MEDICAL EDUCATION IN ATLANTA
AND HEALTH CARE OF BLACK
MINORITY AND LOW-INCOME PEOPLE

Asa G. Yancey, Sr., MD
Atlanta, Georgia

In this W. Montague Cobb lecture, the author addresses the status of
hospitals for the black minority and the poor in Atlanta, the founding of
Morehouse School of Medicine, health care for the disadvantaged, the
need for minority health care professionals, and the lack of health in-
surance among the poor. A greater educational effort is needed to bring
about change in the high incidence of homicide, the unhealthy lifestyles,
and the disproportionate number of AIDS cases in the black population.

During the 1967-68 fiscal year of
the National Medical Association
(NMA), W. Montague Cobb, MD,
PhD, very appropriately recom-
mended and initiated the concept that
the NMA meet in Atlanta, Georgia,
in the year 1970. The NMA was

Dr. Yancey is Medical Director, Grady Hos-
pital, and Associate Dean, Emory University
School of Medicine, Atlanta, Georgia. Pre-
sented as the Fourth W. Montague Cobb An-
nual Lecture Series at the 92nd Annual Con-
vention and Scientific Assembly of the
National Medical Association, August 1-6,
1987, New Orleans, La. Sponsored by Ciba-
Geigy Pharmaceutical Corporation. Requests
for reprints should be addressed to Dr. Asa
G. Yancey, Sr., 2845 Engle Road, NW, At-
lanta, GA 30318.

founded by Miles V. Lynk, MD, at
the First Congregational Church in
Atlanta in October 1895, and, hence,
1970 was to be the 75th anniversary
of the National Medical Association.
The NMA is expected to convene in
Atlanta for its 100th anniversary in
1995. At its annual meetings, the
NMA seeks the active cooperation of
local medical schools. Emory Uni-
versity School of Medicine was the
only medical school in Atlanta at that
time.

W. MONTAGUE COBB

As a member of the faculty and ac-
tive medical staff of Emory-Grady,
the author felt that it would be ap-
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propriate to present a paper on the
contributions of black physicians to
medicine in the United States as the
Diamond Anniversary of the NMA
approached. Fortunately, the contri-
butions of black physicians to medical
knowledge were not lost, nor depen-
dent on the passage of this valuable
information from generation to gen-
eration by word of mouth.

Dr. Cobb was editor of the Journal
of the National Medical Association
(JNMA) from 1949 to 1977 (personal
communication, Dr. Cobb, July
1987). Prior to becoming editor of the
journal, during those 28 years and
thereafter when he became editor
emeritus, he published some 1,113
scientific, biographical, editorial, pub-
lic health, medical, organizational,
and historical articles.

A very large number of Dr. Cobb’s
writings were narratives of the con-
tributions of Negro physicians to
medicine, which were published in
JNMA. As resources they were sought
after to help summarize the work of
black physicians in the United States.

The early issues of the journal,
which was started in 1909 with Dr.
C. V. Roman as editor-in-chief and
Dr. John A. Kenney as associate ed-
itor, were sought in the libraries of
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Atlanta, but the only library that con-
tained these volumes from 1909 for-
ward was the medical library at
Emory University School of Medi-
cine. Since its founding in 1975,
Morehouse School of Medicine has
been accumulating issues of the jour-
nal as well as other historical works
on black physicians.*

As a musician, Monty frequently
entertained in the home of Dr. Dib-
ble, uplifting the spirits of visiting cli-
nicians to the John A. Andrew Clin-
ical Society meetings in Tuskegee,
Alabama, by playing his violin during
the evening. As an anthropologist,
Monty reminded birth control and
family planning specialists of the dif-
ficulties they should expect to en-
counter when trying to educate the
public in family planning, for, indeed,
the pelvis was very frequently the vic-
tor when pitted against the brain in
matters of reproduction.

In a more serious vein, Dr. Cobb
was professor of anatomy for more
than 4,000 medical and dental stu-
dents and some 2,000 paramedical
individuals. In addition to his work
as editor, he strongly supported the
efforts of the NAACP, serving as
President of the Board of Directors
from 1976 to 1982 and as a member
of the Board from 1950 forward.

