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By exploring this history,
We will illuminate how the relationships between race, labor, 

and place (real estate) shape doctoring 

Learning Outcomes

By exploring this history,
We will also investigate the stigma that doctors of color face 
when they choose careers as specialists or as ‘community’ 

physicians after they finish their training

Exploring this history,
- Will also help you understand why some patients 

automatically assume that the “doctor” or “expert” in the 
room is anyone who is white and male (and conversely, not a 

person of color, a trans/non-binary person, or a woman)
- Will help you understand why some patients may be 

hesitant or skeptical of the care they are receiving from you
- Will help you understand how race and class structure the 

“patient populations” of hospitals based on the stratification 
of healthcare in the built landscape



How did racial redlining, the New Deal, and the GI Bill shape 
healthcare by race and space?

Part I: The Whiteness of Public Hospital Care

How did federal legislations between 1940 and 1960 
transform the role of public hospitals in Los Angeles?



How did racial redlining, the New Deal, and the GI Bill shape 
healthcare by race and space?

Part I: The Whiteness of Public Hospital Care

How did federal legislations between 1940 and 1960 
transform the role of public hospitals in Los Angeles?

• How federal legislation and local practices made access to highly-trained white male physicians a 
“property” of being a white male breadwinner (suburban) homeowner.

• How federal legislation and local practices made white male physicians’ access to poor patients of 
color to train and experiment upon a “property” of racially-exclusive elite American medical 
education

• How federal legislation and local practices made most Black patient populations a “fungible” 
subject within healthcare by making their bodies, sickness, and suffering valuable for the medical 
establishment for research, training, and experimentation on the medical establishment’s terms 
but not valuable for anything else. 

• How federal legislation and local practices marginalized Black physicians by rendering their 
practices and skills as always inferior to white male physicians and by leaving them to practice in 
neighborhoods considered by most white physicians to be “too poor and too Black” to make a 
decent living as a doctor. 
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But, this logic of exclusion, through race 
and by racial “proxies,” continued to 
structure who counted as a physician 
well after membership in the AMA no 
longer exclusively made a doctor, a 
doctor. By the 1930s, a doctor 
increasingly meant having a:

• Medical Diploma
• State License 
• Internship
• Residency
• Fellowship
• Certification 

Most narratives describe these 
elements of doctoring as 
necessary for “scientific 
progress” but they are also signs 
of how white medical leaders 
moved the milestones associated 
with being a doctor by 
normalizing new “standards” that 
were difficult for Black activists 
and their allies to keep up with.
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enough and big enough to afford teaching and training in laboratory medicine 



“Rooted in white patriarchy 
and affluent supremacy”

Flexner whittled down the number of medical schools from 148 to 66
Of 7 Black medical Schools, only two remained: Howard and Meharry

The report empowered many 
White Medical Schools to think 
of the Flexner Report as 
permission to segregate medical 
education

Flexner also encouraged Howard 
and Meharry to focus on 
producing Black “sanitarians” so 
as to not have Black doctors who 
competed with white doctors

The effect of the Report help ratify the idea that all Black doctors were inherently 
inferior physicians, by training and/or on account of their supposed racial 
inferiority



“Rooted in white patriarchy 
and affluent supremacy”

The combination of these factors bred a culture of white supremacy within medicine 
that not only positioned the care and services of a white physician as always more 
desirable than a Black physician but also bred a belief that all patients, especially Black 
patient populations, were a “property” of white physicians to use – either as an 
economic supplement to white patient populations OR to use for research, training, 
experimentation to improve upon skills, methods, and procedures. 



“Rooted in white patriarchy 
and affluent supremacy”

Black physician activists and their allies mostly working in the National Medical 
Association, by the 1930s, sought to fight the racism of these structures by 
implementing efforts to biomedicalize training at Howard and Meharry and by securing 
a range of internships in Black hospitals to match the training of most white physicians. 
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Federal programs almost entirely by-passed 
Black workers because the federally-funded 
programs associated with the postwar’s 
redistribution of wealth were locally 
administered by local actors. A whole host of 
private and public agents entrusted to carry 
out federal programs – such as social 
workers, real estate agents, job center 
leaders, bank officers, higher education 
admission officers, and union leaders – all 
used their discretionary power to arbitrarily 
deny people of color benefits that they were 
legally entitled and eligible to receive.  



