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Abstract

Worthy of Care? Medical Inclusion from the Watts Riots to the Building of King-Drew, Prisons,
and Skid Row, 1965-1986

Using historical and spatial methods to analyze a model academic medical center built
after the 1965 Watts Riots -- King-Drew Medical Center in South Los Angeles — Worthy of Care?
argues that multiculturalism was productive in dividing society between a multicultural
mainstream and a “permanent underclass.” Shaped by new possibilities for citizen inclusion,
greater participation in mainstream society, and access to healthcare under President Johnson’s
landmark health and antipoverty laws, black medical professionals pioneered the design of the
first federally-funded and black-led urban academic medical center attached to new cutting-edge
health infrastructure - comprehensive health clinics, community mental health centers, and
modern emergency rooms. It was important to black medical and political leaders that this new
health system not only produce individual bodily health in black citizens but also fight the racial
stigma of biological inferiority, poverty, and mental illness in black communities by producing
heterosexuality, able-bodiedness, and employment as normal and natural to black health.

By the time King-Drew opened in 1972, however, medical and political leaders had to
contend with the changing landscape of Los Angeles’ globalizing economy. Sizable numbers of
immigrants from Asia and Latin America and new social movements associated with welfare,
disability, women’s, and gay rights constitutive of these economic changes also began to impact
the mission and function of the medical center. Faced with new phenomena such as “new
homelessness,” undocumented immigration, “working poverty,” and gang and drug violence, the
dissertation illustrates how medical infrastructure stigmatized urban residents of color for the
ways they countered normative expectations of race and sexuality. The dissertation ultimately
contends that, rather than eradicate poverty, the publicly funded medical center became
productive for its capacity to contain and manage it by making working motherhood, racialized
violence, and homeless health and mental health services profitable for a new enlarged free
market healthcare and social service industry.
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Introduction
The Dawn of Multiculturalism

On the evening of August 11*, 1965, an act of police brutality on the corner of Avalon Boulevard
and 116 Street in the predominantly black Los Angeles neighborhood of Watts suddenly and
unexplainably sparked a riot that would last for a total of six days. By Friday, August 13", the disorder
had spread to adjoining areas to cover a total area of 46.5 square miles.' Only after it was clear that the
deployment of local law enforcement officers and calls by civil rights leaders to end the rioting proved
ineffective did California Governor Edmund “Pat” Brown finally act to stop the spread of violence by
instituting a quarantine enforced by the National Guard.’

John McCone, official Chair of the Gubernatorial commission to investigate the riots and former
CIA director, described the riots and the city as if it was a body caught with an infection in need of
treatment by calling the riots “a symptom of a sickness in the center of our cities.”” McCone used the
language and imagery of contagion to explain how un-checked poverty in mid-twentieth century
Americans cities did what epidemic outbreaks such as cholera and smallpox did to cities in the late-
nineteenth century, setting off a chain reaction that led citizens to escape with their resources from being
impacted or entrapped in what he called a “dull, devastating spiral of failure.”

National policy leaders and social scientists widely shared this spiral of failure narrative to account
for the twin processes of downward economic mobility and urban blight of African American
communities through culture of poverty theory, a theory popularized by Daniel Patrick Moynihan,

Assistant Department of Labor Secretary, which blamed the economic immobility of urban blacks on the

! John McCone. Violence in the City: An End or a Beginning? Los Angeles Riot Collection, Manuscript Collection
089, Box 1: Violence in the City (Special Collections, University of Southern California Archives) p. 1

* The California Hospital Association would later note that the boundaries of this quarantine zone roughly matched
the boundaries of the Watts Health District. “Foreword” Special Study of South and Southeast Los Angeles
Metropolitan Area Relating to Existing General Acute Hospital Facilities and Proposals for Acute Facilities Dec 14,
1965 Hospital Planning Association of Southern California Kenneth Hahn Collection Box 200, Folder 1 (Special
Collections, Huntington Library)

? John McCone. Violence in the City: An End or a Beginning? Los Angeles Riot Collection, Manuscript Collection
089, Box 1: Violence in the City (Special Collections, University of Southern California Archives) p. 2

* John McCone. Violence in the City: An End or a Beginning? Los Angeles Riot Collection, Manuscript Collection
089, Box 1: Violence in the City (Special Collections, University of Southern California Archives) p. 5



dysfunction of female-headed households.” McCone believed failed home lives led to aimless and
loitering youth, whom, he argued, eventually swelled “the ranks of the permanent jobless, illiterate and

untrained, unemployed and unemployable.”

He pointed to the movement of modern resources in Watts
— good teachers, high-paying jobs, and quality healthcare services — to outlying suburbs as proof of the
economic effects of a culture of poverty.

Local politicians, medical professionals, and activists saw an opportunity to combat culture of
poverty in Watts by taking seriously McCone’s recommendation “that immediate and favorable
consideration.... be given to a new, comprehensively-equipped hospital” in the neighborhood.” McCone
situated the building of a hospital within a suite of new social vehicles being created out of President
Johnson’s Great Society programs and President Kennedy’s New Frontier to acculturate people of color
into mainstream economic and political participation. In addition to new manpower training and
education programs designed to train and employ men of color in white blue-collar jobs, new social
change institutions flourished during the late 1960s, such as the non-profit organization and the ethnic
studies in liberal universities, to achieve greater civic participation of marginalized groups.

The King-Drew project was unique in that it anchored manpower development and training
programs in an expanding healthcare industry that could not be outsourced to new markets abroad. When
the Los Angeles County Department of Health opened King-Drew Medical Center as its newest public

hospital in March, 1972, $26 million dollars of county, state, and federal funds had been allocated to

opening a 400-bed acute care King General Hospital tower and the new Drew Postgraduate Medical

> Daniel Patrick Moynihan. The Black Family: The Case for National Action (Washington, D.C., Office of Planning,
Policy, and Research. United States Department of Labor, March, 1965)

6 John McCone. Violence in the City: An End or a Beginning? Los Angeles Riot Collection, Manuscript Collection
089, Box 1: Violence in the City (Special Collections, University of Southern California Archives) p. 5

7 “In light of the information presented to it, the Commission believes that immediate and favorable consideration
should be given to a new, comprehensively-equipped hospital in this area, which is now under study by various
public agencies. To that end we strongly urge that a broadly based committee (including citizens of the area and
representatives of the Los Angeles County Department of Charities, Los Angeles County Medical Association, the
California Medical Association, the State Department of Health, and medical and public health schools) be
appointed to study where such a hospital should be located and to make recommendations upon various technical
and administrative matters in connection with the hospital.” John McCone. Violence in the City: An End or a
Beginning? Los Angeles Riot Collection, Manuscript Collection 089, Box 1: Violence in the City (Special
Collections, University of Southern California Archives) p. 73-74



School. These were the first set of buildings of a new, networked “medical complex,” that would include
a $36 million Psychiatric Research and Treatment Building and a $13 million ambulatory care clinic.

Whereas the county hospital was originally conceived in a time period focused on redefining the
“ghetto” by employing black men in healthcare so that they could lead their own households out of
poverty, its opening in 1972 launched it within a very different political landscape. A myriad of social
movements that included welfare, women’s, gay, disability, and civil rights had reshaped ideas about
American citizenship that began to separate some minorities from an emerging “permanent underclass,” a
term popularized by Ken Auletta and supported by urban sociologists such as William Julius Wilson to
describe the disorderly effects of homelessness, working poverty, and unemployment in urban cities.® On
one hand, these social movements had won unprecedented social and economic mobility for a range of
minorities that created robust black middle class neighborhoods, trendy gay neighborhoods, and
revitalized districts like Little Tokyo in Los Angeles. Social scientists, however, began to observe that
such social movements did very little to reverse the downward mobility of many residents in and around
Watts and South Los Angeles.

Still committed to the ideals of civil rights that gave birth to the medical center, King-Drew’s
leaders adjusted the medical center’s purpose and services to a new political landscape where citizens
favored more public investment in prisons and policing and less into welfare and social service programs.
In this dissertation, I argue that this process positioned the urban academic medical center as an institution
sandwiched between a new “multicultural” mainstream society and an emerging multiracial “permanent
underclass.” As a result, by 1984, Los Angeles citizens could show off the city’s thriving middle class
ethnic and gay communities as proof of the benefits of fully embracing multiculturalism in city planning
and politics as it hosted the Olympics in that year. It did so, however, by largely hiding sections of the

city considered menacing for their reputation as havens for the poor, homeless, trans, drug using,

¥ Ken Auletta first popularized the term in a 1981 New Yorker Article. He subsequently published it under other
presses. Ken Auletta. The Underclass. The Overlook Press, New York 1999



loitering, and undocumented — areas of the city that also happen to be directly serviced by King-Drew
Medical Center.

What accounts for this new process of race-making that made some minorities worthy of social and
economic inclusion while demonizing others as worthy of exclusion and alienation? Is it evidence of civil
rights progress “cut short” by a public unwilling to invest more resources into public health
infrastructure? Or is it the unprecedented outlay of social and economic resources to the poor during the
1960s more proof that the social inclusion of the poor remains contingent on the cultural change of the
poor rather than resource investment in their environments? If the latter, how might the inclusion of some
minorities through the forced exclusion of an “irresponsible” underclass be productive for the political
economy of “multiculturalism”? What are the possibilities and limits for universal healthcare in a

healthcare system underpinned by racial capitalism?

The Role of Desire and Complicity in Multicultural Times

By keeping the tension between a civil rights project “cut short” and skepticism over the outcomes
of universal resource investment in the poor taut, this dissertation leads an investigation into the role that
desire and complicity play in shaping urban multicultural policy in the late twentieth century. King-Drew
Medical Center was not a solution imposed on a poor black community but one that was proposed,
planned, and implemented by black citizens, many of whom were poor, to lift a black neighborhood out
of poverty. Scores of black politicians, medical professionals, and activists worked alongside white allies
in government and medicine to contest negative associations of biological inferiority, disability, and
sexual promiscuity with race by using the twin discourses of health and morality to redefine
identifications with blackness as something normal, respectable, and even desirable. Under the leadership
of the inaugural faculty of Drew Postgraduate Medical School -- Drs. Mitchell Spellman (Dean), M.
Alfred Haynes (Chair of Community Medicine), and J. Alfred Cannon (Chair of Psychiatry) -- King-
Drew played a significant role in African American and medical history because it was the first major

academic medical school to be led by black faculty on the West Coast.



For King-Drew leaders and other black activists, western medicine was a compelling forum to
gather deeply rooted beliefs that health and hygiene were not only important in representing the race to
others as dignified and respectable but necessary for defending the survival of black culture and people
under a violent racial regime of white supremacy and black genocide.” Greater access to healthcare was a
strategy to combat the general devaluation of black life after the failure of Reconstruction and the rise of
Jim Crow. For some, health and hygiene were smaller elements of a larger repertoire of race and self-
making practices that also regulated ideas about conduct and behavior around sexuality, employment, and
community participation. For others, access to healthcare served to fulfill a more immediate need as
something to be used to simply survive urban life.

By the mid-1960s, access to healthcare unevenly distributed life chances amongst Americans by
race and location that were appalling and disturbing in light of miraculous advances in biomedicine.
Pinned to the free market, healthcare providers and institutions competed with each other almost
exclusively over paying white middle class consumers and generally ignored poor inner-city and rural
Americans.' While longer lifespans and the eradication of infectious disease in middle class America

proved the effectiveness of health and hygiene services, statistical data continued to track high rates of

° For a summation of health traditions amongst black activists see: Alondra Nelson. Body and Soul: The Black
Panther Party and the Fight against Medical Discrimination. (Minneapolis: University of Minnesota, 2011). In
black civil society: Michele Mitchell. Righteous Propagation: African Americans and the Politics of Racial Destiny
after Reconstruction. (Durham: University of North Carolina Press, 2004) Amongst Black Physicians: Vanessa
Northington Gamble. Making a Place for Ourselves: The Black Hospital Movement, 1920-1945 (New York: Oxford
University Press, 1995). Amongst Black Nurses: Darlene Clark Hine. Black Women in White: Racial Conflict and
Cooperation in the Nursing Profession, 1890-1950 (Indiana University Press, 1989). Between Black Civic Leaders:
Samuel K. Roberts, Jr.. Infectious Fear: Politics, Disease, and the Health Effects of Segregation (Chapel Hill:
University of North Carolina Press, 2009) Amongst Black Women Activists: Susan L. Smith. Sick and Tired of
Being Sick and Tired: Black Women’s Health Activism in America, 1890-1950. (Philadelphia: University of
Pennsylvania, 1995)

1% According to Rosemary Stevens, “American hospitals” are “income-maximizing organizations” (6) that “are
regarded, variously, as the best in the world, as myopically biased toward high-technology medicine, as riven with
problems of costs and accessibility, and as mirroring the social divisions of contemporary America.” (3) According
to Jonathan Engel, “By 1965 the discrepancies were obvious and stark. While only 13 percent of households with an
annual income of $5,000 or more lacked hospital insurance, almost 40 percent of households earning under $5,000
so lacked. And for children of the poor, the situation was worse. In a nation in which over 80 percent of the actively
employed had hospital insurance by 1965, only 22 percent of children living in households with an annual income
under $3,000 had the same.” (5) See: Rosemary Stevens’ Rosemary Stevens. In Sickness and in Wealth: American
Hospitals in the Twentieth Century (New York: Basic Books, 1989) and Jonathan Engel. Poor People’s Medicine:
Medicaid and American Charity Care since 1965 (Durham: Duke University, 2006)
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infant mortality, preventable death, and shorter lifespans amongst America’s racial and rural
communities.''