At the Imhotep conferences and
visits with Presidents Kennedy and
Johnson, Dr. Cobb was instrumental
in educating these Presidents as to the
need for hospital integration in
America. President Kennedy readily
admitted at one such White House
conference that he was unaware of
racial segregation in southern Cath-
olic hospitals and was surprised that
such existed. Baptists, Methodists,

* Morehouse is seeking back issues of the
Journal of the National Medical Association
from 1909 to 1975. Mail to: Morehouse School
of Medicine, 720 Westview Drive, S.W., At-
lanta, GA 30310.
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and other denominational hospitals
were rigidly organized along segre-
gated lines.

In 1962, Dr. Cobb led an effort
within the National Medical Associ-
ation that resulted in the organiza-
tion’s endorsement of Medicare. Thus
the NMA became the first national
body of physicians to endorse this
now highly accepted federal health
insurance for those aged 65 years and
older.

Dr. Cobb was President of the Na-
tional Medical Association in 1964-
65. His supplement to the December
1981 issue of the journal that was en-
titled, “The Black American in Med-
icine,” has been widely distributed
and acclaimed as a most timely sum-
mary on that subject.

BLACK HOSPITALS

Negro hospitals were a necessity in
the horripilant days of legalized seg-
regation, which was upheld by the US
Supreme Court in the case of Plessy
v. Ferguson in 1896, thus firmly es-
tablishing racial segregation in the
mores of this nation from the end of
slavery in 1865 to the 1954 US Su-
preme Court decision to desegregate
the nation. It is estimated that, over
the past one-half century, more than
200 Negro hospitals have closed,?
and in the past 25 years, approxi-
mately 62 black hospitals have closed.
At present, only about 12 to 15 such
hospitals exist in the United States.
Other estimates are that there are 12
Afro-American hospitals currently in
existence, and that approximately 51
such institutions have closed since
1961; another 14 were converted or
consolidated.

About 30 percent of the black pop-
ulation have no health insurance or
are underinsured, compared with 14
percent of the general population.
With less cash flow, these institutions
were forced to compromise in the

purchase of the latest, most effective,
and most expensive equipment for
diagnostic and therapeutic purposes.
Affluent black patients moved to the
periphery of the major cities and to
the suburbs, as did whites of com-
parable income, who moved several
years prior to the outward mobility
of the black families. The inner-city
black hospitals had an increasingly
smaller number of physicians and
a smaller patient population with
adequate hospitalization insurance.
Some of the leading Afro-American
hospitals that closed were Mercy-
Douglas in Philadelphia, Kate Biting
Reynolds in Winston-Salem, and
Flint Goodridge in New Orleans, to
name a few.

In Atlanta, there are three pre-
dominantly black hospitals. The
Hughes Spalding Medical Center has
124 beds and is in debt. Its low bed-
occupancy percentage has resulted in
efforts to market its services, and it
has associated itself with the More-
house School of Medicine. The Phy-
sicians and Surgeons Hospital in At-
lanta lists 184 beds, but it, too, suffers
a low bed-occupancy percentage. It
has changed ownership several times
and continues to be in poor economic
straits. Both hospitals, however, pro-
vide good medical treatment at the
level of care expected of a community
hospital. The Southwest Hospital and
Medical Center has a better bed-oc-
cupancy percentage than the two pre-
viously named hospitals, but it is in
need of increased admissions. It also
provides sound, high-quality medical
care at the level of a community hos-
pital. None of these three hospitals
functions at a level of tertiary care or
provides services such as organ trans-
plantation and open heart surgery.
Nor can they serve in the vanguard
of medical knowledge for a fully ac-
credited education of medical stu-
dents and residents in most of the
major medical specialties.

