health is the recognition that health outcomes are increasingly 

shaped by information access and literacy — not only by proximity to medical institutions.

Modern society produces endless streams of wellness trends, contradictory advice, algorithmic recommenda-

tions, and commercially motivated health content. Under these conditions, distinguishing evidence-based guid-

ance from marketing, speculation, and performative expertise has become a skill that directly influences health 

outcomes.

For Black communities specifically, the information environment has historically presented additional chal-

lenges. Medical research has been conducted disproportionately on white populations, producing guidance 

that may not translate accurately across racial groups. Pharmaceutical dosing, diagnostic criteria, and clinical 

guidelines developed without adequate Black representation in research populations may carry unexamined 

limitations.

At the same time, predatory wellness marketing has increasingly targeted Black consumers — particularly in 

the areas of dietary supplements, detox products, and alternative health claims — often with little or no sci-

entific basis. Communities navigating medical mistrust are particularly vulnerable to commercially motivated 

misinformation that presents itself as an alternative to an institution that has historically failed them.

Health literacy — the ability to access, understand, evaluate, and apply health information — is therefore not a 

peripheral concern. It is a foundational one.

Research consistently finds that higher health literacy is associated with better management of chronic condi-

tions, more effective use of preventative care, reduced hospitalization rates, and better long-term health out-

comes across all populations. For Black communities navigating both structural health disparities and a com-

promised information environment, developing and sustaining a culture of health literacy may be one of the 

highest-leverage investments available.

The Structural Roots: Environment, Economics, and the Social Determinants
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Clinical medicine addresses what happens after the body is already compromised. Public health research has 

increasingly focused on the upstream conditions that determine whether that compromise occurs in the first 

place.

The social determinants of health — the non-medical factors that shape health outcomes — account for an es-

timated 30 to 55 percent of overall health outcomes according to the World Health Organization. These include 

housing stability, income, educational attainment, neighborhood safety, food access, environmental quality, and 

social connection.

Black Americans face documented disadvantages across nearly all of these dimensions as a direct consequence 

of historical and ongoing structural inequality.

Environmental racism — the disproportionate siting of industrial facilities, waste disposal sites, and pollution 

sources in or near Black and low-income communities — has produced measurable health consequences. Black 

Americans are 75% more likely than white Americans to live near facilities that produce hazardous waste. 

Elevated exposure to air pollution, lead, industrial chemicals, and contaminated water has been directly linked 

to higher rates of respiratory disease, cardiovascular disease, developmental disorders in children, and cancer 

in affected communities.

Food environments in many predominantly Black urban and rural communities are characterized by limited ac-

cess to fresh produce and an abundance of high-calorie, low-nutrient processed food — a pattern that contributes 

to elevated rates of diet-related chronic disease. Research distinguishes between genuine food deserts — areas 

with limited proximity to grocery stores — and food swamps, where fast food and convenience stores dominate 

even when grocery access technically exists. Both patterns are measurably more common in predominantly 

Black communities.

Economic instability compounds every other health risk. Financial stress activates the same physiological 

stress-response systems associated with chronic disease progression. Inability to afford preventative care or 

medication, food insecurity, housing instability, and the psychological burden of economic precarity all translate 

into measurable biological consequences over time.

These are not incidental factors. They are the architecture within which health outcomes are produced.

Black Institutions and the Historical Model

It is worth recognizing that Black communities have historically understood the relationship between health and 

broader community infrastructure — often before mainstream public health frameworks articulated it.

Black churches served as community health infrastructure long before formal public health systems reached 

Black communities equitably. They provided information, social support, health screenings, and connections 
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to care within environments of trust. Mutual aid societies — including fraternal organizations and community 

associations — pooled resources to provide medical care, death benefits, and economic support to members in 

an era when formal institutions were explicitly exclusionary.

Dr. Charles Drew, who developed the blood bank system now used globally, was a Black physician whose 

contributions to medicine were both foundational and insufficiently recognized during his lifetime. Dr. Daniel 

Hale Williams performed one of the first successful open-heart surgeries in the United States. Dr. Rebecca Lee 

Crumpler became the first Black American woman to earn a medical degree in the United States and spent her 

career providing care to formerly enslaved people in the post-Civil War South.

These figures — and the institutions that sustained them — understood that health was not separate from dignity, 

education, and self-determination. It was one of their expressions.

That framework is more relevant today than it has ever been.

Technology, Prevention, and the Access Gap

Medicine is undergoing a structural transformation — from reactive treatment toward earlier detection, contin-

uous monitoring, and long-term optimization.

Wearable devices now track cardiovascular metrics, sleep quality, blood oxygen levels, and physical activity in 

real time. Continuous glucose monitoring allows individuals to understand how food, stress, and behavior affect 

metabolic function without waiting for an annual lab draw. Genetic testing can identify elevated risk for specific 

conditions years or decades before symptoms appear. Artificial intelligence is accelerating diagnostic accuracy 

in radiology, pathology, and genomics.

These tools represent a meaningful shift in the locus of health management — from the clinic to the individual, 

from reaction to prevention.

But access to these systems, and the health literacy required to use them effectively, remains profoundly uneven. 

The individuals and communities most likely to benefit from preventative technology are often those with the 

least access to it — whether due to cost, geographic availability, or the absence of educational infrastructure 

that would enable effective use.

Closing the health equity gap in an era of precision medicine will require deliberate attention to who has access 

to these tools, who is represented in the data on which they are trained, and whether the communities that bear 

the greatest health burden are positioned to benefit from the technologies designed to address it.

From Awareness to Infrastructure
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The gap between knowing that health disparities exist and actually reducing them is not primarily an awareness 

problem. It is an infrastructure problem.

Awareness campaigns produce attention. Infrastructure produces outcomes.

Health infrastructure, at the community level, includes access to trustworthy and culturally relevant health infor-

mation, strong preventative care utilization, environments that support physical activity and nutritional quality, 

mental health resources that are both accessible and culturally competent, and the institutional knowledge to 

navigate medical systems effectively.

Communities that develop strong cultures of health literacy — where preventative care is normalized, where 

trusted information sources exist and are used, where intergenerational knowledge about nutrition, stress man-

agement, and early intervention is transmitted alongside other forms of cultural inheritance — accumulate health 

advantages that compound over time.

These advantages influence educational outcomes, economic productivity, family stability, and the long-term 

vitality of communities as functioning systems.

Health cannot remain reactive. It must become intentional — built into the daily habits, community institutions, 

and information environments that shape behavior long before a crisis requires medical intervention.

The strongest health systems are not built only inside hospitals. They are built inside cultures — through the 

habits people practice, the information they trust, the institutions they sustain, and the values they transmit to 

the next generation.

In that sense, health is not separate from progress.

It is one of its most essential and most overlooked foundations.
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Black Digest explores ideas, strategies, and perspectives designed to shift thinking and expand possibility. This 

piece is part of the Black Health Series — an ongoing exploration of wellness, longevity, and the evidence behind 

what sustains Black communities over time.
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