By the mid-twentieth century, healthcare served as one of many social indices that told a larger
story of a growing racial divide in the United States.'> Frustrations over this divide increased as
dissatisfaction over the pace of the civil rights movement turned into a rash of rioting in Northeastern
cities in 1964 and in Los Angeles in 1965." These riots, along with the McCone Commission’s findings
that connected racial violence and frustration to lack of medical access, provided proof to mainstream
America of the continued costs of social and economic isolation of American resources.

Multiculturalism emerged in this milieu as an important language to describe civilized interaction
over the topics of race and class that contrasted sharply with an older paradigm of defining American
citizenship as white and middle class."* Civil rights activists and Cold War supporters were critical in
arguing for an end to this older paradigm, citing the nation’s founding principles of equality and
brotherhood as mismatched with the nation’s contemporary race relations."” Multiculturalism’s capacity
to bring contesting definitions of race, citizenship, and health brought white and black citizens into shared
space that was ultimately productive in drawing citizens of all races into deeper support of democratic and

capitalist solutions to crises at home and abroad.

H Using data from 1965, M. Alfred Haynes, MD, of the NMA Foundation wrote that, “families with an income less
than $2,000 per year have four times as many heart conditions, six times as much mental and nervous disorders, six
times as much arthritis and rheumatism and almost eight times as many visual impairment as those in the highest
income level.” This was compounded by a large concentration of blacks in the poorest populations. He explained,
“While carrying the fetus, the non-white mother has a risk of dying four times that of a white mother. For the non-
white population the death rate for tuberculosis is four times greater and for influenza and pneumonia twice as great
as that for the white population in the United States. M. Alfred Haynes. “The National Medical Association’s Health
Program for the Inner City” in the Journal of the National Medical Association, September 1968 (60) 5, p. 420-423.
"2 Housing and education are other compelling social indices.

" Riots shook Harlem, Philadelphia, Rochester, Chicago, Jersey City, Paterson, and Elizabeth in 1964.

'* My arguments on this paradigmatic shift are indebted to Michael Omi and Howard Winant. Racial Formation in
the United States: From the 1960s to the 1990s (New York: Routeledge, 1994)

' Scholarship has flourished on this topic after the publication of Mary Dudziak. Cold War Civil Rights: Race and
the Image of American Democracy (Princeton: Princeton University Press, 2000). For narratives before and after the
period covered by Dudziak, see: Glenda Gilmore. Defying Dixie: The Radical Roots of Civil Rights, 1919-1950.
(New York: Norton and Company, 2008) and Jenna Loyd. Health Rights are Civil Rights: Peace and Justice
Activism in Los Angeles, 1963-1978 (Minneapolis: University of Minnesota Press, 2014)
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For white citizens, multiculturalism provided a pathway to see affirmative resource distribution to
the racialized poor as an effective policy to contain and eradicate racial violence and poverty at home. It
also symbolized a new appropriate expression of American nationalism given the United States’ new role
in the global economy. Efforts to spread democracy and capitalism in South Vietnam, Latin America, and
Africa demanded that the average American align their own racial attitudes towards minorities at home
with America’s diplomatic aims to spread democracy and free trade abroad.

Discussions over equitable distribution of healthcare services proved to be a flexible and inviting
space for Americans to discuss racial and sexual difference over the course of the late 1960s and 1970s.
Unlike the intrusive and authoritarian public health departments of the late-nineteenth and early twentieth
centuries, access to the American Hospital came to be seen as human right that helped individual citizens
secure and fashion an identity that was healthy, respectable and productive for society.'® Women’s,
welfare, gay, disability and civil rights activists increasingly saw medical professionals as authorities by
which they could negotiate the meanings of their racial and/or sexual difference that did not reify them as
inferior, sick, and unhygienic.'” Instead, their campaigns reveal that they were not anti-medicine but
invested in using medicine to affirm their identities as normal, desirable, and productive for society.

Federal legislation in 1965 eased these demands by social movement activists because Medicare

and Medicaid empowered the poor, women on welfare, the elderly, and disabled as consumers with rights

'® The intrusiveness of American public health officers is legion and well documented. See: Howard Markel.
Quarantine! East European Jewish Immigrants and the New York City Epidemics of 1892 (Baltimore, Johns
Hopkins University Press, 1997); John McKiernan-Gonzalez. Fevered Measures: Public Health and Race at the
Texas-Mexico Border, 1848-1942 (Durham: Duke University, 2012); Natalia Molina. Fit to Be Citizens? Public
Health and Race in Los Angeles, 1879-1939 (Berkeley: University of California Press, 2006); Nayan Shah.
Contagious Divides: Epidemics and Race in San Francisco’s Chinatown (Berkeley: University of California Press,
2001); Samuel K. Roberts, Jr. Infectious Fear: Politics, Disease, and the Health Effects of Segregation (Chapel Hill:
University of North Carolina Press, 2009); Warwick Anderson. Colonial Pathologies: American Tropical Medicine,
Race, and Hygiene in the Philippines. (Durham, Duke University Press, 2006)

"7 For women’s health activism, see: Sandra Morgen. Into Our Own Hands: The Women’s Health Movement in the
United States, 1969-1990. (New Brunswick: Rutgers University Press, 2002). For welfare rights activism and
general advocacy around ideas of health, see: Felicia Ann Kornbluh, The Battle for Welfare Rights: Politics and
Poverty in Modern America (Philadelphia: University of Pennsylvania Press, 2007), Johnnie Tillmon, “Welfare Is a
Women'’s Issue,” Ms. Magazine 1 (1972), 111-16. See, also, http:// www.msmagazine.com/spring2002/tillmon.asp.,
Premilla Nadasen, Welfare Warriors: The Welfare Rights Movement in the United States (New Y ork: Routledge,
2005). For disability rights activism, see: Kim E. Nielsen. A4 Disability History of the United States (Boston, Beacon
Press, 2012). For civil rights activism, see: Alondra Nelson. Body and Soul: The Black Panther Party and the Fight
against Medical Discrimination. (Minneapolis: University of Minnesota, 2011) and Steven Epstein. Inclusion: The
Politics of Difference in Medical Research (Chicago: University of Chicago, 2007)
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to seek care with providers of their choice in “mainstream” for-profit health institutions. President
Johnson also instituted a slew of federal funding programs for medical school scholarships and academic
medical centers to recruit more minorities into medicine. Instead of expanding the welfare state, these
federal laws diversified the profile of the nation’s patients and providers that actually strengthened and
expanded “mainstream” free market medicine.

Thus, the combined effect of both law and social movement activities show that the measurement
of health in the late 1960s and 1970s had less to do with seeing “sickness” and more to do with seeing
“poverty.” Whereas Nayan Shah notes that, “steadfast regulation of the body, conduct, and living
environment became an increasingly crucial practice in guarding against the infiltration of disease” in a
previous public health era dominated by contagious disease, my analysis demonstrates that the nation’s
top killers of cancer, heart disease, and stroke in the mid-1960s required patient’s to expand their notions
of hygienic practices to their status as citizen-consumers.'® With an increasing number of diseases earning
a reputation as “preventable,” access and participation in mainstream medicine became desirable for its
promise to progress treatment of more complex diseases that required larger amounts of capital for
research. This desire to cure complex diseases made fashioning a consumer identity desirable not only to
white middle class clientele but also to minority groups eager to assert their citizenship as worthy of the
care and benefits of participating in cutting-edge medicine. As Nancy Tomes argues, the “consumer
rights” movement of the 1970s and 1980s did not begin with white middle class consumers, but with
women’s, disability, and civil rights activists who promoted the idea as a way to signal their collective
desire to participate in mainstream medicine while turning medical practitioners and institutions to focus
on the unique needs of populations historically abused or ignored under medicine."

Medicare and Medicaid were therefore seen by the leaders of King-Drew, the National Medical

Society, and government leaders as a viable pathway to develop identification with consumer lifestyles

' Nayan Shah. Contagious Divides: Epidemics and Race in San Francisco’s Chinatown (Berkeley: University of
California Press, 2001), p. 4

' Nancy Tomes. “Patients or Health-care Consumers? Why the History of Contested Terms Matters” in History and
Health Policy in the United States: Putting the Past Back In. Rosemary Stevens, Charles Rosenberg, Lawton Burns
(eds.) (New Brunswick: Rutgers, 2006) 83-112
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within the poor that would, through accompanying anti-poverty funds and citizen participation policy,
make greater wage participation as full consumers normal and desirable. King-Drew leaders helped invent
and implement two new health institutions, the comprehensive health clinic and the community mental
health clinic, as vehicles to transform poor residents into full citizens. Healthy and economically thriving
black neighborhoods were assumed to be the ultimate product of efforts to recruit and prepare the poor for
universal participation in wage labor and consumption in the free market through the deployment of
health services. It was, therefore, important that direct intervention in King-Drew’s anti-poverty scheme
be calculated and strategic to maximize opportunities for indigenous community leaders to participate in
this process. At first, local black community members were to be given provisional control and autonomy
over the distribution of health services, and then, eventually and gradually, assume full control over
services.

Additionally, to transition Watts from a neighborhood of poverty into a self-reliant neighborhood it
was important for medical authorities to develop a repertoire of knowing and talking about “poverty” that
was not abstract, but could be conveyed in scientific and objective terms. Medical professionals and
voluntary healthcare organizations like the California Hospital Association, the John and Mary Markle
Foundation, and the Commonwealth Foundation, mirrored strategies deployed by government officials
and economists to seeing and alleviating poverty. They expanded medical knowledge to include the role
of statistics, economic theory, and sociology that animated President Johnson’s War on Poverty
programs.” Like these programs, medical professionals developed their own “objective” and “scientific”
versions of “poverty districts,” called “ghetto health districts,” Health Manpower Shortage Areas
(HMSAs) and later, medically underserved areas (MUAS), to express the entwined problems of poverty
and sickness. While these distinctions were first developed to send resources to statistically identifiable

poor neighborhoods to augur the inclusion of their residents into mainstream society, they also

%% For the proliferation of this way of seeing abroad and in the United States see: Timothy Mitchell, Rule of Experts:
Egypt, Techno-politics, Modernity (Berkeley: University of California, 2002) and Alyosha Goldstein Poverty in
Common: The Politics of Community Action during the American Century. Durham: Duke University, 2012
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strengthened ideas around what constituted normal and deviant citizenship by creating a visual landscape
that described how individuals consumed healthcare.

Instead of resolving the problem of poverty and unequal distribution of healthcare services, these
strategies created more contestations over the role of social welfare in society as the American economy
produced a smaller number of jobs than the total laboring population. Instead of producing citizens who
identified themselves as full consumers, Medicare and Medicaid began to be associated with welfare
benefits that were thought to produce and sustain female-headed households and a culture of poverty in
racialized neighborhoods. This not only created a split amongst progressive white liberals but also created
a split within the black community. While some leaders continued to see publicly-funded health benefits
as way to integrate the poor into mainstream society, others advocated for the containment of costs and

for new ways to make the poor productive that did not require them to be lifted out of poverty.

Racial Capitalism, Working Poverty, and a Permanent Underclass

The focus of this dissertation on King-Drew Medical Center spans the years between its inception
in 1965 to the Emergency Medical Training and Labor Act (EMTALA), the first significant national
legislation to define the role and identity of emergency rooms. During this time period, American
medicine experienced an explosion of new health service delivery models: the academic medical center,
the comprehensive health center, the community mental health clinic, and the emergency room. The
flourishing of these new health institutions allows for an examination of how ideas of race were
contested, re-defined, and transformed in politics, culture, and society by examining the redistribution of
healthcare services to urban residents of color in Los Angeles. By tracking this process, this dissertation
shows how health infrastructure and services supported and legitimated a new process of race-making that
split society into two interrelated groups - a multicultural class and a permanent underclass - that did not
collapse older notions of racial and sexual difference but built upon them to give new power and meaning

behind race.
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My analysis of race follows the work of scholars who look to the processes of racial capitalism to
explain the continuing significance and force of “race” in society.”’ These scholars do not refute the idea
that race is a social construct nor do they accept the idea that race is a biological fact. Instead, scholars of
racial capitalism see race as a discursive force with material qualities that can be used by individuals and
social groups as a tool to explain the inner workings of power. Within a dynamic landscape of multiple
forces, race is not a stable force but one subject to changing meanings and purposes that come together
and fall apart throughout time.”