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION, VOL. 80, NO. 4, 1988



MOREHOUSE SCHOOL OF
MEDICINE

The Morehouse School of Medi-
cine was founded in 1975 on stimulus
from Louis C. Brown, MD, a past
President of the Georgia State Med-
ical Association. The medical school
began as a two-year institution in
1978 and graduated its first class in
1980. In July 1982, the Basic Science
medical building was dedicated. De-
velopment has been sound, excellent,
and rapid, and the. first MD degree
was conferred upon students at the
Morehouse School of Medicine in
1985.3 In May 1987, 25 students re-
ceived the MD degree from the
Morehouse School of Medicine. On
May 15, 1987, the second Morehouse
School of Medicine building was
dedicated, a new medical education
building,.

Morehouse medical students
(many of whom are not accepted by
other medical schools) are required
to pass parts I and II of the exami-
nations given by the National Board
of Medical Examiners, and 93 percent
completed part I successfully, with 99
percent passing part II. This is as good
or better than some of the nation’s
leading schools of medicine.

The Morehouse School of Medi-
cine has always operated in the black,
economically. Only recently was a
$15,000,000 national fund-raising
campaign successfully completed.
Research and sponsored programs,
including the Title III award and the
matching funds from the state of
Georgia, totaled $10,971,991. The
total amount of research and educa-
tional grants received for the fiscal
year 1987 was over 5 million dollars.*

The Ciba-Geigy Pharmaceutical
Corporation has also shown an inter-
est in supporting biomedical research
at the Morehouse School of Medicine.
Grady Memorial Hospital, a large,
940-bed, public teaching institution,

owned by Fulton and DeKalb coun-
ties, is used by the Morehouse School
of Medicine for the teaching of its
students.

Emory University, Morehouse
School of Medicine, and The Fulton-
DeKalb Hospital Authority (Grady
Memorial Hospital) entered into an
agreement, beginning July 1, 1984,
whereby the Morehouse School of
Medicine would be a partner with eq-
uity at Grady Memorial Hospital,
which is the prime teaching hospital
for Emory University School of Med-
icine and the Morehouse School of
Medicine. This contract is continuing
and is working well with unitary ser-
vices being maintained at Grady Me-
morial Hospital and the faculty
members of both medical schools
being members of the active medical
staff. On a temporary basis Emory
University provides the teaching for
the entire third year for the More-
house medical students, and the
Morehouse School of Medicine in-
structs these individuals for the first
two years and the fourth year. The
Morehouse clinical faculty is expected
to grow rapidly from its present num-
ber of 20 at Grady Memorial Hospital
and to progressively and increasingly
become more involved in patient
care, the supervision of house officers,
the teaching of medical students, and
in clinical research. Morehouse
School of Medicine students have re-
ceived excellent residencies in the na-
tion’s leading hospitals upon grad-
uation.’

In addition to a partnership at
Grady Memorial Hospital, More-
house is in great need of an academic
hospital over which it has control.
The chairmen of the clinical services
at Morehouse have the responsibility
of leadership in teaching, in supervi-
sion of its residents, and in patient
care and clinical research so that the
school may grow in stature nationally.

Most cities find it difficult to main-
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tain one private inner-city hospital
that is predominantly black, as evi-
denced by the current experiences of
Provident Hospital in Chicago and
the old Provident Hospital (now Lib-
erty Medical Center) in Baltimore.
With only one such Afro-American
hospital in the above-named cities,
each is having difficulty surviving
economically; hence, three predom-
inantly black private hospitals in At-
lanta is indeed a curious situation.

In metropolitan Atlanta there are
over 15 predominantly white hospi-
tals that are essentially private, and
although the population of blacks in
metropolitan Atlanta is such that ar-
ithmetically three hospitals should be
able to survive and perform well, eco-
nomically this is just not the case.
This is largely because of the eco-
nomic status of the Afro-American
population and other factors, such as
the relatively small number of black
physicians present. Accordingly, it is
logically and strongly recommended
that (1) in time, the Hughes Spalding
Medical Center be closed (use the
space for research and offices) and its
approved/certified 124 beds be allot-
ted to a Morehouse School of Medi-
cine hospital, (2) the 130 approved/
certified beds of the Southwest Hos-
pital and Medical Center be allotted .
(may expand as an MSM hospital, as
appropriate) to a Morehouse aca-
demic hospital, and (3) the privately
owned, for-profit hospital, the Phy-
sicians and Surgeons Hospital, be
closed and those 184 certified/ap-
proved beds® be allotted to the More-
house School of Medicine. Thus,
there would be a total of something
over 400 beds for a major hospital
under the leadership of the More-
house School of Medicine. More-
house would continue as a partner,
with equity, at Grady as previously
stated.