The county provides “a type of 
facility comparable to the Mayo 

Clinic or the Johns Hopkins 
Hospital” – Lawyer for John Anson 

Ford, Los Angeles County 
Supervisor 1938

“Rooted in white patriarchy 
and affluent supremacy”
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White flight fuels private hospital construction in suburbs, 



A (White) Physician’s Journey
Train in Public Hospital “downtown” to Work and Retire in a Private Suburban Hospital

“Rooted in white patriarchy 
and affluent supremacy”
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color, as California Director of Public 
Health Dr. Lester Breslow phrased it, as 
captive “clinical material” for medical 
schools to use as subjects to train 
doctors and to innovate medicine with. 



These new resulting relationships 
produced white physicians for white 
populations by holding communities of 
color, as California Director of Public 
Health Dr. Lester Breslow phrased it, as 
captive “clinical material” for medical 
schools to use as subjects to train 
doctors and to innovate medicine with. 

These new relationships also expanded 
the types of medical services for white 
patients beyond the “general 
practitioner” to include all types of 
specialists and services at primary, 
secondary, and tertiary levels 
(something that we now to refer to as 
“comprehensive medicine”) while 
limiting the kinds of services to poor 
patient populations to just those found 
in the public hospital. 
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“White flight” hemmed in many Black 
migrants into a select number of 
neighborhoods in South Los Angeles but 
“white flight” also took many of the jobs 
that were concentrated in the city to the 
suburbs by the 1960s. 

Instead of find jobs and income security, 
many Black residents after the war 
economy subsided found themselves 
increasingly in low-paying jobs that 
required lots of travel or found no jobs at 
all. 









What’s the Problem with the medical admission practices of predominantly-white 
medical schools? Why, in Dr. Haynes’s opinion, are predominantly-white medical 

students who admit Black medical students not exempt from racism?



OR 

into a set of Black students 
stigmatized as inferior 
because of the lack of 
resources found in many 
Black schools. 

He implies that Black 
students are subjected to 
ideas of “excess” (being 
too smart) or lack (being 
too ‘dumb’) that are often 
unfair and out of their 
control. 

Haynes’s comments demonstrates that Black physicians had already developed a 
sophisticated way of understanding divisions amongst Black physicians based on their 
graduating institutions. 

He argues that education and recruitment practices transformed a small subset of Black 
students in predominantly-white institutions into a sort of “model minority” subjected 
to a myriad of expectations of excellence related to racial representation 





I’ll add that many Black medical leaders supported the creation of elite medical 
school pipelines in predominantly-white medical schools, especially when it came to 
postgraduate medical training. Howard University leaders, for instance, with the help 
of the Rosenwald Fund and Ford Foundation, began sending the most exceptional 
Black medical graduates to predominantly-white medical schools to train as 
specialists so that they could return to build postgraduate medical programs at 
Howard. 

Howard University History by Sterling M. Lloyd, Jr.



If the only two Black medical schools 
located in United States were located in 
Washington, D.C. and in Nashville, what’s 
surprising about the three places with the 
highest concentrations of Black physicians? 
What might account for this distribution? 



Of the three largest concentrations 
for Black physicians in the United 
States (DC, California, and New York), 
two are not in the South and both 
were nowhere near a Black medical 
school. This data shows that most 
Black physicians did not practice in 
the South but joined other Black 
migrants in moving north and west. 
This reflects the hope that the higher 
wages of cities would offer more 
opportunities for Black physicians to 
make money and have the freedom 
to practice without fear of white 
vigilante violence.



As Thomas Ward, Jr. has shown, many Black 
physicians in the South faced hostility from 
physicians who claimed local Black rural 
populations as their clients. While this hostility 
sometimes arose from competition from 
another Black physician, most of the time it 
was hostility from white physicians who were 
unafraid of using violence to enforce their 
claims to patient populations. The fact that 
Southern communities were often poorer and 
more widely spatially spread apart also 
account for why fewer physicians practiced in 
the South.