I contend that multicultural projects like King-Drew emerged to solve a crisis of race relations that
were manifested in the Watts Riots but also created the context for a new crisis between a multicultural
mainstream and multiracial permanent underclass by the 1980s. Ruth Wilson Gilmore argues that, “crisis
is not objectively bad or good” but rather, “signals systematic change whose outcome is determined

9923

through struggle.”” Noting that struggle is “a politically neutral word” and “occurs at all levels of a
society as people try to figure out, through trial and error” what to make of the problems set before them,

Gilmore argues that solutions to crisis are never fully resolved but necessitate new responses to resolve

! My conceptions of racial capitalism are indebted to the following work: Cedric Robinson. Black Marxism: The
Making of the Black Radical Tradition (Chapel Hill, University of North Carolina, 1983); Clyde Woods.
Development Arrested: Race, Power and the Blues in the Mississippi Delta (New York: Haymarket, 1998);
Roderick Ferguson. Aberrations in Black: Towards a Queer of Color Critique (Minneapolis: University of
Minnesota Press, 2004); Ruth Wilson Gilmore. Golden Gulag: Prisons, Surplus, Crisis, and Opposition in
Globalizing California. (Berkeley: University of California, 2007); Robin D.G. Kelley. Race Rebels: Culture,
Politics, and the Black Working Class (New York: Free Press, 1994); Robin D.G. Kelley. Hammer and Hoe:
Alabama Communists during the Great Depression (Chapel Hill, University of North Carolina, 1990)

22 situate racial capitalism within the definitions of biopower, race, and space set forth by Michel Foucault and by
Henri LeFebvre. According to Foucault, race is the “mechanism that allows biopower to work.” Racism “is bound
up with the workings of a State that is obliged to use race, the elimination of races and the purification of the race, to
exercise its sovereign power.” (258) It is not a stable and natural element — “the specificity of modern racism, or
what gives it its specificity, is not bound up with mentalities, ideologies, or the lies of power. It is bound up with the
technique of power, with the technology of power.” (258) Michel Foucault. “Society Must Be Defended:” Lectures
at the College de France, 1975-1976. (New York: Picador, 2003). Lefebvre argues that race, like any ideological
social construct, “loses all force if it is treated as an abstract ‘model.” If it cannot grasp the concrete, then its import
is severely limited, amounting to no more than that of one ideological mediation among others.” (40) Taking
Foucault and Lefebvre together means that space becomes the terrain by which wars of race take place and meaning.
As Lefebvre states, while “the lived, concrete, and perceived realms should be interconnected, so that the ‘subject,’
the individual member of a given social group, may move from one to another without confusion” is a racial ideal,
“Whether [spatial realms] constitute a coherent whole is another matter.” (40) Henri Lefebvre. The Production of
Space (Malden: Blackwell, 1974)

> Ruth Wilson Gilmore. Golden Gulag: Prisons, Surplus, Crisis, and Opposition in Globalizing California.
(Berkeley: University of California, 2007) p. 84
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them. She argues that, “crisis means instability that can be fixed only through radical measures, which
include developing new relationships and new or renovated institutions out of what already exists.”*

Gilmore’s scholarship on racial capitalism has helped focus attention on the role that prisons,
homeless services, and low wage labor sectors have played in solving crises of the late 1960s and the
early 1970s that created new crises in the late 1970s and 1980s.” Instead of seeing poverty and
unemployment as signs of economic deterioration or something to eradicate, scholars of racial capitalism
have begun to uncover how both are productive for and endemic to modern capitalism to function.
Gilmore, for example, argues that prisons in the 1970s and 1980s grew in significance not for their role in
making prisoners productive as laborers but for how their incarceration was made productive for others,
particularly, real estate, prison, and policing interests in both metropolitan and rural economies.”® I follow
both Gilmore in her assertions that these economic arrangements required multicultural coalitions of
leaders and citizens to support, account for, and manage phenomena like incarceration and unemployment
rather than ameliorate or abolish them.

My project deploys the lens of racial capitalism to re-read canonical literature in urban sociology to
account for the productive power of poverty. By using this lens, I refute the claim that the
acknowledgement of race in contemporary politics perpetuates racism or replaces race with class. The
idea that the use of race is detrimental to black progress was a popular interpretation of William Julius
Wilson’s canonical sociology text, The Declining Significance of Race (1978).” In it, Wilson argued that
class, not race, in the late-1970s ought to be used as the most significant factor in shaping urban policy

since black income distribution was beginning to match that of whites. Additionally, many interpreted

** Ruth Wilson Gilmore. Golden Gulag: Prisons, Surplus, Crisis, and Opposition in Globalizing California.
(Berkeley: University of California, 2007) p. 26.

* For work on prisons, see: Ruth Wilson Gilmore. Golden Gulag: Prisons, Surplus, Crisis, and Opposition in
Globalizing California. (Berkeley: University of California, 2007) For recent work on homelessness and racial
capitalism, see: Craig Willse. The Value of Homelessness: Managing Surplus Life in the United States (Minneapolis:
University of Minnesota, 2015) and Alyosha Goldstein Poverty in Common: The Politics of Community Action
during the American Century. Durham: Duke University, 2012. For work on working poverty, see: Clyde Woods.
Development Arrested: Race, Power and the Blues in the Mississippi Delta (New York: Haymarket, 1998)

*% Ruth Wilson Gilmore. Golden Gulag: Prisons, Surplus, Crisis, and Opposition in Globalizing California.
(Berkeley: University of California, 2007)

" William Julius Wilson. The Declining Significance of Race: Blacks and Changing American Institutions
(Chicago: University of Chicago, 1978)

17



Wilson’s work as the perpetuation of culture of poverty theory, because it reinforced the idea that
residents in Watts were not poor because they were black, but because they culturally lacked the social
skills and resources to advance themselves.”®

What emerged amongst sociologists engaging with Declining Significance was an assumption that
the problem of poverty could be eradicated by finding the right social and economic factor(s) to “unlock”
the mainstreaming of urban neighborhoods. Conservatives and even liberal supporters, for instance,
appropriated Wilson’s evidence of the advances of the black middle class as proof that race-based state
interventions should be eliminated because society did not need to use them to distribute resources.”
While Wilson himself did not directly argue for this, sociology of race scholars Michael Omi and Howard
Winant believe that Wilson, “appears to believe that since the mid-1960s a genuine egalitarian racial state
has existed in the US, and further, that supports for its policies is now a permanent feature of US
politics.”*

They argue that Wilson’s trust in racial progress too easily betrays his own evidence that points to
the persistence of a “black underclass.” Wilson argued that no salient linkage of race tied the fortunes of
the black middle class to the black underclass and that new state policies needed to address this.”’ Omi

and Winant, however, interpreted the existence of this underclass as the product of a white backlash

against state-sponsored racial progress initiatives that are disguised as color-blind policies and as efforts

** In fact, Moynihan and Wilson gave each other’s work high praise. Moynihan’s praise of Wilson’s book, When
Work Disappears: The World of the New Urban Poor is emblazoned on the front cover, stating: “Wilson’s
masterwork... the agenda for the nation in the generation ahead.” When Moynihan passed away in 2003, Wilson
returned praise for Moynihan’s work, calling it “prophetic.” William Julius Wilson. “Foreword: The Moynihan
Report and Research on the Black Community” in The Annals of the American Academy of Political and Social
Science. Vol. 621, Jan, 2009. P. 34-46.

** This assertion is made by Omi and Winant. “Conservative writers have appropriated Wilson’s notion of a shift
from racially based to class-based sources of black poverty to argue against egalitarian state interventionism itself.”
(27) Michael Omi and Howard Winant. Racial Formation in the United States: From the 1960s to the 1990s (New
York: Routeledge, 1994). I make the observation that Moynihan, a well known liberal, also strongly appropriated
the same arguments.

3 Michael Omi and Howard Winant. Racial Formation in the United States: From the 1960s to the 1990s (New
York: Routeledge, 1994), 28

*! He argued for new social policy initiatives for poor blacks like child care centers to augur their inclusion into
society. See William Julius Wilson. The Declining Significance of Race: Blacks and Changing American Institutions
(Chicago: University of Chicago, 1978) p. 161
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to normalize “reverse discrimination.”*?

Although each strand of sociological inquiry proposed different
pathways to equality, each ultimately believed that an appropriate formula of state distribution of
resources could be developed within a capitalist economy to produce racial equality.

My project takes a different tact by joining scholars who show that white liberal, gay, and African-,
Asian-, and Latino/a- American civic leaders and citizens in New York, San Francisco, Chicago, and Los
Angeles joined in affirming their difference from a permanent underclass to assert that their citizenship in
urban cities merited protection and investment from them.” The evidence of their participation, in what
many other scholars describe as a white and conservative led movement against people of color, hides
how people of color and other minority groups mobilized “culture of poverty” theory and the discourses
of a “permanent underclass” against their neighbors and other people of color to confirm their status as
part of a new mainstream multicultural society. My investment in this inquiry is not to vilify these
activists of color or the manner in which they fought against white supremacy and racial genocide but to
map alternatives to conceiving of social movement priorities that are careful of the violence they
potentially authorize.

In addition, my contribution to studies of racial capitalism also connects the legacies of public
health born in an earlier era with studies of globalization’s effect on healthcare and the American

economy in the 1970s and 80s. I develop this critique within the concept of the citizen-subject forwarded

by Nayan Shah in his book, Contagious Divides.** Shah argues that public health regimes in the United

*2 “One has only to consider electoral dynamics, or recent shifts in civil rights policy which legitimate the notion of
‘reverse discrimination’ (that is, the supposedly invidious effects on whites of affirmative action and similar
policies), to recognize that the ongoing (post-1965) racial contestation for and within the state is far from over.”
Michael Omi and Howard Winant. Racial Formation in the United States: From the 1960s to the 1990s (New York:
Routeledge, 1994), 28

*3 Christina Hanhardt. Safe Space: Gay Neighborhood History and the Politics of Violence (Durham: Duke
University Press, 2013) Christina B. Hanhardt. “Broken Windows at Blue’s: A Queer History of Gentrification and
Policing” in Policing the Planet: Why Policing Crisis Led to Black Lives Matter. Jordan Camp and Christina
Heather (eds.) (New York: Verso, 2016); Craig Willse. The Value of Homelessness: Managing Surplus Life in the
United States (Minneapolis: University of Minnesota, 2015); Mike Davis. City of Quartz. (New York: Vintage,
1992); Christopher Lowen Agee. The Streets of San Francisco: Policing and the Creation of a Cosmopolitan
Liberal Politics, 1950-1972 (Chicago: University of Chicago Press, 2014); Clyde Woods. Development Arrested:
Race, Power and the Blues in the Mississippi Delta (New Y ork: Haymarket, 1998)

** Nayan Shah. Contagious Divides: Epidemics and Race in San Francisco’s Chinatown (Berkeley: University of
California Press, 2001)
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States in the late nineteenth and early twentieth century crafted “a strategy of both state regulation and
bourgeois self-regulation that linked the conduct and consciousness of the individual self with the vitality
of society overall.” Whereas this regime, at first, was created to define Chinese Americans living in San
Francisco as outside of national belonging, he argues that its emphasis on “limited direct intervention in
the lives of individual subjects.... fostered a range of practical strategies to shape, guide, manage, or
regulate individual consciousness and conduct,” that Chinese Americans used to demonstrate their
“capacity to reason “correctly” and follow codes of “civilized” conduct.*

My interest in revisiting Shah’s concept of the citizen-subject is concerned with how one’s ability
to perform proper citizenship in the 1970s and 1980s increasingly became contingent on one’s ability to
perform labor and produce oneself as a full consumer. The opportunities to meet the legacy of public
health standards crafted earlier in the century became increasingly difficult towards the end of the century
as new phenomena such as “new homelessness” and “working poverty” made it difficult for many to join
the ranks of some middle class minorities who “made it” into the mainstream. “New homelessness” and
“working poverty” both expressed a dramatic change in the American economy that shifted the nation’s
productive energy away from a manufacturing base to a new so-called service economy.

Sociologists understand new homelessness and working poverty as products of a larger process of
global economic restructuring that produced some American cities as “global” cities.’® As manufacturing
industries absconded to markets abroad, American cities began to compete with each other for a limited
number of high-end service workers in finance, real estate, and insurance industries that facilitated the
transfer of capital and goods between the United States’ regional markets and new international markets.’’

Geographers assert that the status of Los Angeles as a global city was not inevitable but required

** Nayan Shah. Contagious Divides: Epidemics and Race in San Francisco’s Chinatown (Berkeley: University of
California Press, 2001), p. 7

%% Saskia Sassen first popularized the term from research she performed throughout the 1980s. Saskia Sassen. The
Global City: New York, London, Tokyo. (Princeton: Princeton University Press, 1991)

*7 T ook to the following authors to account for this change: Jennifer Wolch. The Shadow State: Government and
Voluntary Sector in Transition. (New York, The Foundation Center, 1990); Karl Polanyi. The Great
Transformation: The Political and Economic Origins of Our Time (Boston: Massachusetts, 2001); Neil Smith. The
New Urban Frontier: Gentrification and the revanchist City. (New York: Routeledge, 1996); Neil Smith. Uneven
Development: Nature, Capital, and the Production of Space (Athens: University of Georgia, 1984); Sharon Zukin.
The Cultures of Cities (New York: Wiley Press, 1997)
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concerted and conscious effort by Los Angeles politicians and citizens to compete with other
municipalities to attract high-end service workers by using public services and electoral power to affirm
urban policies that aligned with the development of the city as a global center.*®

King-Drew secured and produced two types of workers integral to global cities. First, it trained and
produced cutting-edge medical research and practitioners who were key to attracting high-end service
workers. They also provided high-quality emergency health services near the city’s financial district.
Second, King-Drew’s health services attracted cheap labor to fuel productivity in the city’s transformed
low-skill service industries. As the demographic change of the King-Drew Health Service Area shows,
Los Angeles was able to outcompete other cities for high-end financial sector workers by cutting costs
around janitorial, domestic, and food service provisions increasingly filled by immigrant labor from Asia
and Latin America. The county’s expansion of health services allowed employers in these sectors to

attract laborers to the region by providing healthcare without any extra cost to service industry employers.

