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Disparities in health care between minority and mainstream Americans go back well beyond the 

beginning of formal record keeping on race differences in morbidity and mortality.  One reason 

that stands out historically for the still disconcerting state of Black health is the relative paucity 

of Black physicians and other health professionals.  A hundred plus years ago there were 

shockingly few Black doctors attempting to care for a large, mostly rural Black population, and 

though the country’s Black community today is far different from what it was at the turn of the 

20th century, there is still a marked lack of African American physicians, dentists and 

pharmacists and still alarming disparities. Another reason is that as recently as the 1980s the 

mainstream health establishment turned a blind eye to the whole subject of disparate care, 

which precluded the development of ameliorative policies and practices. 

In the late 1970s four predominantly Black health professions schools (Meharry College 

of Medicine, Morehouse School of Medicine, Xavier College of Pharmacy and Tuskegee School of 

Veterinary Science) banded together as the Association of Minority Health Professions Schools 

(AMHPS) in order to find desperately needed resources to keep themselves alive and grow their 

capacity to train Black health professionals.  For a tiny lobbying group composed of financially 

precarious institutions they were, over time, astonishingly successful at creating and bringing to 

fruition legislation that strengthened themselves, the sister minority schools that joined them 

along the way, as well as traditionally white health institutions that served impoverished and 

medically neglected populations. In the process AMHPS brought the existence of health 

inequities to national attention and precipitated the creation of NIH’s Institute on Minority 

Health and Health Disparities.   “The Association of Minority Health Professions Schools” 

highlights the story of this obscure association, how it brought essential resources to the 

development of minority medicine and how it triggered a nation’s engagement with the 

devastating consequences of inequitable health care. 
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* 

 

Three quarters of a century before the creation of AMHPS the national conversation was 

not about the problem of health disparities and how to ameliorate them, it was on the coming 

extinction of the Black race. “Black people have a race proclivity to disaster and death,” wrote 

Frederick Hoffman, the leading statistician of the early 20th century, an irrefutable conclusion he 

believed, based on objective and exhaustive research and analysis of the available data.  

African Americans were, simply put, biologically inferior to whites, and their inferiority was 

leading them inevitably down the road of racial collapse.  “The Indian is on the verge of 

extinction,” he wrote, “. . . the African will surely follow him.”1   

That was the conclusion of Hoffman’s comprehensive study, The Race Traits and 

Tendencies of the American Negro, published in 1896 by the authoritative Journal of the 

American Economic Association, which gave his words credibility as an accurate scientific 

determination.  Hoffman’s extinction argument dominated the racial discussion of his day and 

propelled him to international prominence.  

Hoffman had his critics, including famed Black sociologist and historian W.E.B Du Bois, 

who pointed to the flaws in Hoffman’s study: his lack of data on similarly impoverished White 

groups who were clearly not in a state of racial collapse and his failure to account for the 

ravages occasioned by social determinants such as poor nutrition, inadequate housing, subpar 

education, and the absence of medical care, which caused the disastrous morbidity and 

mortality numbers—though even numbers so appalling did not indicate an inevitable slide into 

extinction.2  

Hoffman responded to Du Bois with certainty: “It is not in the conditions of life,” he 

wrote, “but in the race traits and tendencies that we find the cause of excessive mortality.”3  



 

 4 

     JOURNAL OF HEALTH CARE FOR THE POOR AND UNDERSERVED (JHCPU) 34.1 FEB 2023 

Time proved Hoffman’s extinction thesis a myth.  African Americans did not die out.  

The 1910 census found that the 8.8 million African Americans counted in 1900 had grown in 10 

years to 9.8 million, an increase of 11%.  But although African Americans were not doomed to 

extinction, the numbers Hoffman had based his calculations on were not by themselves 

misleading. It was not the numbers that were wrong, it was the racist framework that dictated 

his flawed methodology. In 1900 the Black mortality rate was 25.3 as opposed to the White 

death rate of 17.3.4 White men and women could expect to live many years longer than their 

Black counterparts. Black infant mortality rates were especially alarming: 264 Black babies died 

out of every 1,000 live births compared with 161 White babies.5 Savannah, Georgia had the 

highest rate, an astonishing 409 Black infant deaths per 1,000 live births. Du Bois called it “the 

slaughter of the innocents.”6  

Among the social and environmental reasons Du Bois and others noted for these 

disparities, one of the most glaring was the lack of medical care available for African Americans, 

most especially in the rural South, home to almost 90% of the Black population.7 In 1890, five 

years before Hoffman’s Race Traits was published, there were approximately 900 Black doctors 

in the country,8 many practicing in isolated rural areas with little or no access to contemporary 

developments in medical science and no hospitals to which they could admit patients. No 

southern medical school accepted Black students; in the North it was the rare African American 

who gained admission to one of the few schools that would even consider applications. A small 

flow of doctors emerged from the seven Black medical schools that existed at the turn of the 

century, most of which were threadbare institutions perched perilously on the verge of collapse. 

