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In 1921, Tulsa, Oklahoma’s “Black Wall Street,” 
a financially independent and vibrant commu-
nity that had been built and sustained by Black 
Americans, became the site of one of the United 
States’ worst race massacres, fueled by White 
supremacists. Hundreds of people were killed, 
thousands were left homeless by fires, and hard-
earned, substantial Black wealth and prosperity 
were destroyed.

The fate of many modern-day Black commu-
nities and households echoes that of Black Wall 
Street. Success achieved despite the ravages of 
structural racism remains in constant tension 
with economic oppression that, while not always 
as obvious as the Tulsa massacre, still systemati-
cally disadvantages Black communities. Today, 
Black Americans make up roughly 13% of the 
U.S. population but hold just 3% of the country’s 
wealth.1 The median net worth of a White fam-
ily in the United States in 2019 was $188,200, as 
compared with $24,100 for a Black family.1 The 
racial wealth gap is large, persists across income 
groups, and has not changed in over a century.2

Wealth, defined as assets minus liabilities, 
matters because it is a fundamental determinant 
of health.3,4 Health equity strategies that fail to 
address the racial wealth gap may therefore be 
ineffective. Health systems, as key institutions 
responsible for health in the United States, are 
well positioned to directly promote wealth build-
ing among Black staff, patients, and communi-
ties. For example, the health care sector is the 
largest U.S. employer and the largest employer 
of Black Americans, but Black staff members are 
often among the lowest-paid employees and have 
the worst health outcomes.5 In addition, health 
systems help to drive their local economies, with 
both job opportunities and purchasing power. 

We believe that health systems that do not ad-
dress the racial wealth gap are abdicating some 
of their responsibility for improving the health 
of the country.

Wealth and Health

Although analyses of disparities frequently focus 
on income as a social determinant of health, it’s 
an incomplete measure of socioeconomic status, 
given that households with income above the 
federal poverty level may still experience “net-
worth poverty.”6,7 Income can be sensitive to 
transient shocks (such as health care expendi-
tures) and may not provide the most robust 
measure of financial resilience.

Wealth, on the other hand, drives health in 
myriad ways. Wealth affords choice and stability 
— in housing, education, and nutrition, for ex-
ample, all of which are well-studied social deter-
minants of health.8 Wealth provides a cushion 
for dealing with unexpected emergencies, such 
as unanticipated medical expenses, involvement 
in the criminal justice system, or job loss. 
Wealth also provides a level of security that buf-
fers against the weathering effects of chronic 
stressors.9,10

Moreover, greater wealth is independently 
associated with reduced premature mortality, 
lower rates of chronic diseases such as hyperten-
sion, and improved functional status throughout 
the life course.4,11 For example, among people 54 
to 64 years of age, those in the lowest wealth 
quintile have a 17% risk of death and a 48% risk 
of disability over 10 years, as compared with a 
5% and 15% risk, respectively, among those in 
the top wealth quintile.12 These associations re-
main strong in natural experiment studies, 
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which are better geared than traditional obser-
vational studies to reveal causal effects.13,14 
Wealth is associated with self-reported health 
status even within racial or ethnic groups.15 In 
addition, a substantial portion of racial dispari-
ties in the risk of developing several chronic 
diseases and disabilities is associated with dis-
parities in total wealth, and not income.4

Struc tur al R acism and the R acial 
Wealth Gap

Historical and present-day racial discrimination 
and exclusion, attributable to myriad govern-
ment and institutional policies and practices, 
undergird the racial wealth gap.4 Though Black 
people contributed 12 generations of unpaid la-
bor during enslavement that generated tremen-
dous wealth for White families and shored up 
the U.S. economy, they entered the era of Recon-
struction with little to nothing. During the Jim 
Crow period, laws designed to bolster economic 
outcomes for specific vulnerable populations — 
for example, Social Security for older adults and 
the G.I. Bill for veterans — were structured and 
executed in such a way as to largely exclude 
Black people.16

The Federal Housing Administration pro-
moted investment in the creation and growth of 
White-only suburbs and, using redlining, dis-
couraged investment in Black urban neighbor-
hoods, contributing to racial disparities in home 
ownership rates and home equity for homeown-
ers, which remain bedrocks of wealth accumu-
lation and transfer in the United States.17 Re-
searchers have estimated that eliminating 
disparities in home ownership could narrow the 
gap by 31%.18

Mass incarceration and police surveillance, 
predatory lending by the largest U.S. banks, and 
discrimination within the real estate industry — 
all concentrated in segregated Black neighbor-
hoods — remain threats to wealth building.19,20 
Wealth disparities generated by racist policies 
extend across generations. These intergenera-
tional disparities are further entrenched by U.S. 
tax law, which provides preferential treatment 
for inherited assets.21