The Re-terriorialization of Space

The hierarchy of Los Angeles’ new global economy centered on an extremely small financial
service sector (in finance, real estate, and insurance) that was, in turn, serviced by a tier of middle class
professionals (doctors, lawyers, engineers, and artists) followed by a large tier of low-paid service sector
workers (janitors, domestic, restaurant, and retail workers). This labor distribution did not absorb all
laborers in the region’s available labor pool but created a pattern of workers chronically out of work.

Sociologists look to this process as creating a new phenomenon called “new homelessness” and a caste of

¥ See: Mike Davis. City of Quartz. (New York: Vintage, 1992); Li Wei. “Los Angeles’ Chinese Ethnoburb: From
Ethnic Service Center to Global Economy Outpost” in Urban Geography, August 1998, Volume 19, Issue 6, pages
502-517; Ruth Milkman. L.A. Story: Immigrant Workers and the Future of the U.S. Labor Movement. (New Y ork:
Russell Sage Foundation, 2006); Ruth Milkman. Organizing Immigrants: The Challenge for Unions in
Contemporary California (Ithaca: ILR Press, 2000); Pierrette Hondagneu-Sotelo. Domestica: Immigrant Workers
Cleaning and Caring in the Shadows of Affluence (Berkeley: University of California Press, 2001); William B.
Fulton. The Reluctant Metropolis: The Politics of Urban Growth in Los Angeles. (Baltimore, Johns Hopkins
University Press, 2001)
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workers consistently being paid under a living wage called the “working poor.”’ Similar to Gilmore’s
argument around the productive role of incarceration in global economies, I argue that King-Drew’s
construction is constitutive of new spatial arrangements in Los Angeles that included a newly re-designed
skid row to address the city’s homeless and mental health crisis and a new South Los Angeles to address
the city’s crisis of the working poor.

Despite attempts to attract more businesses to Watts to employ residents through other manpower
development programs, King-Drew alone survived as the largest and longest lasting manpower program
to emerge out of the Watts Riots. Still, with only 2,000 jobs to recruit for and a postgraduate medical
program limited to degreed medical professionals and residents with high school diplomas, the medical
center could do very little to change the fortunes of all 344,000 residents of Watts.* Those who could
leave the neighborhood left the area while another third survived on welfare.*' In turn, the spatial
footprint of poverty grew as many became homeless, accepted lower wages in new service jobs, or
entered into illicit economies to survive. In 1973, the County of Los Angeles expanded King-Drew’s
service boundaries to accommodate this growing amount of poverty.

Rather than treat prisons and the creation of a highly policed skid row as unrelated to healthcare,
Worthy of Care? shows that King-Drew assisted in the re-terrioralization of space in the city. It helped
craft and identify a dividing line within society between a cosmopolitan “multicultural” class and a
permanent underclass by using its power of medical diagnosis and treatment to enter and exit individuals
in and out of the South Los Angeles neighborhoods of Watts, Florence-Firestone, Willowbrook, and
Compton. These realignments are vexing to account for two reasons. First, the expansion of poverty

occurred unevenly, re-making once solidly white middle class neighborhoods into mixed income, mixed

%% For both these phenomenon, I look to: Michael Dear and Jennifer Wolch. Malign Neglect: Homelessness in an
American City. (San Francisco: Jossey-Bass, 1994) and William Julius Wilson. When Work Disappears: The World
of the New Urban Poor (New York: Vintage Books, 1996)

* The Drew Medical School limited its educational and training opportunities mainly to postgraduate medical
doctors and had limited programs to train those with high school diplomas for physician assistants. In 1981, the
school expanded its role to include medical students.

* This change has been well documented by Josh Sides. See: L.4. City Limits: African American Los Angeles from
the Great Depression to the Present (Berkeley: University of California Press, 2003); Josh Sides. “Straight into
Compton: American Dreams, Urban Nightmares, and the Metamorphosis of a Black Suburb” in American Quarterly
(Vol. 56, 3) September, 2004. P. 583-605.
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race neighborhoods that played host to rich and poor residents living right next to each other. Secondly,
unlike older processes of spatial racialization, this process produced spaces of poverty such as skid row
and South Los Angeles as more multiracial than monoracial than they had been previously.

This changing landscape produced dramatically different outcomes for some multiracial
neighborhoods, casting some as “multicultural,” productive, and safe spaces, while continuing to
represent some neighborhoods, like Watts and Skid Row, as spaces of danger, criminality, and
unemployment. This negative representation persisted even as Watts’ demographic profile changed from
a predominately black neighborhood to a predominately Latino/a neighborhood. By 1980, King-Drew
was effectively a “black” hospital in a brown neighborhood, leading many Latino/a leaders to call for a
shift in the medical center’s identity, particularly around the racial background of its faculty, staff, and
assumed patient base. By the mid-1990s, Gloria Molina, the prominent Los Angeles County Supervisor in
the adjacent supervisorial district to King-Drew, attempted to exert her leadership by placing control over
the hospital within Latino hands that were met with increasing hostility by black civic leaders and
residents.*

Inside the medical center, the status of the medical center as a “black” institution was also
challenged by the fact that foreign medical graduates from Asia, the Caribbean, Africa, and Latin
America now constituted most of its physician staff (especially, its resident and intern physician staff).
The composition of the center’s medical staff challenged guiding assumptions that physicians and patients
had to be both of the same racial and national background to be considered humane and competent
caregivers. Both the global physician staff at King-Drew and the new surrounding Latino/a demographics
are aspects of this dissertation that require deeper analysis and research.

These profound racial changes within Watts simultaneously take place alongside a demographic

change within skid row, a neighborhood regularly associated with white transient men, that now saw an

*2 Molina’s very public attempt to take over leadership of the medical center despite its location outside of her
supervisorial district is the culmination of efforts by local Latino officials and activists to wrest control of the
medical center away from black leadership over the course of the 1980s. This historical narrative is important and
requires deeper research and analysis.
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influx of homeless black, Latino/a, and Native American migrants. Instead of resolve the identity of Watts
or Skid Row as a “black,” “brown,” or “white” neighborhood, my interest in this dissertation is to show
how King-Drew’s comprehensive health clinics encouraged black and brown mothers to rear their
children in South Los Angeles and how the medical center’s mental health infrastructure diagnosed and
sent the homeless mentally ill to congregate in skid row. This movement illustrates how racial capitalism
and new medical infrastructure colluded to draw some minorities into positions of relative privilege while
cutting across racial and sexual communities to pull many individuals into deeper forms of economic
precarity.

The lateral movement from a black to brown neighborhood in Watts and the downward movement
of skid row into a “hyperghetto” therefore contrast with the development of some “ghettos” into “safe
space.”® Christina B. Hanhardt argues that, compared to black and brown neighborhoods in New York
and San Francisco, “gay ghettos” earned a reputation as reputable places of urban life and work through
gay rights activist efforts to defend their neighborhoods as vital centers of economic activity that needed
greater police protection.* Hanhardt argues that this process was reinforced by successful campaigns by
gay and homophile activists to de-pathologize homosexuality as a mental illness in 1973. She argues that,
in turn, police regimes in post mid-1970s gay neighborhoods continued to police black and brown LGBT
residents not on the basis of their homosexuality but because of their primary identification as part of a
“permanent underclass.”*

My contribution to this urban studies literature places healthcare at the center of this urban change
by teasing out the differences between, and overlapping discourses of, community self-determination

campaigns, gentrification, manpower development, and community development schemes. In particular, I

show that the status of gay, black, and transient neighborhoods in Los Angeles changed dramatically after

* For more on the hyperghetto, see: Eric Tang. Unsettled: Cambodian Refugees in the NYC Hyperghetto.
(Philedelphia: Temple University Press, 2015)

* Christina Hanhardt. Safe Space: Gay Neighborhood History and the Politics of Violence (Durham: Duke
University Press, 2013)

* Christina B. Hanhardt. “Broken Windows at Blue’s: A Queer History of Gentrification and Policing” in Policing
the Planet: Why Policing Crisis Led to Black Lives Matter. Jordan Camp and Christina Heather (eds.) (New York:
Verso, 2016) 41-62
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discourses of mental health and self-determination influenced the multicultural urban planning policy of
African American mayor Thomas Bradley, who was first elected in 1973. Whereas each of the city’s
neighborhoods were afforded equal opportunity to access urban planning resources to affirm their racial
or sexual identities in space, the outcomes of neighborhoods as havens for multiculturalism or as ghettos
for the permanent underclass shows that this process of change developed unevenly for each community.

Whereas King-Drew’s service boundaries were once conceived as tied to neatly defined “poverty
districts,” the medical center’s identity was re-conceptualized in the 1980s as a “safety net” hospital that
captured any and all indigent patients regardless of their location in a legally recognizable “poverty”
district. This vexing spatial relationship to capture those accused of being a part of a permanent
underclass within a “multicultural” society opens up questions over how a new complicated system of
borders were invented, policed, and maintained in an economic system that privileges mobility and
cultural expression.

Hanhardt’s analysis shows that the border between multicultural society and a permanent
underclass is porous and sometimes overlapping. It shares observations with Eyal Weizman that “against
a geography of stable, static places, and the balance across linear and fixed sovereign borders,” racial
capitalism creates “frontiers [that] are deep, shifting, fragmented and elastic territories.”*® He argues that
although “distinctions between the ‘inside’ and ‘outside’ cannot be clearly marked,” state and voluntary

9547

organizations work together to build a system of “structured chaos.””" Within such a schema, he argues,

“the mundane elements of planning and architecture have become tactical tools and the means of
dispossession.”*®

Here, the medical center’s power to define health and service health needs for the poor constitutes a
mundane element of planning and architecture that exists both in metaphysical and physical form.

Through community development campaigns, some middle class gay and black neighborhoods in West

Los Angeles were successful in proving the discursive force of health in the minds of other city residents

* Eyal Weizman. Hollow Land: Israel’s Architecture of Occupation (New York: Verso, 2007), 4
*" Eyal Weizman. Hollow Land: Israel’s Architecture of Occupation (New York: Verso, 2007) p. 4-5
* Eyal Weizman. Hollow Land: Israel’s Architecture of Occupation (New York: Verso, 2007) p. 4-5
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by highlighting the limited need of government and medicine to intervene in their lives to shape healthy
lifestyles. By the 1980s, however, further intervention in the neighborhoods of skid row and South Los
Angeles came to represent the opposite - that citizens trapped within a permanent underclass were unfit
for mainstream participation based on their presumed unhealthy and dangerous lifestyles. In turn,
strategic and animated public health funding over the course of the 1970s and 1980s to King-Drew
transitioned its purpose as a social change vehicle to one that serviced the poor as part of the city’s public
safety policy. King-Drew’s services aided in containing poverty and crime in South Los Angeles by
playing upon resident’s desires to maintain access to healthcare, prevent large outbreaks of diseases, and

have life-saving emergency medical services near the city’s critical financial and commercial districts.

Deviant Heterosexuality, Queer Domesticity, and Compulsory Able-bodiedness Revisited

Worthy of Care? further explores how discourses of health continue to intertwine the processes of
race and sexuality through the discourse of disability. Gay and lesbian historians show that homophile,
gay, and lesbian activists and medical professionals drew parallel discourses of racial equality, health, and
morality from the civil rights movement to assert that gay and lesbian identifications were not signs of
pathology and/or sickness but could be seen as natural, normal, and even desirable categories of identity.
As Christina Hanhardt argues, many early assertions of gay and lesbian rights activists, particularly
around police brutality, did not see racism and homophobia as two separate forces but intertwined
processes of power that produced both as pathological.”

However, many scholars of sexuality have tracked the divergence of gay and lesbian discourse
from race and disability after the de-pathologization of homosexuality in American Psychiatry in 1973

and the discovery of anti-retroviral drugs in the early 1990s.”® Since then, gay and lesbian inclusion into

* Christina Hanhardt. Safe Space: Gay Neighborhood History and the Politics of Violence (Durham: Duke
University Press, 2013)

> Annamarie Jagose. Queer Theory: An Introduction (New York: New York University Press, 1996); Chandan
Reddy. Freedom with Violence: Race, Sexuality, and the US State (Durham: Duke University, 2011); David Eng,
Judith Halberstam, and Jose Esteban Munoz. “Introduction: What’s Queer About Queer Studies Now?,” in Social
Text, 2005, Volume 23, No. 3-4, pages 1-17; Jodi Melamed. Represent and Destroy: Rationalizing Violence in the
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mainstream multicultural society mirrors the discursive patterns around middle class black respectability
and racial liberalism, upholding tolerance of a mostly white gay and lesbian community as evidence of
sexual progress and liberalism within multicultural society. The effect now conflates police brutality as a
poor “black” issue while shores up police protection for gays and lesbians as a legal right.

My contribution to this literature demonstrates that the processes of racialization and sexualization
that made it possible for some to gain inclusion into mainstream society also further excluded citizens by
the sustained medical and social pathologization of their sexuality and disability. Race and homosexuality
before 1965 were considered mental and biological afflictions that described the impossibility of health
and sexual self-responsibility that required the citizen exclusion of all homosexuals and people of color.
By the mid-1970s, however, gay and civil rights activists and their supporters appropriated these
discourses of health and sexual self-responsibility to affirm that some racial and sexual identities were
deserving of citizenship while others still remained unfit for social belonging. Their efforts normalized
and naturalized their affirmed identities separately — affirming “black” as being properly heterosexual
and employed and while affirming “gay” and “lesbian” as properly white and able-bodied.