As medical knowledge increases,

more health care will be delivered on
continued on page 473
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continued from page 469

an outpatient basis; hence, hospitals
will become institutions for progres-
sively more complicated medical,
procedural, surgical, diagnostic, and
therapeutic care. There will likely be
less need for the small community
hospital, regardless of race, and,
therefore, all the more reason exists
to abolish these three community
hospitals—over and above the eco-
nomics of hospitalization—and to
establish as promptly as humanly

possible an academic hospital for the

Morehouse School that will serve
community physicians under the
leadership of a Morehouse faculty.
This would be a giant step forward
for the Morehouse School of Medi-
cine. As its Chairman of the Board of
Trustees, Clinton E. Warner, MD, has
often stated, Morehouse will not be
among the largest medical schools in
the nation, but it will be among the
best.

HEALTH CARE AND THE
DISADVANTAGED

Poverty and limited education are
hazardous to the health of the people
in the United States and around the
world regardless of race.® The increase
in cancer mortality has been signifi-
cant in male blacks, who are among
the lowest on the socioeconomic
scale. The high incidence of cancer in
black patients is probably not genetic
or biological, but, rather, is based on
socioeconomic factors’ and lifestyle,
as increases in cancer of the prostate,
cervix, lung, and esophagus are noted
among the socioeconomically de-
prived.

In 1985, Quitman County in
Georgia had the lowest per capita in-
come of any county in the United
States.® The life expectancy of the
black man in Quitman County in
1985 was only 49.6 years, compared
with 65.3 years for the national life
expectancy of the black man. The life

expectancy of the white man in Quit-
man County in 1985 was 62.2 years;
the national life expectancy of the
white man was 71.8 years. Similarly,
the black woman had a life expec-
tancy of 72.3 years in Quitman
County and 73.7 years nationally;
while the white woman had a life ex-
pectancy of 72.2 years in Quitman
County and 78.7 years nationally.

Furthermore, poor people know of
the presence and accessibility of the
public teaching hospital in their com-
munities, yet they report for health
care of conditions such as breast can-
cer and carcinoma of the cervix later
than do higher income individuals.
Six times more breast cancer patients
present to Grady Hospital (a large,
public hospital for the poor) with dis-
tant spread of cancer than in other
metropolitan Atlanta, Fulton, and
DeKalb county private hospitals.’

The reasons for such delay are
complex: there is less personal atten-
tion; long waiting periods for service;
difficulty in travel to and from the
hospital; less education regarding the
value of prevention and early treat-
ment of disease; a realization that
there will be some small expense as-
sociated with a visit to the hospital,
which may diminish significantly the
patient’s hand-to-mouth monetary
existence; fear of being told of the
presence of a devastating disease; a
false human hope that all will be well
tomorrow; and other factors of mo-
tivation that are unknown at this
time.’

A wealthy woman who has a breast
mass may have the surgery the next
day, whereas care in a large public fa-
cility may be delayed for a few weeks
as appointments are made for mam-
mography, needle biopsy, etc. The
wait at public institutions is being re-
duced, but even so, the time and in-
convenience factors favor the private
patients with adequate health care in-
surance.
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MINORITY HEALTH CARE
PROFESSIONALS

Minority health care professionals
are indeed in short supply the nation
over. The number of black medical
school graduates in 1986 was 824, or
5.1 percent of the total graduating
classes'® in the nation. Forty-four
percent of black applicants were ac-
cepted to medical schools in 1986,
compared with 55 percent of all ap-
plicants. The percentage of minorities
in the total number of residents in
graduate medical education was 6.64
percent for the southern region of the
country, and 8.85 percent for the
western sector. The percentage of
black minority medical students for
1986-87 in all 127 medical schools
was 5.9 percent. Emory University-
Grady Memorial Hospital had a
commendable 11 percent black mi-
nority resident enrollment in 1980-
81, 7.6 percent in 1985-86, and has
a 8.58 percent enrollment for the ac-
ademic year 1987-88.