Since wealth begets wealth, disparities in the 
availability of capital — ranging from differ-
ences in available familial wealth and personal 

savings to being steered toward subprime loans 
— also make it difficult to narrow the racial 
wealth gap.22,23 This dynamic was apparent dur-
ing the Covid-19 pandemic, when differential 
access to capital, including Covid-19 relief funds, 
contributed to an estimated 41% decrease in 
Black business ownership as compared with a 
17% decrease in White business ownership.24

What Health Systems C an Do

Health systems could address the racial wealth 
gap — and thereby reduce the racial health gap 
— by using a combination of three broad strate-
gies: reducing expenses, maximizing income, 
and decreasing debt while increasing savings.25 
These strategies are not exhaustive, but they are 
a good place to start. Most health systems have 
relevant expertise — for example, in their human 
resources, finance, community engagement, and 
development departments. Embracing an asset-
based approach to this work, which focuses on 
the strengths already present in Black communi-
ties, and incorporating partnerships with com-
munity-based organizations are critical to opera-
tionalizing efforts in a range of areas.

To succeed, deployment of these strategies 
requires a parallel assessment of how health 
system activities may be harming the financial 
well-being of local communities. For example, 
health systems and health policymakers could 
commit to avoiding anticompetitive behaviors 
that may increase health care costs and thereby 
reduce wages and community economic well-
being.26,27 Similarly, health systems could com-
mit to ceasing activities that can directly reduce 
individual economic security, including the im-
position of medical debt and the use of aggres-
sive bill-collecting practices.28

Reducing Expenses

Health systems can facilitate their patients’ en-
rollment in public benefits programs, allowing 
families to cover their basic needs — a prerequi-
site for beginning to save and building wealth. 
Many low-income households may be eligible for 
dozens of local, state, and federal benefit pro-
grams, such as the Low-Income Home Energy 
Assistance Program (LIHEAP) and the Pharma-
ceutical Assistance Contract for the Elderly 
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(PACE). In Philadelphia, as in cities throughout 
the country, approximately 40% of eligible fami-
lies are not enrolled in public benefits, forgoing 
$450 million in benefits each year to which 
they’re entitled.29

Downstream effects of structural racism of-
ten render Black people more likely than White 
people to face poverty-associated problems, such 
as food insecurity, that are addressed by public 
benefits programs. The impact of these pro-
grams has been clearly documented. For exam-
ple, prenatal participation in the Special Supple-
mental Nutrition Program for Women, Infants, 
and Children (WIC) is associated with reduced 
Black–White disparities in infant mortality.30

Such programs indirectly transfer cash to 
beneficiaries by providing needed services that 
would otherwise be paid for out of pocket or be 
unobtainable. By directly assisting both employ-
ees and patients to enroll in benefits for which 
they’re eligible, health systems can affect health 
while enabling families to use their own money 
for other expenses or to start building savings 
and wealth.

Ma ximizing Income

Health systems are also well positioned to help 
staff and patients maximize their income by of-
fering free tax-preparation services. The federal 
government provides several tax credits that re-
turn cash to families with low-to-moderate in-
comes. For example, the earned income tax 
credit (EITC) and the child tax credit (CTC) can 
provide up to $6,700 and $2,000 per child, re-
spectively, offering an evidence-based means of 
poverty reduction.31 These credits often go un-
used; each year, approximately 20% of eligible 
people nationally do not receive their EITC. The 
impact of the 2021 expansion of the CTC, alone, 
is illuminating: estimates show a 6.2-percent-
age-point reduction in poverty among Black 
children, which translates into 686,000 children 
lifted out of poverty.32

One of us leads the Children’s Hospital of 
Philadelphia’s Medical Financial Partnership 
(MFP), which collaborates with several commu-
nity-based financial empowerment organizations 
to offer services in a large primary care clinic in 
a Black community serving predominantly low-
income families. Qualifying families and medi-

cal staff alike get their taxes done by Internal 
Revenue Service–certified tax preparers. This 
free service not only saves the filer the cost of 
preparing the return, but also includes an in-
depth review of the return before submission 
that can itself be empowering. Over a 2-year 
period, the MFP prepared 337 federal tax re-
turns, procuring nearly $700,000 in refunds for 
the community.33

Health systems and organizations must also 
provide all health care workers a living wage. 
Black and Latina women are overrepresented in 
lower-wage health care occupations (e.g., home 
health aides or nursing aides), and nearly 2 mil-
lion of these workers and their children live be-
low the federal poverty line.34 Among health care 
workers, lower pay is associated with a higher 
risk of death.35 A recent study revealed that 
adoption of an industry-wide $15 minimum 
wage could reduce poverty among low-wage 
health care workers by as much as 50%.5 The 
increasing adoption of a $15 minimum wage by 
hospitals is an encouraging sign, though direct 
employees of hospitals account for only a frac-
tion of all low-wage workers in the health care 
industry.