Black physicians were especially drawn to cities 
because the concentration of so many Black 
working class families helped cultivate a paying 
Black middle class clientele that was often 
larger and wealthier than those found in the 
South. 



What do these data sets say about who 
most hospital owners in Los Angeles 
sought to serve? What might be said of 
those hospitals located inside Black 
neighborhoods? 



These data sets show that hospital 
owners deliberately situated their 
businesses outside of the densest 
and poorest Black districts and 
sought to cultivate relationships that 
maximized the patronage of paying 
white families and paying Black 
middle class families by keeping their 
services specialized and/or exclusive. 
Hospitals inside the poorest densest 
Black neighborhoods all struggled to 
keep up with rising hospital 
standards. This is evident in the fact 
that ALL of hospitals inside the Watts 
Health District failed to achieve 
accreditation. 





What was it like for 
most people to travel to 
Los Angeles County-USC 
for healthcare? 





Excluded from the area’s private 
hospitals, poor Black residents were 
forced to travel to Los Angeles County 
General Hospital, which, by bus, was two 
hours each way. When residents reached 
the hospital, they were also often 
subjected to care that was dehumanizing 
and of poor quality.

As this article shows, however, many 
middle class Black residents (such as 
those living in Compton at the time), saw 
the need for a County Hospital as a race 
issue which required them to put aside 
their status as tax payers. 





What does this map say about the relationship of Black doctoring to Black 
poverty? 



Most Black physicians were just as allergic to Black poverty as White 
physicians and hospital owners. The most successful Black physicians 
cultivated private practices or private group practices in “integrated 
neighborhoods” where a quarter of the population was Black and middle-
class. 

Practicing in integrated neighborhoods allowed Black physicians to match the 
risings standards of physician practice associated with white physicians, but it 
drew them further and further away from the Black community to do so. This 
is particularly true for Black physicians with specializations, because training 
as a specialist frequently meant that they were training and practicing in 
neighborhoods with few people of color.

On the same token, Black physicians who practiced in solidly Black 
neighborhoods were often asked to serve double-duty as community leaders. 
Their location in Black neighborhoods, however, also cast suspicion on their 
training and skills because it prompted other physicians to see their location 
as proof of inferior training and expertise. If a doctor could make more 
money, why wouldn’t he?





Are there any patterns related to certification and board eligibility? Any patterns 
related to specialties related with postgraduate fellowships (sub-specializations)? 



For many, maintaining certifications and board eligibility felt un-necessary 
because not having them did not preclude them from making money and 
finding willing patients. More importantly, certification and board eligibility 
meant very little given that the career advancements associated with them 
appeared to be out of reach because of the widespread career discrimination 
found in medicine. 
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Many Black physicians, such as Dr. Sol 
White, saw the Watts Uprisings and new 
federal health and anti-poverty funds as 
occasions to rally Black physicians to re-
commit themselves to the development 
of Black neighborhoods and healthcare.

“Most of the other medical men – with an 
eye toward wealthier customers and 
owning mansions – aimed toward a more 
middle-class market – preferably 
integrated”

“Considering himself a Watts’ social 
worker-oriented physician, Dr. White 
strongly believes that Negro leadership 
must embrace segregation ‘for awhile’ to 
solve problems in the ghettos.”
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Then Racial Equality =

Free Market Capitalism
Heteronormative Patriarchy
Emphasis on Biomedicine

This meant that Black physicians organized in the National Medical Association 
valorized for-profit healthcare as “mainstream,” saw universal healthcare as a 
threat to Black physician advancement, and saw women in the profession as 
curious and unnatural. 



By the 1900s, African American leaders, 
both elite and working class, developed a 
shared politics of respectability which 
aligned Black cultural practices to 
mainstream white gender and sexual values



WEB DuBois 
Talented Tenth

“The Negro Race, like all races, is 
going to be saved by its exceptional 
men. The problem of education, 
then, among Negroes must first of all 
deal with the Talented Tenth; it is 
the problem of developing the Best 
of this race that they may guide the 
Mass away from the contamination 
of death of the Worst.”