The percentage of residents in the
Emory-Grady system of graduate
medical education has been consis-
tently higher than the number of
black medical students in the schools
of medicine throughout the entire
nation. Although these figures are en- -
couraging, we still have to increase
immensely the number of black
medical students and residents.

The percentage of the black pop-
ulation in the state of Georgia is 26
percent. There are about 28 white
physicians to every one black doc-
tor,!! with approximately one white
physician to each 540 persons, and
one black physician for each 4,100
persons.'? The percentage of Afro-
American physicians of the total
number of the nation’s doctors is
fewer than 3 percent, whereas the
Afro-American population is about
12 percent.

Racial segregation is in no way ad-
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vocated in health care, but even
greater efforts must be made to in-
crease the number of minority health
professionals. Lest we forget, in Dur-
ban, South Africa,’ there is one white
physician for each 300 white citizens,
compared with one black physician
for each 91,000 black persons. The
average life expectancy for the South
African white woman is 71 years, but
it is only 47 years for the South Af-
rican black woman. The life expec-
tancy for the white man in South Af-
rica is 61 years; for the black man, it
is 41 years. Thus, there remains much
to be done.

HEALTH INSURANCE

There are approximately 30 mil-
lion persons in America without
health care insurance. The low in-
come and uninsured experience
greater difficulty’3-'® in obtaining
physician care, are less likely to be
hospitalized, and bear a higher burden
of complex illnesses. Many of these
individuals are hard working, well-
motivated persons who serve as
maids, barbers, house painters, small
business owners, and workers who la-
bor for a wage that is just above the
minimum and who do not have hos-
pitalization insurance as a fringe ben-
efit.!* As health care becomes in-
creasingly more expensive!> and
business and government demand
more and more for their dollar, this
can only mean that the uninsured can
expect to find it even more difficult
to get health and hospitalization in-
surance and to gain access to health
care.

Grady Memorial Hospital showed
an increase in outpatient visits for
1986 over 1985 of 3.1 percent, with
a total of 844,363 outpatient visits.
Admissions increased by 2.8 percent
for the year 1986 over 1985, with a
total of 46,000 admissions. The
number of admissions and outpatient
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visits for the calendar year 1986 was
larger than any previous year in the
history of this institution. Thus, in
this instance, there are ever-growing
numbers of people who are without
health care insurance or who feel that
their health care insurance is not
adequate to protect their financial re-
serves.

Financial considerations are a sig-
nificant factor, affecting the patient’s
decision as to whether private care
can be sought. On the other hand, the
excellent medical care rendered for
well over a half century by the faculty
and residents of Emory University
School of Medicine is a major factor
in the confidence of patients in met-
ropolitan Atlanta, such that a number
of patients seek care at Grady Hos-
pital when they could afford to go
elsewhere. In 1984, the Morehouse
faculty began as members of the
Grady active medical staff and are
contributing high-quality medical
care to Grady patients. Although
there are some delays in seeing pa-
tients, Grady patients realize that they
receive medical care in the vanguard
of medical knowledge.

In the United States we spend ap-
proximately 11 percent of our gross
national product on health care, while
the United Kingdom only spends 6.5
percent of its gross national product
on health care. Yet, the United King-
dom has health care for all its citizens
that is free of charge at the time of
service. The United States has ap-
proximately 31 million people with-
out hospitalization and health insur-
ance. Everyone (even low-income
people) should pay something, no
matter how small, for their health
care. The reduced scale for low-in-
come people should be such that they
are not deprived of good nutrition,
heat, light, transportation, and rea-
sonable pleasures while on their low
income. Perhaps the age for Medicare
coverage could be lowered, and Med-

icaid could be extended to cover all
persons based on income. The exist-
ing gap must be closed so that all per-
sons in our nation have adequate
health insurance. Just as Monty
worked successfully for the National
Medical Association to approve
Medicare, we of today must ensure
that all persons have adequate health
care insurance.