Significantly, these efforts collectively did not support the de-pathologization of “gender
dysphoria” associated with transgendered individuals. The combined effect made poor black and brown
trans people especially prone to medical pathologization, police surveillance, and alienation from both
black and mainstream gay communities in Los Angeles. The dissertation therefore accounts for the
complicity of some gay and civil rights proponents in displacing and surveilling black and brown trans
people into skid row by the 1980s. By investigating the implementation of skid row’s “containment and
mitigation policy” and the animated and strategic use of the police force, I show that the concentration of
black and brown trans people in skid row is not out of coincidence.

My interest in following the lives of black and brown trans people is not to exceptionalize their

experience but demonstrate how their location in society is co-constitutively produced with their

New Racial Capitalism (Minneapolis: University of Minnesota Press, 2011); Grace Kyongwon Hong and Roderick
Ferguson, eds. Strange Affinities: The Gender and Sexual Politics of Comparative Racialization. (Durham: Duke
University, 2011)
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heterosexual, gay, and lesbian neighbors in the permanent underclass as deviant, aberrant, and disabled.
As King-Drew’s medical professionals, researchers, and health planners pushed into the “ghetto” to
service the city’s poor urban residents, they also took time to carefully cultivate and disseminate new
“knowledge” around the environmental aspects of urban life that played upon the body to produce
sickness and poor health. In doing so, they standardized the norms of class crafted by the “discourses of
respectability and middle-class tastes” and the norms of marital heterosexuality through “discourses of the
nuclear family formation, adult male responsibility, and female domestic caretaking” as necessary for any
curative or health regiment to be effective and long lasting.

These discourses were re-animated through culture of poverty theory and given new power through
the marriage of medicine with social work management in King-Drew’s comprehensive health clinics and
community mental health clinics. White and black medical professionals and social workers translated
culture of poverty theory into the mundane practices and architecture of medicine by normalizing middle
class and nuclear family homes as the gold standard of healing and rehabilitative environments for
disease. King-Drew’s leaders developed and trained medical professionals and social workers to make a
comprehensive assessment of a patient’s domestic environment in order to assess what kinds of social
service resources could be marshaled to approximate a stable home life for patient’s to manage their
conditions in.

The prevailing discourses of culture of poverty theory encouraged medical professionals and social
workers to view not just the members of the ghetto who were homosexual as queer, but virtually every
member of the ghetto as such. As Cathy Cohen argues in Punks, Bulldaggers, and Welfare Queens,
culture of poverty theory’s emphasis on female headed households produced women on welfare as not
queer for their self-identification with homosexuality but for the way they are continually read as
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“heterosexuals on the (out)side of heteronormativity.”' As Nayan Shah argues, this queering process for

> Cathy J. Cohen. “Punks, Bulldaggers, and Welfare Queens: The Radical Potential of Queer Politics?” in GLQ,
Vol. 3, p. 437-465.
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deviant heterosexuals did not just queer individual subjects but also their domestic spaces.”” Here, I use
queer as both Cohen and Shah use it, “not as a synonym for homosexuality” but to “question the
formation of exclusionary norms of respectable middle class, heterosexual marriage.”

Amongst medical practitioners and social epidemiologists, the queer domestic arrangements of
female-headed households were understood to be the genus of a plethora of new queer domestic sites of
urban living and work that included homeless shelters, brothels, bachelor apartments, crack dens, and
gang homes. These sites were understood as natural breeding grounds for sexual promiscuity, violent
behavior, and illicit underground economies tied to sex, welfare abuse, and drugs. Thus, in addition to the
“welfare queen,” the neighborhoods of skid row and South Los Angeles were presumed to be full of
residents that included the overly fertile Latina mother, the absent father, the undocumented worker, the
trans prostitute, the drug abuser, the alcoholic, the street hustler, the homeless, and the mentally ill.

The dissertation considers the production of these queer figures within racial capitalism by
employing Robert McRuer’s concept of “compulsory able-bodiedness™ to view the status of residents in
skid row and South Los Angeles through the lens of disability studies.”* McRuer argues that the
relationship between “ability” and “disability” is tied, since the advent of free labor, to the capitalist
logics of biological reproduction and wage participation. Here, the forms of welfare subsistence, illicit
work, and un- and under- employment stemming from new homelessness and working poverty curiously
placed the residents of King-Drew’s service area as, what McRuer terms, “crip,” for the ways in which

residents counter the normative expectations of child rearing and wage participation.”

>2 Shah uses the term “queer domesticity” to describe this process. “The analysis of ‘queer domesticity’ emphasizes
the variety of erotic ties and social affiliations that counters normative normative expectations.” Nayan Shah.
Contagious Divides: Epidemics and Race in San Francisco’s Chinatown (Berkeley: University of California Press,
2001) p. 13-14

> Nayan Shah. Contagious Divides: Epidemics and Race in San Francisco’s Chinatown (Berkeley: University of
California Press, 2001) p. 13-14

> Robert McRuer defines compulsory able-bodiedness in “Compulsory Able-Bodiedness and Queer/Disabled
Existence” In Lennard J. Davis, ed. The Disability Studies Reader. 2nd ed. (London: Routledge, 2006) p. 91.
Adrienne Rich defines compulsory heterosexuality in “Compulsory Heterosexuality and Lesbian Experience” in
Signs: Journal of Women in Culture and Society, 1980, Volume 5, Issue 4, pp. 631-660.

> For more on Crip theory, see: Robert McRuer. Crip Theory: Cultural Signs of Queerness and Disability. (New
York: New York University Press, 2006)
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American fascination with the permanent underclass helped mainstream multicultural citizens
know and understand how to perform healthy lifestyles by being vigilant about their domestic space and
their participation in for-profit healthcare. Additionally, mental health and medical professionals, through
new medical theories like epidemiology of violence theory, pathologized that social violence of urban
ghettos could be transmitted through exposure to violence. Through the discourses of the “welfare
queen,” “undocumented citizen,” and “youth gang member,” citizens learned that, in addition to accessing
preventative and hospital care, strict upkeep of one’s moral and physical safety required new consumer
power to account for unforeseen “accidents” in emergency rooms and the need to defend one’s
neighborhood as safe through physical separation from “ghettos” and policing. These developments

strengthened the difference between a new mainstream multicultural society and a new permanent

underclass.

My dissertation relies extensively on historical sources taken from over 9 different local and
national archives to answer how multiculturalism came to be a shared, but contested paradigm after 1965,
and how it became produced and legitimated through new developments in American Medicine. In the
first half specifically, I demonstrate how multiculturalism was produced and legitimated through the
development of Health Districts (Chapter 1), Poverty Districts (Chapter 2), Public Hospital Referendums
(Chapter 3), and the development of Drew Medical School (Chapter 4). In this first half, I argue that these
objects, produced in the crucible of the civil rights movement and cold war, rallied both liberals and
conservatives to produce liberal plural multiculturalism as a desirable objective for both public and
private health institutions to maximize health and economic productivity in society.

These chapters demonstrate that for the leaders of King-Drew and the black medical community —
Drs. Sol White, Mitchell Spellman, M. Alfred Haynes, and J. Alfred Cannon — it was important that
black poverty be eradicated by using a medical center attached to a health and antipoverty district as an

engine to employ and train black men in healthcare, to thwart the leadership of black female-headed
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households, and to use its services and architecture to encourage black citizens to desire marriage and
financially self-reliant homes as normal expressions of blackness.

Chapter 4 acts as the “hinge” between the first and second halves of the dissertation. This chapter,
titled “Is Drew School a ‘Black’ School?” answers a question posed by the leadership of Drew’s
Postgraduate Medical School in their first recruitment brochure to prospective resident physicians. Instead
of affirming the school’s commitment to black people and medical education explicitly, I read how the
school responded to its own question by explaining how its innovative curriculum strove to produce
competent and qualified “multicultural” physicians attentive to the needs of the poor that did not
stigmatize them as “ghetto” practitioners. The chapter accounts for how physicians, despite all their
education and income earning potential, are also drawn into narratives of the permanent underclass
through the accusation they are “slumlord” caregivers by virtue of their association with the poor.

The second half of the dissertation measures the discursive construction of multicultural citizen-
consumers and physicians constructed in the first half of the dissertation against the material impact of
economic globalization of Los Angeles after the 1960s. Despite expanded opportunities for advancement
of some minorities, my analysis shows that the enlargement of low-paying service sector industries left a
greater number of minorities with jobs that paid below the poverty line or no jobs at all. Recognizing by
the mid-1970s that working poverty meant that male breadwinners in the community could not sustain
wages large enough to purchase healthcare, I argue in Chapter Five that King-Drew leaders adjusted
services in two comprehensive health clinics - Hubert Humphrey and Florence-Firestone - to combat the
perceived social dangers of black and brown welfare dependency and over population by using its
services to produce a policy of working motherhood that pushed women into the workforce in what
sociologists term “the feminization of poverty.”

In chapters Six and Seven, I argue that mental health professionals from gay and civil rights
movements were selective in affirming racial and sexual identities as normal and healthy. I track the
influence of multicultural theorizations of King-Drew’s mental health leader, Dr. J. Alfred Cannon, on

Mayor Tom Bradley and his coalition of Filipino American, gay, and urban planning activists. I argue that
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the objectives of mental health infrastructure and urban planning developed certain middle class black and
gay neighborhoods as healthy for the ways they conformed to new mental health affirmations of race and
sexuality while further stigmatizing residents in South Los Angeles and skid row for their primary
associations with crime, poverty, and transgressive sexual behavior.

Particularly in chapter seven, I explore Mayor Bradley’s redesign of Skid Row as an “open-air
mental health facility.” Instead of seeing poverty and unemployment as signs of economic deterioration or
something to eradicate, I argue along with scholars of racial capitalism, that city leaders came to see these
phenomena as productive and necessary for Los Angeles’ rise as a global city. In order to secure safer
communities for low-income workers vital to sustaining Los Angeles’ global economy in South Los
Angeles and to redevelop areas like West Hollywood, it was necessary to draw the homeless, the mentally
ill, and black and brown LGB and trans people into a new skid row by centralizing homeless and mental
health services in it. Building upon Ruth Wilson Gilmore’s argument around the productive role of
incarceration in global economies, I argue that this new skid row and King-Drew’s mental health services
which encouraged migration to it, worked alongside prisons to constitute a suite of institutions to contain
and manage what William Julius Wilson terms a permanent “underclass.”

In chapter 8, I show that every day citizens along with city and private hospital leaders supported
the funding of emergency rooms not for their role within a public health infrastructure but for their central
role as part of a new public safety landscape of police and prisons. Here, King-Drew’s trauma center
played a central role in advertising the wonders of new emergency room technology through the treatment
of black and brown youth impacted by street crime. I argue that county citizens continued to support
King-Drew’s trauma services even as they began to identify the rest of the medical center’s services as

welfare and as a drain on public resources.

I came to know and be familiar with King-Drew as a labor organizer assigned to work with resident
physicians in combating the proposed services closures for its mother and baby services and emergency

room services in the summer of 2005. The shuttering of these crucial programs eventually led to the
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complete closure of the hospital in 2007. I gathered testimonies for what were called “Bielensen” hearings
and, in the Conclusion of the dissertation, I share these testimonies in detail. My short time at King-Drew
was complemented with an extended assignment working with the resident physicians of Highland
Hospital (Alameda County Medical Center, a similar public hospital to King-Drew in Oakland) and an
even longer period working with hospital, nursing home, and homecare workers throughout California’s
public and for-profit health systems.

To defend critical health services to the poor at King-Drew and Highland Hospital, the physicians
and myself drew upon the language of multiculturalism and the permanent underclass by drawing
attention to the economic role that public “safety net” hospitals played in servicing the most vulnerable so
that other hospitals could remain profitable and free of sick patients. My experience working amongst
caregivers, in both public and for-profit institutions, provided me a real sense of the difference between
servicing indigent populations and private paying populations. The testimonies I gathered at King-Drew
were inspiring for how the physicians genuinely cared for their poor patients but also equally haunting for
how the defense of public health funding depended on the language of multiculturalism and a permanent
underclass. That haunting informs the personal stakes of why I came to write this dissertation — to help
build language and strategies that deeply consider an analysis of intersectionality and racial capitalism in

contemporary efforts for universal healthcare.

This dissertation is thus, on one hand, an extended rumination on the creation of a “permanent
underclass” and its discursive and material effects in an age of “multiculturalism.” It is, however, as much
a project with a deep longing to build a different health landscape. Rather than see the production of a
population accused of being part of a “permanent underclass” as completely abject, I suggest throughout
the dissertation, that my analysis opens up opportunities for transgender, welfare, immigrant, women’s,
disability and civil rights activists to join in political coalition with prison abolitionists, anti-police
brutality, and undocumented rights organizers to mobilize queer as an analytic to imagine a different

world based on the constraints of our time and our place. Additionally, by revealing how poverty is
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productive for free market healthcare to operate, the dissertation joins social justice scholarship in
asserting that free market solutions to healthcare like the Affordable Care Act and the recent American

Health Care Act require the production of poverty to make healthcare profitable and desirable.