Booker T. Washington 
Cast Down Your Bucket Where You Are

“To those of my race who depend on bettering 
their condition… I would say, ‘Cast down your 
bucket where you are’ – cast it down… in 
agriculture, mechanics, in commerce, in 
domestic service, and in the professions… No 
race can prosper until it learns that there is as 
much dignity in tilling a field as in writing a 
poem.”



These Black cultural practices contested the belief that African Americans were 
inherently promiscuous, immoral, and dependent on white patronage. They 
also believed such practices and values were necessary in surviving the race, 
both in terms of biological reproduction and in the social reproduction of 
community. 
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After Watts Uprisings in 1965, the City and County of 
Los Angeles, USC Medical School, UCLA Medical 
School, and Drew Medical Society (NMA) create

King-Drew Medical Center
MLK Hospital + Drew Medical School
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”Low” Income of 
Black Laborers

Produce New 
Doctors

Rehabilitate the 
Skills and Expertise 
of Existing Doctors

Employ and train 
Black men to 

maximize their 
status as 

breadwinners

= Match the consumer power of white 
male breadwinners and the expertise 
and talent of white male specialists



The focus on producing highly 
talented and highly skilled physicians, 
however, forced King-Drew’s leaders 

to recruit physicians who were neither 
from Los Angeles and were, in some 

cases, not Black. 

Anesthesiology

Internal Med

Ob/Gynecology

Pathology

Pediatrics

Psychiatry

Radiology

Surgery



“Early in Drew’s planning, the board of directors decided that senior faculty would be 
recruited on a nationwide basis rather than solely from the medical community of South-
Central Los Angeles. This decision has had repercussions that can still be felt and that have 
had both positive and negative impacts on Drew’s growth.” – King-Drew Master Plan Study



Neighborhood Health Clinics

High Cost Public Hospital Services

Jobs First, Women and Children Second
High-cost hospital services only 

accessible through clinic referral and 
only if a resident of catchment zone



“There are innumerable problems still to be worked out, not the least of which is 
the relationship with the Watts community. It is organized, has some militant 
leadership and is determined to have a role in the development of the health care 
system.” – King-Drew Master Plan Study



Black
 Workers

White 
Workers

White 
Physicians

Black
 Physicians

Black
 Workers

Black
 Physicians

White 
Physicians

White 
Workers

Black people, although no longer 
bonded in slavery, were still a 
fungible property of whiteness based 
on their relationship to labor and 
healthcare 

Racial Capitalisms
Structure of White 

Supremacy & Medicine
“Black Capitalism” / 

Multi-cultural Capitalism

Re-channel Black labor and sickness 
to Black doctors



Black
 Workers

White 
Workers

White 
Physicians

Black
 Physicians

Black people, although no longer 
bonded in slavery, were still a 
fungible property of whiteness based 
on their relationship to labor and 
healthcare 

Racial Capitalisms
Structure of White 

Supremacy & Medicine



Black
 Workers

White 
Workers

White 
Physicians

Black
 Physicians

Black
 Workers

Black
 Physicians

White 
Physicians

White 
Workers

Black people, although no longer 
bonded in slavery, were still a 
fungible property of whiteness based 
on their relationship to labor and 
healthcare 

Racial Capitalisms
Structure of White 

Supremacy & Medicine
“Black Capitalism” / 

Multi-cultural Capitalism

Re-channel Black labor and sickness 
to Black doctors



Black
 Workers

White 
Physicians

Black
 Physicians

Either way, the examples I have drawn from today should show you that poor Black people 
and poor people of color have been and are central to the operation of for-profit healthcare. 
They show you that the labor and sickness of poor neighborhoods of color make possible 
medical education, particularly postgraduate medical education, and that their spatial 
entrapment through residential segregation is a key element in maximizing profit and medical 
innovation in neighborhoods outside them. 

Racial Capitalisms
Structure of White 

Supremacy & Medicine
“Black Capitalism” / 

Multi-cultural Capitalism