A catastrophic hospital bill is de-
fined frequently as one that exceeds
10 percent of the family yearly in-
come.'” Therefore, a modest hospital
bill of $2,000 to $3,000 can be quite
catastrophic for a low-income family.
Unfortunately, children comprise a
large segment of the uninsured. One
third of all uninsured persons under
the age of 65 years are children, de-
spite the existence of Medicaid. Some
reasons for the large number of un-
insured children are that (1) parents
do not have health insurance, and (2)
the employer may purchase insurance
for the employee, but not for em-
ployee dependents. Medicaid does
not yet cover all the needy children.
Any solution, therefore, to the cata-
strophic-illness problem must address
the problem of the need for adequate
health insurance for children and
nonelderly adults.

Health care in the United States is
primarily a fee-for-service system,
which is just excellent for those who
can afford it. The 30 million people
in our nation without health insur-
ance do have access to the health care
system. All can obtain health care, but
delays occur among those without
health insurance, and they may even-
tually find themselves in the throes of
a catastrophic medical event. Find-
ings suggest that survival rates are
poorer for the economically disad-
vantaged groups in general, irrespec-
tive of race. Low-income nonwhites
have a higher cancer mortality rate
than high-income nonwhites. With
identical low-income levels, low-in-
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come blacks have a higher cancer
mortality rate than do low-income
whites—the difference may be in ed-
ucation.

Low-income people must be tar-
geted for increased health education
and easier access to health facilities
for prevention and treatment. Ap-
proximately 87 to 90 percent of the
US population is covered by some
form of health insurance. The unin-
sured population consists of white as
well as minority citizens. The median
income of black families in 1981 was
$13,270, the nonminority median
family income was $10,000 higher per
year.

HOMICIDES

In 1980, the homicide rate for black
men was 71.9 per 100,000 popula-
tion, and 10.9 per 100,000 population
for white men. The black homicide
rate for those aged under 45 years is
almost seven times that of whites,
and, in 1983, black persons accounted
for 43 percent of homicide victims
even though their percentage of the
population was only about 11.5 per-
cent. Fifty-seven percent of homicides
are committed by relatives or ac-
quaintances, 15 percent by strangers,
and 28 percent unidentified.'® Ninety-
four percent of black victims were
slain by black assailants, and 88 per-
cent of white victims were slain by
white assailants.

Tragically, homicide rates do not
give the true and total picture of the
attack rates of blacks against blacks
or whites against whites, for surgeons
protect the lives of over 80 percent of
the victims of traumatic attack. Ac-
cordingly, the ability of people to set-
tle their disputes without a deter-
mined physical effort to maim or kill
must be increased immensely in all
ethnic groups, especially Afro-Amer-
icans. People must be taught, es-
pecially the young, that when they

note a discussion beginning to degen-
erate into an argument, the best so-
lution is simply to walk away, in dig-
nity.

THE ENEMY WITHIN

The NAACP and the National Ur-
ban League are emphasizing the
“enemy within”* in such areas as il-
legitimate births, drug addiction, il-
literacy, crime, and a host of other
problems that afflict black citizens
disproportionately. Our schools, ra-
dio, television, billboards, and other
resources must be better used to reach
minority people in greater numbers
for education. Teaching values would
be of immense aid in health educa-
tion, behavior, respect, and regard for
women. A litany of statistics helps to
emphasize the need for self-improve-
ment.

In Georgia infant mortality, due
largely to premature births by adoles-
cent mothers,® for black babies is
twice that of white babies throughout
the nation. There are 44.4 premature
births per 1,000 teenage pregnancies
among whites and 69.5 per 1,000
among blacks.