34



Chapter One
Doctoring Blackness: Black Middle Class Professionals and the Spaces of Integration and Black
Power in 1965

In February, 1965, Dr. Sol White presented a petition on behalf of the Drew Medical Society to the
Southern California Hospital Planning Association to create a new health district and hospital in South
Los Angeles.’® The Association was a voluntary regulatory body of private hospital owners that the
Bureau of Hospitals had recently empowered to review hospital construction certifications on behalf of
the State of California.”” The Drew Medical Society proposed the certification of a new health district
encompassing roughly 20-square miles and containing 344,000 residents.™ (See Figure 1.1)With the
northern border beginning at Jefferson Boulevard, the southern border at Artesia Boulevard, and the
western and eastern edge bounded by Alameda and Broadway Boulevards, the proposed district was
colloquially known to residents as “South Central,” a reference to Central Avenue, the main thoroughfare
running down the middle of the district, that was known for its Jazz clubs and black night life.

Hospital Planning Committee members, however, found White’s proposal confusing. He was not
seeking to meet the requirements of a “metropolitan” health district hospital but be granted the
designation as a “rural” health district hospital. He reasoned that although the proposed hospital was to be
situated in an urban dense neighborhood stretching from the southern edge of downtown Los Angeles to a
section of the city called Watts, its predominantly black constituency was as financially poor and

medically under-serviced as rural citizens living in the outreaches of the County of Los Angeles. By his

%% «“February 10, 1965 State Advisory Hospital Council Meeting Minutes.” Kenneth Hahn Collection. Box 200,
Folder 1 (Special Collections, Huntington Library)

> In 1963, the California Bureau of Hospitals required that any applicant seeking to receive Hill-Burton Hospital
Construction funds from both the State of California and Federal Government first meet eligibility by gaining a
construction certificate from the California Hospital Association. According to Gordon Cumming, Director of the
California Bureau of Hospitals, this new program “would reduce the state’s hospital building outlay from $1.5
Billion to $750 million between now (1960) and 1975” by placing “emphases ‘on having the right hospital at the
right time at the right place.”” See: “Overhaul of Hospital Funds Rules Proposed: Greater Voice Urged for Planning
Councils in State and Federal Construction Grants” Dec. 7, 1962. The Los Angeles Times, p. A9

> “February 10, 1966 State Advisory Hospital Council Meeting Minutes.” Kenneth Hahn Collection. Box 200,
Folder 1 (Special Collections, Huntington Library)

35



account, White was the only pediatrician operating in the area despite the fact that 50% of the
neighborhood was under the age of 15.%

White painted Watts as a medically under-served area of black residents as a strategy that
highlighted himself and the nearly two dozen black physicians practicing in Watts as the rightful leaders
to lead a hospital construction effort. The petition played upon the budding black power and self-help
politics of the civil rights movement and the federal War on Poverty campaign by insisting that black
physicians be the actors to address the absence of black health services and institutions in mainstream
healthcare. As President of the Drew Medical Society, the local affiliate of the all black and male
National Medical Association (NMA), White was the perfect advocate to attempt a scheme that lifted
black residents out of poverty through the deployment of health services because the state already had one
of the largest spatial concentrations of black physicians in the nation.”

The petition presented by him, however, only addressed the professional futures of less than a
quarter the entire membership of the Drew Medical Society (according to him, roughly 25 physicians out
of 150) despite the fact that the proposed district contained an urban dense population of 344,000 African
Americans.®' This meant that a majority of Drew Medical Society’s members (roughly 125 of them) lived
and worked in integrated middle class neighborhoods diffused with approximately 100,000-150,000
blacks that existed just outside the poorest black areas.”” The profile of Sol White’s group of petitioners

did not relocate to these neighborhoods West of downtown but stayed in the thick of black poverty.

*% “As a pediatrician, Dr. Sol White boasts 10,000 patients in Watts, where 50 per cent of the residents are 15 years
old or younger, talks about long hours in his clinic.” Simeon Booker. “Watts Report: Doctor with 10,000 Patients /
Called Odd ball Medic in Watts” April, 1966. Jet Magazine, pgs. 16-21

69 According to a survey of the NMA, 574 black physicians resided in California. California had the highest
numerical value of physicians in any state. M. Alfred Haynes. “The Distribution of Black Physicians in the United
States, 1967” Journal of the National Medical Association. November, 1969. 61:6. pgs. 470-473

61 «According to White’s memory, there were only 25 doctors for the 200,000 residents of Watts and the
surrounding areas” Daniel Simon. Dissertation. “The Creation of the King-Drew Medical Complex and the Politics
of Public Memory” (University of Hawai’i at Manoa: Department of American Studies, 2014) p. 63. The original
petition submitted by White for the health district verified that his proposed district contained closer to 344,000
residents, as opposed to Simon’s quote of 200,000. See: “February 10, 1966 State Advisory Hospital Council
Meeting Minutes.” Kenneth Hahn Collection. Box 200, Folder 1 (Special Collections, Huntington Library)

62 Estimates for the population of black citizens in Los Angeles in 1960 were at 500,000 people. Given that reports
placed 344,000 of African Americans as living within the boundaries of the proposed health district, the author
infers that the remaining 100,000-150,000 were distributed in census tracts outside of the district.

36



Rather than reflect a choice to live and practice in Watts, White migrated to Watts because, like his
patients and neighbors, he was too poor and lacked the professional credentials held by other physicians
to practice elsewhere.

I argue that Sol White’s petition provides insight into how black middle class professionals
produced difference amongst themselves that culturally divided them by their location in a “multicultural”
integrated market or a “ghetto” mono-racial ethnic enclave. Despite this difference, black physicians
shared a similar value system across this spatial difference and with their white counterparts, particularly
in how they saw the twin discourses of morality and health as shaping their roles and mission as black
leaders in society. Be it amongst white society or amongst an overwhelmingly poor black majority, it was
important for black physicians to project themselves as strong, moral heads of their households and as
respectable pillars of the black community. The constraints of medical education and temporally uneven
access to advanced medical training and practice, however, deeply divided black physician mobility —
allowing some to move out from the “ghetto” to new integrated middle class neighborhoods while leaving
some to stay and make a living as lower middle class doctors working amongst the poor.

White’s petition thus provides an opportunity to interrogate an under-analyzed stage of racial
capitalism that countered normative expectations of what constituted a “ghetto” and a “suburb.”
Conventionally, there is a strong accepted belief that urban community formation is a process of
racialized class formation that produces suburbs that are all white and spatially separated from

deteriorating and poor non-white “ghettos.”*

Although more recent work has shown the existence of
ethnic suburbs, or “ethno-burbs,” these descriptions also tend to reify false spatial hierarchies by insisting

that middle class ethnic enclaves are still spatially distinct from white suburbs and poorer racialized

63 As I discuss later, Mary Patillo argues that urban association with poverty has rendered black middle class
communities and their families, “a hidden population in this country’s urban fabric.” She argues, “The black middle
class and their residential enclaves are nearly invisible to the nonblack public because of the intense (and mostly
negative) attention to poor urban ghettos.” Mary Patillo. Black Picket Fences: Privilege and Peril among the Black
Middle Class (Chicago: University of Chicago Press, 1999) pgs. 1 and 5.
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ghettos.** Legally in California, racially mixed neighborhoods have also been conflated with poverty. The
appearance of these neighborhoods coincide with the practice of “red lining,” a real estate policy that
assigned of lower appraisal values for homes in neighborhoods that lacked a unified racial character.”
White’s proposed health district, however, purposely excluded census tracts that were steadily gaining
character as not black, white, brown, or Asian, but as racially mixed middle class neighborhoods.

White’s proposed health district demonstrates that black physicians valorized racially integrated
neighborhoods over mono-racial black neighborhoods in ways that divided the black physician
community on the question of their role within a larger civil rights movement. While some celebrated the
unprecedented economic and professional mobility of integrated neighborhoods as proof of civil rights
and racial progress, others, like Dr. White, equated this migration outwards from traditional black
communities as a form of race betrayal. White saw his health district plan as part of a larger movement to
critique the civil rights movement’s emphasis on integration by returning black professional energy to the
“ghetto” and lifting the black masses out of poverty.

The reading practice I deploy in this chapter reads against and with the grain of this civil rights and
black nationalist discourse to focus on the emergence of racially integrated medical markets and mono-
racial medical markets as evidence of a stage in racial capitalism that sits between the turn from a postwar
manufacturing economy to a so-called service based economy. From this vantage point, I see the
activities of black physicians in both types of markets as two different pathways that black professionals
took to exploit the health landscape to their advantage. Despite strong differences of opinion amongst
each other, White’s proposal provides an opportunity to examine the shared discourses of capitalism and
health that black physicians used to take advantage of the uneven distributive processes of racial
capitalism.

The genius of Sol White’s strategy is that he foresaw the impact of new federal funding

opportunities that did not require him to move out of his location to make new profits. Instead, he acted

%% Wei Li. “Anatonomy of New Ethnic Settlement: The Chinese Ethnoburb in Los Angeles” Urban Studies, 35:3
(1998)
% George Lipsitz. How Racism Takes Place. (Temple University Press: Philadelphia, 2011)
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promptly to monopolize on the devaluation of a medical market that was soon to be lucrative by
defending it from future claim jumpers. In the wake of the 1965 Civil Rights Act and War on Poverty
legislations, President Johnson signed into law Medicare and Medicaid, (P.L. 89-97) two new healthcare
benefits which empowered poor consumers to seek healthcare in “the mainstream,” or, the free market,
through third party reimbursement rendered through the federal government. In a sense, presented well in
advance of the implementation of the federal laws in late 1965, White’s petition could be interpreted as a
twentieth century version of a gold rush claim. The care of patients once seen as untouchable and
unprofitable would be, by the end of 1965, more desirable and valuable.

White’s petition is also significant because it turned attention to the processes of stigmatization that
labeled physicians as “ghetto” as the patients they lived next to and cared for. Instead of this process
ending with 1965 legislation, as Dr. White had hoped, the stigma of living and working as a ghetto
physician continued to prevail well after the 1970s into the 1980s. During President Nixon’s
administration, places similarly lacking in the amount of providers, institutions, and services per
population were re-named “medically underserved areas” (MUASs), a term that highlighted the persistence
of health deserts that Medicare and Medicaid were suppose to eliminate. Euphemistically, working within
a MUA outside the context of medical education and training came to represent a physician’s inability to
produce oneself as qualified to work anywhere else. Interrogating the cultural factors that stigmatize
health providers thus helps explain an important structural reason why physicians of any race continue to

choose to practice outside of communities of color.

From, but Not of, The Civil Rights Movement

Dr. Sol White’s rationale for proposing an all-black poor health district were clarified in an April
1966 article written by Simeon Booker in Jet Magazine. Written from the perspective of Dr. White,
Booker exposed readers to a disturbing trend in Los Angeles’ black medical landscape. Motivated by
“wealthier customers and owning mansions,” Booker wrote that most black doctors were turning away

from serving poor black patients “toward[s catering to] a more middle class market - preferably
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integrated.”66 While “many of the the Negro doctors have become richer, own $100,000 homes, [and]
boast name clients,” Booker asserted that the “prime target” of black doctors seemed to no longer be
centered on helping the black community but “win[ning] privileges in white hospitals.”

Booker juxtaposed the image of black middle class professionals living in mansions and catering to
white patients with the cramped and challenging working conditions of Dr. Sol White. In an
accompanying piece of photo journalism, readers were introduced to White with photos of him “taking a
breather” from his client base of 10,000 patients, some of which appeared in a crowded line in his clinic
examination area. (See Figure 1.2) Heralding him as a “Watts champion, an unsung hero, middle class
and educated, but dedicated to helping the poor and unemployed in his community,” the article heroized
White’s decision to leave his practice in a nearby integrated neighborhood to practice in Watts as a
refreshing reversal in trend.”” Booker used White’s exemplary move from suburb to ghetto as a shining
example of the types of new political commitments community activists were making to a new black
nationalist movement arising out of the civil rights movement.

Booker’s Jet article thus serviced a growing critique about the unforeseen ills of the civil rights
movement, shining a light on the seemingly callous escape of black middle class professionals from black
neighborhoods to integrated neighborhoods. It called the readers of the article to consider the turn
amongst some civil rights activists away from the objectives of racial integration and towards black
nationalist goals as a movement that could potentially win more health rights for blacks than the first. The
article put forward a convincing argument that civil rights was actually hurting the most vulnerable
population of the black community - the poor - by enticing black physicians to leave the community.

White’s scheme appealed to citizens on the premise that blacks could build institutions equal to
those in white neighborhoods, and that, because it would be owned by and for black people, it could

anchor progress in the community rather than elsewhere. His scheme appealed to civil rights activists who

% Simeon Booker. “Watts Report: Doctor with 10,000 Patients / Called ‘Odd ball”’ Medic in Watts” April, 1966. Jet
Magazine, p. 16
%7 Simeon Booker. “Watts Report: Doctor with 10,000 Patients / Called ‘Odd ball’ Medic in Watts” April, 1966. Jet
Magazine, p. 18
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were increasingly growing more concerned that the objective of racial integration would bring change too
slowly or would never come. In the article, White firmly defended his plan under the growing belief that,
“Negro leadership must embrace segregation ‘for awhile’ to solve problems in the ghetto.”® Stating to
readers that he saw “no permanent harm in all-Negro institutions, facilities, or endeavors,” White insisted
that more black physicians needed to, as he did, forego financial gain and focus on “their own kind” in
order to “lead them out of this predicament.” He insisted that Watts, only with black middle class
leadership, “could be the community of tomorrow ...once it has been de-ghettoized and rebuilt.”