Only two of the seven, Howard and Meharry, survived the stringent evaluations of the Carnegie 

Foundation’s 1910 Flexner Report. 
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As the 20th century unfolded the number of Black health practitioners increased, but not 

anywhere near enough, particularly in the South, and not nearly enough to begin leveling the 

stark differences between White and Black American health. By the end of the 1970s the 

percentage of African Americans among the nation’s health professionals had barely increased 

over what it was in 1910.9 The continuing, extreme shortage of Black physicians and other 

health practitioners along with various social determinants meant that three quarters of a 

century after Hoffman published his report, the African American death rate, the infant 

mortality rate, and the longevity numbers were still shockingly discordant with national norms.10    

In 1975 Meharry and Howard, the two Black medical schools that survived the Flexner 

Report, were joined by a third, the newly established Morehouse School of Medicine. In 

financial terms Howard, which enjoyed an annual federal subsidy legislated back in 1879, was 

relatively stable, but Meharry was in severe straits and Morehouse, launched on a shoestring, 

desperately needed funding to ensure its survival and build its startup programs. In the late 

1970s Morehouse and Meharry, together with Xavier University College of Pharmacy and 

Tuskegee School of Veterinary Science, formed a coalition to give their institutions a combined 

voice in advocating for federal funding. Each of them was motivated by need (Howard joined 

later). Together, they knew that the failure or deterioration of their institutions would have 

severe consequences for an African American community already suffering illness and death at 

barely tolerable levels. 

In 1983 the original group of Black health professions schools, together with the Florida 

A&M and Texas Southern colleges of pharmacy and the new Charles R. Drew medical school, 

incorporated their coalition as The Association of Minority Health Professions Schools (AMHPS). 

In their approach to the Reagan administration, they underscored the critical role their 

institutions played in training the African American doctors, dentists, and pharmacists so 
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essential to the health of the minority community. They spelled out the fragile state of their 

institutional resources and the country’s history of ignoring and dismissing minority health 

issues. They identified specific areas of great concern: cancer, cardiac health, maternal health, 

and obstetrics, emphasizing the lack of access to health care of any kind, so prevalent in both 

rural and urban Black communities They argued that America’s government had an obligation to 

address the health needs of the country’s minorities—which it had not done since 

Reconstruction times a hundred plus years before, and little enough of it then.   

The four leaders, founding dean Louis Sullivan from Morehouse School of Medicine, 

Meharry’s David Satcher, Walter Bowie from Tuskegee, and Alfred Haynes from Drew, then 

presented an AMHPS white paper—Blacks and the Health Professions in the ‘80s: A National 

Crisis and a Call for Action—to Margaret Heckler, President Reagan’s secretary of the 

Department of Health and Human services. Heckler appointed a study committee headed by 

National Institutes of Health deputy director Dr. Thomas Malone, the highest ranking African 

American in Heckler’s department.  A year later the Malone committee issued its findings as the 

Report of the Secretary’s Task Force on Black and Minority Health, better known subsequently 

as “The Heckler Report.”11 

There is, Heckler wrote in her introduction, “a continuing disparity in the burden of 

death and illness experienced by Blacks and other minority Americans.” The report, she hoped, 

“would mark the beginning of the end of the health disparity that has for so long cast a shadow 

on  . . . the American track record of improving health.” [p. 3] It was the first explicit federal 

government acknowledgment that disparities in health were real and that they constituted a 

national problem.   

The AMHPS white paper had precipitated the Heckler Report and had served as a guide 

for Secretary Heckler’s study committee.  The report then became a rallying cry for minority 
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health care legislation in Congress.  Congressional Black Caucus members joined together with 

AMHPS lobbying efforts to generate and pass bills providing support for students, faculty, and 

research at Black and other minority-serving health institutions.  Thirty-seven years later this 

effort is ongoing, continuing to broaden the footprint of the minority schools and ensure a 

steady flow of minority primary care physicians and specialists. 

The undisputed congressional leader on the minority health legislation was Louis Stokes, 

the first African American representative from Ohio. Committed to the cause of the poor and 

underserved, Stokes brought a commanding personality and undeniable trustworthiness to the 

congressional battleground.  Working across the aisle, he cultivated powerful allies on the right 

as well as the left, including such health stalwarts as Republicans Arlen Specter, William Frist, 

John Porter, and others.  The Association of Minority Health Professions Schools lobbying efforts 

pursued the same strategy, reaching out similarly to conservatives as well as to their perhaps 

more natural progressive allies.   