A person earning an hourly wage
of $5.00, which is above the mini-
mum wage, would have to work for
approximately four days to pay for an
office examination that included a
physical examination, urinalysis,
blood count, SMA-18, chest roent-
genogram, and electrocardiogram.
Obviously, without health insurance
such medica! charges would be diffi-
cult to manage for even a savings-ori-
ented, hard-working person. Seven-
teen percent of all Georgians live
below the federal poverty standard;
however, less than one third of the
Georgians that are living in poverty
are covered under Medicaid, as of
1984. Total expenditures'® by Med-
icaid in Georgia for 1986 were
$785,486,760, of which $76,738,936
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was paid to physicians. Administra-
tion expenses totaled $29,646,502.
Even though Medicaid expenditures
are large, we must seek a means of
total health insurance for all individ-
uals. .

In the early 1960s, fewer than 3
percent of all medical students were
black, but by 1974, 7.5 percent were
of this racial group. The ideal goal of
12 percent for Afro-American medi-
cal students was never reached. The
highest percentage was in 1975, a
peak of 7.5 percent, which dropped
to 5.9 percent in 1986-87. It is sig-
nificant that minority applicants to
medical schools are three times more
likely to come from families with an
annual income under $15,000 than
are their majority counterparts. Ac-
cordingly, no- or low-interest loans
and grants are essential for low-in-
come people, especially for minori-
ties. Other special programs, such as
the military and payback programs
and the concept of the National
Health Services Corps, are important
for minorities. Preparation for study
in medical school really begins in
kindergarten. More students need
further instruction in the sciences,
English, and mathematics; only 23
percent of black students'® who grad-
uated from high school in 1982 had:
three years of science, compared with
45 percent of Asian-Americans, and
34 percent of white Americans and
Hispanics. Enrichment programs for
minorities must continue so as to im-
prove the educational experience of
minorities at the high school level.

Carcinoma of the esophagus is ten
times'® higher in blacks than in
whites; diabetes is 33 percent higher
in the black population than in the
white population, and diabetes in
black women is 50 percent higher
than in the white female population,
and is largely related to obesity in the
black female population.'®?* Coro-
nary disease, chest pain, and the fre-
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quency of coronary bypass surgery are
areas that black cardiothoracic sur-
geons are addressing; the frequency
of cardiac catheterization and coro-
nary bypass surgery is less in the Afro-
American minority group.

The rate of drug abuse, as measured
by cirrhosis of the liver caused by al-
cohol, is 30.6 per 100,000 black'® men,
and 15.7 per 100,000 white men.

In 1984, the four largest?' for-profit
hospital chains, namely, Hospital
Corporation of America, American
Medical International, Humana, and
National American Enterprises,owned
709 hospitals with 105,000 beds. For-
profit chains are generally not willing
to provide adequate hospital services
to the poor. Usually, the loss of public
hospitals and the growth of for-profit
chains means higher hospital costs for
the entire community. For inner-city
indigents who are poor and less able
to afford health care from private hos-
pitals, the closure or relocation of the
public hospital means only one
thing—Iless hospital care.?

In conclusion, one would be remiss
if the problem of acquired immuno-
deficiency syndrome (AIDS) was not
mentioned.?>?¢ The black and His-
panic population accounts for 38
percent of the AIDS cases among
adults, 73 percent of the AIDS cases
among women, and 80 percent of the
AIDS cases among children, while the
percentage of the population of blacks
and Latinos throughout the nation?
is in the vicinity of 12 and 6.4 percent,
respectively. The black population
shares about 25 percent of the cases
of AIDS.

Of the 36,514 cases of AIDS
throughout the nation, approximately
9,043 cases involved black people,
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and about 5,143 cases, or 14 percent,
involved Hispanic people. It is esti-
mated that there are approximately
1.5 million persons in the nation who
are HIV positive. Seven million dol-
lars have been provided for the edu-
cation of minorities in the prevention
of AIDS.