Decreasing Debt,  Increasing 
Savings

Managing household finances, including bud-
geting, planning and monitoring short- and long-
term savings, and investing, are skills needed to 
build wealth, and they require specific knowl-
edge that is not typically covered in primary or 
secondary education. Rather, the necessary skills 
are often passed down in a family or learned 
informally in adulthood from friends or col-
leagues with experience. Unfortunately, the ex-
tent of peer experience can itself be limited by 
intergenerational exclusion from opportunity. 
In addition, wealthy people hire experts to man-
age their money, effectively overcoming gaps in 
personal knowledge and experience. Health sys-
tems can intervene for the less wealthy by pro-
viding structured means for staff and patients to 
learn core financial management and wealth-
building skills.

Financial counseling could be provided by a 
team of health system employees or by contract-
ing with external organizations whose mission 
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is to assist people from historically low-wealth 
communities. Services could include an assess-
ment of current financial status and needs, fol-
lowed by the delivery of a core set of customized 
financial best practices, such as helping families 
enroll in a savings program, access scholarship 
funds, start investing for education, or prepare 
for home ownership.

At the same time, work aimed at eliminating 
the racial wealth gap should not be only out-
ward-facing — there are many internal opportu-
nities for health systems to advance this goal. 
For example, organizations can increase assets 
for their Black staff members by connecting 
them to long-term investment products such as 
Children’s Development Accounts (CDA), or “baby 
bonds,” which could be started for young chil-
dren of all low-wage employees. CDAs are an 
asset-building strategy that has been proposed 
as a way to close the racial wealth gap.21 Small 
initial investments early in a child’s life will 
grow with the child. For example, educational 
529 child savings accounts significantly reduce 
the amount of debt college students need to take 
on, and having access to savings makes it more 
likely that a person will enroll in and graduate 
from college.36 Currently, Black Americans are 
14 percentage points less likely than White 
Americans to have a bachelor’s degree — and 
we know that high school graduates make at 
least $1 million less in a lifetime than college 
graduates.37

In addition, though institution-facilitated as-
set building (e.g., 401(k) matching) is a well-
accepted component of professional compensa-
tion within health care, wealth building targeting 
Black staff in particular is not. Indeed, retire-
ment accounts are often not offered at the 
smaller employers where members of marginal-
ized racial and ethnic groups and low-income 
workers tend to work.38 And uptake by low-wage 
Black staff at larger health systems may be low. 
An innovative way to help employees build wealth 
is by assisting them with and subsidizing home 
buying, since home ownership is a primary 
means of increasing one’s assets. Many univer-
sities offer this type of benefit to faculty, but it 
is not generally included in compensation pack-
ages for lower-wage, predominantly Black staff 
members — who may, in fact, be displaced by 
the gentrification caused by these very programs.

Health systems spend billions of dollars each 
year to maintain their operations, including pur-
chases of goods, services, and food, all of which 
provide opportunities to build Black wealth 
through procurement. First, health systems can 
shift a percentage of annual spending to Black-
owned suppliers. A 5% shift in spending for a 
health system with an annual operating budget 
of $1 billion translates to $50 million to support 
Black wealth building. Such a commitment 
would be particularly powerful if hospitals in-
vested this money directly in their local com-
munities, where many staff and patients live; 
such investments would align with hospitals’ 
role as anchor institutions.

Second, health systems can help existing 
local small businesses build capacity so they 
can take on higher-value contracts. For example, 
businesses may need assistance hiring more 
staff or managing additional administrative re-
quirements, including bonding and insurance, 
in order to handle increased operating budgets. 
Health systems may also directly invest in new 
and existing locally owned vendors. Tool kits 
exist for health systems seeking to expand inclu-
sive, local sourcing.39

Reaching Bl ack Individual s  
and Families

It will not be enough for health systems to sim-
ply offer the wealth-building opportunities we 
have outlined. Rather, they need to make it as 
frictionless as possible for staff and patients to 
take advantage of such services. All eligible em-
ployees could be granted time during normal 
working hours, and as part of their normal du-
ties, to take part in wealth-building activities. 
Similarly, health systems that facilitate savings 
opportunities using 401(k) or 403(b) retirement 
accounts could not only expand these programs 
to all employees, but also take steps to ensure 
uptake by making enrollment easy (e.g., by using 
behavioral economics approaches, such as opt-
out systems). As work by Chetty and colleagues 
makes clear, a neighborhood-based approach to 
this effort is important: opportunities and re-
sources need not be hoarded, since “a rising tide 
lifts all boats,” and healthier, wealthier neigh-
borhoods mean greater chances of economic 
mobility for all inhabitants.40
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Other scholars and commentators have pro-
posed reparations as a public health strategy for 
ending Black–White health disparities.2,3 Health 
systems have a choice to make: continue with 
the status quo or reposition themselves as es-
sential actors in closing the racial wealth gap. 
We believe that large, sustained societal invest-
ments such as reparations are in fact the only 
way to address the gap and that health systems 
have a moral obligation to join the movement.
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