The fact that congressional support has spanned a wide political spectrum, from the left 

wing of the Democratic party to the right wing of the Republican party, speaks to the existence 

of key shared values, even in times of ferocious partisan political divide.  In the face of the 

growing understanding of health disparities, minority-oriented health legislation has in the 

recent past proved a fertile field for bipartisan alliances. If pursued assiduously by AMHPS and it 

allies, it may well continue to do so. 

Another powerful feature of the quest for health equity is what might be called “the 

penumbra effect.”  Even though so many of the key legislative pieces have been initiated by the 

AMHPS schools, the benefits of minority health legislation have not gone exclusively to Black 

institutions. One of the most significant AMHPS accomplishments was the creation of the NIH 

Center (subsequently Institute) on Minority Health and Health Disparities. As AMHPS developed 
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this legislation, West Virginia senator Robert Byrd argued that the proposed Center should be 

structured to serve a broader constituency.  Byrd said he understood the importance of racial 

and ethnic minority issues in health care, but there were other nonminority populations equally 

underserved and equally in need. Parts of West Virginia were entrenched in multigenerational 

poverty. Uninsured or inadequately insured, often with limited access to physicians, many of 

Byrd’s constituents presented the same acute health problems as poor Blacks and other 

minorities. Why, he asked, should impoverished White populations not be included in the act’s 

provisions? 

As a result of Byrd’s input, with the act’s passage the NIH’s previous Office of Research 

on Minority Health became the Center on Minority Health and Health Disparities.  “The general 

purpose of the National Center on Minority Health and Health Disparities,” the act read, “is the 

conduct and support of research, training, dissemination of information, and other programs 

with respect to minority health conditions and other populations with health disparities” 

(emphasis added).12  Those “other populations” were the sociologically disadvantaged and 

underserved rural populations of West Virginia and other states.  By 2007 the Center’s health 

equity mandate had expanded further to include women, veterans, incarcerated persons and 

lesbian/gay/bisexual/transgender/queer+ (LGBTQ+) individuals as qualifying populations.   

Other AMHPS-inspired programs have regularly expanded from a narrow focus on 

minority schools to an embrace of non-African American communities. That seems to have been 

an organic feature of their development. Association of Minority Health Professions Schools 

leaders haven’t objected to this. It might not have been part of their intention, but at the same 

time they have a natural affinity with other communities suffering similar health inequities.  In 

these instances, it’s possible to recognize the mostly unseen workings of the democratic ethos, 

almost inevitably spreading its penumbra over different groups of the society’s marginalized and 
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disregarded.   “I agree with it,” one of this article’s authors (LWS) wrote earlier in response to 

this phenomenon. “Expansion of that sort shows in graphic detail that Blacks and other 

minorities can contribute to programs that not only benefit them but benefit broader society.”13  

Perhaps the single most significant achievement of AMHPS in its almost 40-year history 

is that the association’s efforts have raised the subject of health inequities out of the shadows 

into our present very pointed national conversation. 

From our perspective now, it’s difficult to conceive that when AMHPS was launched in 

1977 the notion that inequitable care, with all its excessive morbidity and mortality, was simply 

not recognized as a pertinent reality.  Many, including in the medical establishment, considered 

the idea little more than imaginative fiction.  The Association of Minority Health Professions 

Schools’ efforts changed that, first through bringing awareness of the facts to the medical 

community and to Congress—an understanding that inevitably seeped into the national 

conversation, slowly at first but then with greater force until the Covid epidemic blew the 

disparate numbers into the headlines.  Disparate care is, as we know now, a reality ingrained in 

the health care system;14 without awareness any kind of amelioration would be beyond reach.   

The Association of Minority Health Professions Schools was born as a revolutionary 

coalition in a time of great challenges and great opportunities. In that environment, the 

minority health professions schools leveraged their common strength to shore themselves up 

financially and to acquire the kinds of infrastructure and human resources that enhanced their 

status and gave them a voice in the national conversation about health and health care. They 

brought to that conversation concerns that are now considered fundamental but previously 

were little noted. 

The Association of Minority Health Professions Schools has succeeded because of its 

vision and its commitment to a better America, to serving all Americans, while giving special 
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focus to minorities and the poor in our society.  This has been its animating vision.  As AMHPS 

considers the future, it needs to take stock of the circumstances that confront the nation’s 

minority and poor population now and going forward.  Its challenge is to determine how most 

effectively to leverage its resources in the ongoing effort to achieve equity in access to health 

care and health status.  
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