The knowledge is available to
markedly decrease the frequency of
this illness, and we must target mi-
nority populations throughout the
nation with intensity so as to gain
control of the spread of this tragic dis-
ease. Sex education in the schools is
progressing well in most areas and,
again, the news media of all types
must actively engage in a preventive
public-health campaign against this
tragic illness.

Literature Cited

1. Future Looks Bleak for Black Hospi-
tals. American Medical News, April 10, 1987,
pp 1, 42.

2. South African MD survives jailing and
decries the effects of Apartheid. American
Medical News, June 5, 1987, pp 2, 52.

3. Sullivan LW. Morehouse School of
Medicine ‘Tablet(s),’ 1982-1987.

4. Tucker C. NAACP sets agenda that
snatches itself back from the brink of irrele-
vancy. The Atlanta Constitution, July 15,
1987.

5. Georgia Hospital Association. State
Health Planning Agency, November, 1986.

6. Cancer Facts and Figures, 1986. New
York: American Cancer Society, 1986, pp 1-
24.

7. Freeman HP. Cancer in the Economi-
cally Disadvantaged: A Special Report. Pre-
pared by the subcommittee on cancer in the
economically disadvantaged. New York:
American Cancer Society, 1986.

8. Fulton County Health Department Sta-
tistics. Fulton County, Georgia, 1985, 1987.

9. Knutsen P, Petrek A. Early and late
detection of cancer in metropolitan Atlanta. J
Med Assoc GA 1981; 70:753-755.

10. Cureton MT, Prieto DO, Johnson LM.
Minority Students in Medical Education: Facts
and Figures Ill. Washington, DC: The Asso-

ciation of American Medical Colleges, Office
of Minority Affairs, 1987.

11. Wharton CR, Jr. Leadership in medical
education: The challenge of diversity. J Med
Educ 1987; 86-94.

12. Freeman HP, Bernard L, Matory WE,
et al. Physician manpower needs of the nation:
Position paper of the surgical section of the
National Medical Association. J Natl Med As-
soc 1982; 74:617-619.

13. Freeman HE, Blendon RJ, Aiken LH,
et al. Americans report on their access to
health care. Health Affairs 1987; pp 1-6.

14. Wilensky FR. Viable strategies for
dealing with the uninsured. Health Affairs
1987; pp 34-46.

15. Reinhardt UE. Commentary: Health in-
surance for the nation’s poor. Health Affairs
1987; pp 101-112.

16. McCormick B. Opportunities and Mar-
keting. American Hospital Association News,
June 8, 1987, pp 3-6.

17. Report of the Secretary’s Task Force
on Black and Minority Health. Vol. I, Executive
Summary. US Department of Health and Hu-
man Services. Government Printing Office,
1985.

18. Georgia Department of Medical Assis-
tance Annual Report. 1986, 1987.

19. Health Status of Minorities, Special
Report, No. |. Princeton, NJ: The Robert Wood
Johnson Foundation, 1987.

20. Health Status of Minorities, Special
Report, No. Il. Princeton, NJ: The Robert
Wood Johnson Foundation, 1987.

21. Rice MF. The literature and inner-city
hospital closures/relocations: Signals for de-
clining health care to minority and poor indi-
viduals. 114th Annual Meeting of the American
Public Health Association, September 30,
1986.

22. Health Status of the Disadvantaged:
Chartbook 1986. US Department of Health
and Human Services. Government Printing
Office, 1986.

23. Centers for Disease Control. AIDS
Weekly Surveillance Report. Atlanta, June 8,
1987.

24. Surgeon General’'s Report on Acquired
Immune Deficiency Syndrome. US Depart-
ment of Health and Human Services, Govern-
ment Printing Office, 1987.

25. AIDS in Minority Populations in the
United States. Department of Health and Hu-
man Services Office of Minority Health. Gov-
ernment Printing Office, 1987.

26. Yancey, AG, Sr. The challenge of pro-
viding health care for the poor: Public hospital
perspective. J Natl Med Assoc 1987; 79:107-
111,

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION, VOL. 80, NO. 4, 1988