The Jet article helped outline for black readers a phenomenon of racial capitalism that was splitting
the loyalties of the black professional class in two. By asking readers to weigh the merits of civil rights
integration and black nationalist discourse, black readers were simultaneously asked to answer a question
presumably presented before every black physicians after they graduated from medical school — should a
black professional leave the black community to practice medicine in the name of racial integration? Or

should he return to the black community to practice in the name of black nationalism?

The Intimacies of Race and Class

The article compellingy argued that the most pressing issue facing black physicians and other black
professionals in the late 1960s was a simple choice of choosing where to live and work. The nuances of
being a member of the black middle class and a black medical professional, however, produced pressures
on them that stretched their commitments in opposite and sometimes contradictory directions that were
not featured as tension points in the article. By flattening the nuances of black professional life, the article
collapsed the ways in which black physicians were impacted by a range of influences well beyond their
control. Rather than reify the simple choice presented by Jet magazine, scholarship on the black middle
class shows that White’s form of activism shared more in common with the black physicians that the

article so damningly vilified.

% Simeon Booker. “Watts Report: Doctor with 10,000 Patients / Called ‘Odd ball’ Medic in Watts” April, 1966. Jet
Magazine, p. 20
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Scholars have argued that, while some progressive white liberals did see racially integrated
neighborhoods as a sign of multicultural progress, a majority of whites continued to overwhelmingly
regard the enlarged spatial imprint of integrated neighborhoods after WWII as proof of the spread of the
ghetto. Mary Patillo argues that is this largely due to the fact that “the black middle class and their
residential enclaves” continued to be “nearly invisible to the nonblack public because of the intense (and

mostly negative) attention given to poor urban ghettos.”®

Likewise, Daniel Widener and Scott Kurashige
argue that Southern California’s regional white/non-white binary made the upward movement of other
non-whites also invisible to whites living in Los Angeles for the same reason.”

Patillo argues that white racism forged an economic, social, and psychological bond between the
racial classes through the economic market created by racialized poverty. She argues that the “new racial
ghetto” formed between WWI and WWII in Chicago, for example, “formed the foundation upon which a
new black middle class could flourish, one composed of ‘ghetto entrepreneurs’ [operating within
an]’‘institutional ghetto’ [that] provided a captive clientele for African American entrepreneurs and

professionals.””"

The persistence of mainstream racism meant that members of the racialized middle class
could not disregard the plight of the black masses because they were either directly socially impacted by
racism directed at them and their lower class counterparts or indirectly materially impacted by their
economic subordination.

Kurashige contends that this process of ethnic entrepreneurship-making in Los Angeles created a
multiracial middle class from the regional segregationist practice of grouping non-whites (African-,

Mexican-, Asian-, and Jewish Americans) in the same neighborhoods away from all-white

neighborhoods.” Throughout the late 1940s and 1950s, he argues that it was a coalition between black

% Mary Patillo. Black Picket Fences: Privilege and Peril among the Black Middle Class (Chicago: University of
Chicago Press, 1999) p. 1

70 See: Daniel Widener. Black Arts West: Culture and Struggle in Postwar Los Angeles (Durham: Duke University
Press, 2010) and Scott Kurashige. The Shifting Grounds of Race: Black and Japanese Americans in the Making of
Multiethnic Los Angeles (Princeton: Princeton University Press, 2008)

"' Mary Patillo. Black Picket Fences: Privilege and Peril among the Black Middle Class (Chicago: University of
Chicago Press, 1999), p. 17

7* Scott Kurashige. The Shifting Grounds of Race: Black and Japanese Americans in the Making of Multiethnic Los
Angeles (Princeton: Princeton University Press, 2008)
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and Japanese American middle class neighbors that flexed their new postwar political muscle to “block
bust” in surrounding neighborhoods, a process that enlarged the footprint of integrated residential
housing. By the 1960s, this process created an economic landscape where some medical professionals
could cater exclusively to other middle class professionals still operating businesses located in the older
crowded ghetto while living on the edges of it.

Others argue that black middle class connectedness to poverty is perhaps more spiritually
constructed than economically determined. For example, Michele Mitchell argues that an “aspiring” black
middle class has existed because of and in spite of the unescapable intimacy of blackness with racialized
poverty since the early twentieth century.73 She argues that some contemporary middle class sensibilities
can be traced to the social practices of African American reformers and activists who referred to

99 ¢

themselves as either a “race woman” or “race man,” “usually a self-made or high-achieving person who

contributed to a local community and labored on behalf of the larger collective.””

Here, her arguments
center on a culture of respectability and morality developed by African Americans as a marker of middle
class identity than the real or assumed possession of money.

She argues that reformers framed their actions within a prevailing belief that Jim Crow terror, high
mortality rates, and extreme poverty amongst blacks were proof of an ongoing campaign of racial
genocide. Black physicians, in particular, intimately understood these effects in both biomedical and
environmental terms. The persistence of medically “preventable” diseases in black communities indexed
not only the near absence of investment in mainstream medical providers, institutions, and services in
black communities but the intractable domestic environment of poverty that bred disease and poor health.

According to Mitchell, “reformers thus concentrated on more than the deleterious effects of racism —

they sought to alter black self-perceptions, habits, and lives. [They also] wanted to reinforce black

7 Michele Mitchell. Righteous Propagation: African Americans and the Politics of Racial Destiny after
Reconstruction. (Durham: University of North Carolina Press, 2004)

™ Michele Mitchell. Righteous Propagation: African Americans and the Politics of Racial Destiny after
Reconstruction. (Durham: University of North Carolina Press, 2004), p. xix

43



manhood, encourage women to be attentive mothers, and change both intraracial and interracial sexual
conduct.””

Nayan Shah similarly argues that the twin discourses of “hygiene and social morality” in western
medicine also offered a viable and flexible vehicle by which aspiring racial classes could appropriate
mainstream discourses for their own means. He argues that medicine’s underlying emphasis on bodily
and spiritual control “offered overlapping repertoires and regimens designed to cultivate proper relations
between the self and society in the modern world.” In order for this “‘civilized behavior’ to thrive,” he
argues that it was important for “public health advocates [to insist upon] the ‘monogamous morality’ of
respectable domesticity, with its regular households, Christian marriage and morality, and nuclear
families.””

Black physicians took up this message in both the form and function of their professional
organizations. From 1870 to the late 1960s, the NMA and local affiliates like the Drew Medical Society
barred women physicians from membership and only allowed their participation in a Women’s Auxiliary

unit made up of the wives of physicians. Men participated in political rallies and lobbying efforts while

women organized fundraisers, scholarships, and social gatherings.”” The NMA advocated for this

> Michele Mitchell. Righteous Propagation: African Americans and the Politics of Racial Destiny after
Reconstruction. (Durham: University of North Carolina Press, 2004), 12

7% Nayan Shah. Contagious Divides: Epidemics and Race in San Francisco’s Chinatown (Berkeley: University of
California Press, 2001), 14

" An examination of the Drew Society events show that men were placed in a position of public leadership,
representing the black community externally in their dealings with white mainstream medicine. For examples, see:
“‘Tokenism’ Held Rap at Negro MDs: Hospitals Accused of Quota System for Medical Staff” Aug. 11, 1963. Los
Angeles Times p. G7; “Charles R. Drew Society Society Pickets John Bicrher” (sic) Sep 26, 1963, Los Angeles
Sentinel. p. A10; “Charles Drew Society Officers Installed” Dec 16, 1965 Los Angeles Sentinel. p. C6. Women’s
roles were relegated to a more intimate domestic sphere and focused on scholarships and staging fundraising balls.
See: “The Women’s Auxiliary of the N.M.A.,” in the Journal of the National Medical Association, Vol. XXXIII,
No. 6 (November, 1941) p. 273 and Mrs. Marcus O. Tucker “The Role of the Women’s Auxiliary to the National
Medical Association in the Talent Recruitment Program,” in the Journal of the National Medical Association. Vol.
57, No. 6 (November, 1965) pp. 453-454. It’s clear that the black community regarded the Drew Medical Society as
paragons of society life and respectability. It’s annual ball drew attention for its extravagance. A long list of wearers
and dresses detailed the “original floor length gowns representing fashion houses both here and abroad.” Activities
before and after, who hosted them, and where were also important. Dr. Angela Clarke, significantly, hosted a pre-
dance formal dinner, “at least one party ended with the home of actor Toni Franciosa,” and “most of the guests
proceeded to after-ball breakfasts where they dined and danced until dawn.” “Local Physicians Club Stage Annual
Ball” Jul 1, 1965 Los Angeles Sentinel p. C4.
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patriarchal model because it informed its members of how healthcare expansion in black communities
ought to unfold.

It was important for the NMA to support policies that respected the authority of black physicians to
provide for their own households and to support the authority of male heads of households in the black
community. The organization consistently rejected support for welfare programs and charity care because
they were believed to encourage black women to live autonomously from the authority of black men.”
The prevalence of charity hospitals in black communities also led to a common belief that black
dependence on these institutions undercut the ability of black physicians to fairly compete against them.
In short, the imposition of the government in aiding black families was generally believed to impede upon
a black physician and father’s ability to labor freely and with purpose.

In this respect, the NMA did not just appropriate mainstream discourses of morality but also the
mainstream discourses of medical society. As many scholars of the NMA point out, this is surprising
given the fact that the American Medical Association (AMA) had regularly rejected black physicians
from membership on the basis of race since 1870.” Rather than encourage black physicians to create a
separate standard, the AMA’s rejection of black physicians from regular membership only made it a
social and economic imperative for black physicians to culturally and socially authenticate themselves as
legitimate physicians by continuing to abide by the AMA’s governing rules and social mores.

As Douglas M. Haynes argues, although the AMA normalized and naturalized medical practice as a

white and male endeavor based on its exclusion of blacks, women, and non-allopathic practitioners, the

" The NMA made this position clear to their white counterparts in a speech delivered by the Director of the NMA
Foundation, Dr. M. Alfred Haynes in 1965. Haynes took the opportunity to define the organization’s primary goals
in light of the fact that the AMA had formally desegregated its chapters after the Civil Rights Act of 1965. “Far from
abolishing the National Medical Association, black physicians invite all physicians to join them in removing the
barriers between government medicine and private medicine; in once and for all abolishing charity medicine; in
bringing the poor into the mainstream of American medicine; and in helping every American, black or white, rich or
poor, to enjoy the benefits of adequate health care.” Haynes, M. Alfred. “Problems Facing the Negro in Medicine
Today.” in the Journal of the American Medical Association, Vol 209, No. 7 (August, 1969) p. 1067-1069

7 According to Robert Baker, the AMA achieved this by an 1870 decision led by Dr. Nathan Davis to give the right
to determine membership locally to each chapter. As a result many local chapters, particularly in the South, adopted
statutes limiting membership on the basis of race. As an issue of local rights, some black physicians were able to
gain membership if, and only if, they migrated to states where membership was not contingent on race. See: Robert
B. Baker. “The American Medical Association and Race” American Medical Association Journal of Ethics. June,
2014 16:6. pp. 479-488
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AMA did provide a powerfully flexible code of social conduct through its Code of Ethics which “linked
the rights and responsibilities of doctors in their patriarchal authority within the family.”* Both the NMA
and AMA translated this shared code of ethics as a high regard for the right of men to compete freely with
each other for clients in order for them to provide for their families. In short, both organizations upheld
the principles of free market healthcare by respecting the right of medical practitioners to compete with
each other without the imposition of government.

Thus, there were many reasons why black physicians took flight from ghettos to racially integrated
neighborhoods that were not considered a betrayal to the objectives of racial progress. In fact, the
historical imperatives driving the motivations of the black middle class encouraged any form of mobility
that re-defined blackness from being associated with being poor, promiscuous, and uncivilized to being
productive, dignified, and moral. By taking on white patients and those of other racial backgrounds, black
physicians combatted the general devaluation of black physicians as illegitimate and lesser physicians
than white physicians. It also mattered that they continue to project an image of moral uprightness in
integrated spaces by helping whites and others see black people as successful and civilized. Above all,
they offered their success as proof to the black masses that a hygienic and moral life could pave a
pathway out of poverty into health and wealth.

Essentially, black middle class professionals believed that their mobility into integrated health
markets was an extension of their historical relationship with the black masses. From this vantage point,
the fact that the Jef magazine framed the mobility of black physicians as a choice between a practice in
the ghetto or an integrated neighborhood, illuminates the privilege of having spatial mobility that many in
the black community did not have. Indeed, if anything, Jet reified the desirability of being a part of the
black middle class by emphasizing that the strict adherence to the prevailing social discourses of
respectable family, marriage, and free market capitalism meant more mobility for people of color rather

than less.

% Douglas Melvin Haynes. “Policing the Social Boundaries of the American Medical Association, 1847-70" in the
Journal of History of Medicine and Allied Sciences, Vol. 60, 2, April 2005. P. 170-195
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Being Black at the Right Time and Wrong Place or the Wrong Time and RightPlace

In arguing that black professionals be the agents to “de-ghettoize and rebuild” Watts, White
revealed how he held a similar outlook on black poverty as other black professionals did. His profile, by
most means, also matched the profile of most black physicians. He was raised in the South, went to
medical school in the South, and migrated to new opportunities for black professionals in major cities
outside of the South. His migration into Watts from a middle class neighborhood, however, points to the
emergence of new constrictions of movement for black physicians in the early 1960s. Based on the
narrow set of medical markets for black physicians to practice in and the contingency of their skills and
talents given when they matriculated through medical education, it appears that White was more likely to
have migrated because the integrated medical market he first attempted to infiltrate was already saturated
with physicians who had come before him and had more marketable skills than he did.

In 1965, the NMA conducted a survey of its membership to assess the distribution of black
physicians in the United States and to create a unified strategy for how the organization could take
advantage of new laws dedicated to support black graduate medical education.® That survey revealed that
black physicians comprised only two percent of all physicians in the nation. Despite the extremely small
number of black physicians, the study found they were geographically concentrated in just two states,
New York, California, and the District of Columbia; a fact that was striking given that a majority of black
medical graduates had been trained and educated at only two Southern institutions, Meharry Medical
College in Nashville and Howard University in Washington, D.C. (See Figure 1.3) Of the three
destinations, California’s was, by far, the most popular, with a nine-fold population growth of physicians
since 1942. These facts suggest that while black physicians were still numerically disadvantaged in any
medical market they migrated to, their visibility in some medical markets generally reflected the presence

of black economic strength relative to other geographic contexts.

! M. Alfred Haynes. “The Distribution of Black Physicians in the United States, 1967 Journal of the National
Medical Association. November, 1969. 61:6. pgs. 470-473
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This data supports two revelations around White’s original practice in West Los Angeles. First it
supports the idea that when he had completed his residency in 1957 at Los Angeles County General
Hospital, he had opened his first physician practice in a medical market that was already full of
competitors who were older and more experienced than him. Second, he also likely found that he had
missed opportunities to gain an edge over his counterparts because he went to medical school at a less
opportune time than them. White had attended Meharry Medical College when the institution was
considered by many as financially weak.* Unlike Howard University’s strong endowment fund, Meharry
had barely begun its development campaign in 1952. Without the capital to build as an intensive surgical
program and medical curriculum as other institutions, many Meharry graduates gained advanced medical
skills during WWII in the military. Dr. Robert Pershing Foster of middle class Pasadena, for instance,
graduated from Meharry within the institution’s financially weak period but gained marketable skills after
his for medical education as a surgeon for the United States military.”> White’s matriculation in the late
1950s, however, placed him well out of this window of opportunity.

White also found himself competing with Howard graduates who took advantage of a rigorous
medical curriculum based on federal support and a large university endowment.* Howard had established
a large endowment since 1928, which permitted medical school leaders there to stabilize a curriculum and
keep up with innovations in medical specialties and sub-specialties at a comparable rate with many
leading white medical institutions. Many of Howard’s graduates took advantage of these innovations by

moving to medical markets like New York. According to the NMA study, many Howard graduates

%2 According to Axel Hansen, Meharry would not embark on a “development campaign” to establish a university
endowment as Howard had until 1952, owing to the fact that the college was “plagued” from 1945-1950 “with
financial problems” such that the college See: Axel Hansen. “Meharry Medical College in Retrospect” in the
Journal of the National Medical Association. Vol 65, No. 4 (July, 1973) p 274 - 275, 287.

%3 Isabel Wilkerson. The Warmth of Other Suns: The Epic Story of America’s Great Migration (New York: Vintage,
2010)

% According to Howard Epps, the support of the GEB catalyzed large-scale funding from other sources outside of
the black community. By 1928, Howard had achieved and surpassed its goal of raising an endowment of $500,000,
which enabled the institution to stabilize its curriculum and expand its plant premises in years to come.
Significantly, while operating the Freedman’s Hospital as its teaching hospital had its own complications, the
leadership of Howard did receive a federal allotment for the operation and repair of the hospital, meaning the
University could focus on its financial solvency as a medical school. Howard R. Epps, MD “The Howard University
Medical Department in the Flexner Era: 1910-1929” in the Journal of the National Medical Association, Vol. 81,
No. 8, 1989. Pages 885 - 911
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preferred migration to New York while more Meharry graduates preferred migration to California. This
pattern, however, did not deter Howard graduates from competing with Meharry graduates in Los
Angeles. In fact, White had opened up his clinic in 1957 at the same exact time that the Julian W. Ross
Medical Center was opening up two miles away. (See Figure 1.1) The Medical Center was the brainchild
of Dr. Leroy Randolph Weekes, a Howard graduate who had organized other Howard alum to open up a
14-unit medical office building reflective the impressive array of specialist practices the university
produced.®

The Ross Medical Center’s group practice model represented an innovation in medical labor
organization that allowed some black physicians to compete with stand alone physicians like White by
appealing to consumers sense of convenience. Patients could easily see a range of specialists in one
location in ways that made it easier for them to choose the physicians next door rather than run around
town. While opening a stand alone clinic had been standard practice for black physicians, the effect of
this new labor organization essentially made White’s stand alone practice redundant and obsolete even

before he had opened his clinic.

Mobilizing the Immobility of Poverty

As Booker’s Jet article attests, White was just as critical of the movement of other black
professionals out of the black community as black physicians. “[Dr. White] is particularly critical of
Negro teachers,” Booker explained, “who could do a tremendous job spurring underprivileged kids in
Watts, but who would rather teach in predominantly white schools in Los Angeles County.” The effect
of these statements amplified the idea that White’s own decision to move from an integrated

neighborhood in West Los Angeles to Watts was a choice rooted in his new political commitments to

% According to Mayo Delilly, the Julian W. Ross Medical Center had practices catering to surgery, pediatrics,
radiology, psychology, urology, dental science, ENT, pharmacy, bacteriology, and chemistry. Mayo R. DeLilly,
MD. “The Julian W. Ross Medical Center” in the Journal of the National Medical Association. July, 1963, Vol. 55,
4.P.261-167.

% Simeon Booker. “Watts Report: Doctor with 10,000 Patients / Called Odd ball Medic in Watts” April, 1966. Jet
Magazine, p. 20.
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black power. While it is true that White attested to this in the article, the presence of a saturated black
physician market and innovations in labor organization such as the Julian W. Ross Medical Center
indicate that White also felt pushed out of the market because he felt he could not comfortably compete
there.

Instead, White seized upon an unprecedented window of opportunity afforded by new federal
legislation that took the elements of his profile that were generally seen as immobilizing features of
physician practice - his race, his training, and his location - and ventured to use them as professional
assets. His petition played upon the feeling of being positioned at the borderlands of two distinct black
spaces in the middle of a major metropolitan city - the integrated neighborhoods of Los Angeles and the
agricultural regions of the rural South. In recounting his experience to Daniel Simon, White described the
sensation of moving from West Los Angeles to Watts as “swamping,” a term he used to describe the
affective similarity of rural medical practice in the country to places like South Central Los Angeles.*’
The sensation affirmed his sense that black physician’s tendencies migrated towards already established
profit centers rather than towards areas of poverty as he had done.

While Watts felt like the rural South to White, White’s petition reveals that he found it more
preferable to work in Watts than in the South. Unlike the demographically spread out black residential
patterns of the rural South, Watts’ incredible density of black residential housing made Watts a potentially
lucrative site of business given the foreseeable implementation of Medicare and Medicaid in late 1965. In
this way, President Johnson’s health initiatives opened up speculative energy to once risky medical
markets by mobilizing urban density for free market health activity.

This overnight transformation of medical markets shaped opinions on the types of consumers and

needs within them. Believed to be unaccustomed to regular care and unfamiliar with expert medical

%7 Simon defines White’s term swamping as “the amalgamating force of ghettoization in which different Southern
cultures came together.” Daniel Simon. Dissertation. “The Creation of the King-Drew Medical Complex and the
Politics of Public Memory” (University of Hawai’i at Manoa: Department of American Studies, 2014) p. 63. 1
understand White’s deployment as an epistemological orientation similar to Clyde Woods’ concept of the “Blues.”
See: Clyde Woods. Development Arrested: Race, Power and the Blues in the Mississippi Delta (New York:
Haymarket, 1998)
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knowledge, White played up the belief that new medical markets needed primary care physicians over
general practitioners. Here, White valorized a primary care specialist’s extended training in lifestyle and
preventative health guidance alongside their curative ability to treat health complications with
biomedicine as more desirable than a general practitioner’s shorter list of credentials. Additionally, the
emphasis on needing a health counselor, rather than a health expert with rarefied knowledge on specific
organs, body parts, or diseases contrasted the assumed health needs of the poor with the consumer
patterns now appearing in American suburbs. As I argue later, these regions were beginning to focus on
extremely expensive patterns of health consumption that favored physician sub-specialization that made
primary care specialists redundant.

White’s migration to Watts indicates that this pattern began to transform the role of primary care
physicians working in integrated neighborhoods that emerged in White as a feeling of being disconnected
from his sense of purpose and belonging in West Los Angeles. As he explained in an oral history with
Daniel Simon, he moved his practice to the corner of Central Avenue and Imperial Highway in Watts
with a fellow Meharry graduate, Dr. Philip M. Smith, in 1960. (See Figure 1.1) Although he revealed to
Simon that most black physicians “were trying to get up and out” of Watts, he immediately felt more “in
[his] element” and “needed” than he did before. Whereas he expressed he was not professionally satisfied
in West Los Angeles, White “found satisfaction in his work despite the lower wages” in Watts because he
found a population appreciative of his talents and skills that he likely did not encounter before.**

His movement from West Los Angeles to Watts to enter into group practice with another primary
care physician also point to a general direction in strategy that other black physicians were employing to
remain competitive in a medical landscape crowded with general practitioners and other stand alone
primary care clinics. Since Smith was an obstetrician and gynecologist, their pairing in the same clinic

heightened the likelihood that Smith’s patients and newborns would become White’s patients.

% Daniel Simon. Dissertation. “The Creation of the King-Drew Medical Complex and the Politics of Public
Memory” (University of Hawai’i at Manoa: Department of American Studies, 2014) p. 63-64.

51



Additionally, White was taking advantage of the fact that Watts was ten miles away in either north or
south direction from the closest county hospital, or as others referred to it, the nearest “charity” hospital.

The effect made Watts an ideal location to situate a for-profit, independently run black hospital that
could concentrate the talents of different black primary care practitioners (general surgeons, internal
medicine physicians, pediatricians, psychiatrists, radiologists) while avoiding the trappings of working in
a medical market where charity care limited profits. The lynchpin of the plan was Medicare’s and
Medicaid’s legal function to transform eligible citizens into “consumers” with the ability to seek care at
any participating provider in “mainstream” for profit hospitals rather than on charity institutions. In the
eyes of White, the law provided a mechanism for his clinic to wry poor black patients away from county
hospital care and into his privately run institution.

White was also hopeful that Medicare and Medicaid would amplify the effects of new manpower
development programs under the newly created War on Poverty Programs of the Office of Equal
Opportunity. White cited these programs as an accompanying revenue generating mechanism to account
for the merits of his proposal before the California Hospital Commission.*” In his mind, these programs
would eventually replace citizen need for Medicare and Medicaid by employing male heads of
households in the economy. These programs, more than any other programs, ensured that health
development in Watts would progress in a manner consistent with the perspectives of the AMA and
NMA.

Overall, his statements to “de-ghettoize and rebuild” the community show that he was inspired to
make his practice as lucrative and as reputable as physicians in integrated health markets by using 1965
health and welfare law as the means to restore, for better or worse, his own status as a physician. In this

regard, White’s location in Watts appears to be not so much a choice but the result of the confluence of

% White wrote that “proposed service area” was “a high unemployment rate area, a high welfare aid area, and is the
recipient of funds from the Anti-poverty program, the Manpower Training Program, Urban renewal, etc.,” as a
motivating reason to support his plain. February 23, 1965 Letter From Dr. Sol White to Board of Supervisors.
Kenneth Hahn Collection Box 213, Folder 8, “Martin Luther King Jr. Hospital” (Special Collections, Huntington
Library)
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the uneven opportunities for medical education, training, and advancement for black physicians in the

1960s.

The Rise and Fall of the “Ghetto” Physician

In effect, White made the move to Watts at first reluctantly, but soon found a way to redefine what
it meant to be a “ghetto” physician by imagining the potential of new federal health and welfare
legislations. In this regard, what is also significant about White’s migration into Watts is that he was not,
as many other black physicians were, a general practitioner, but a primary care specialist with a medical
education background that many would find desirable. The fact that he found himself unable to be
profitable in what many considered to be a lucrative medical market is indicative of the beginning of the
general devaluation of primary care specialists in a medical landscape trending towards new medical sub-
specialties.

As White’s slide backwards towards low-income neighborhoods suggests, this trend had damning
effects for black physicians. The NMA study of black physician distribution in the United States showed
that black physicians tended to practice in stand alone clinics more than their white counterparts, who
tended to practice in groups at a higher percentage and hold more lucrative certifications as sub-
specialists.”” He also found that “thirty nine per cent of black physicians” were general practitioners, a
larger percentage than the number of general practitioners in the general physician population. Of those
black physicians who specialized, a large majority of them were concentrated in primary care specialties,
whose percentage in each of their specialties hovered at a dismal 1 or 2% of their respective specialties.”"

While the data supported the belief that White’s specialization placed him in better stead than his

black colleagues in general practice, the data also painted a picture that the increasing trend towards

% While “only two per cent of black physicians practiced in groups, only 9.5 per cent of all physicians practice in
this way.” M. Alfred Haynes. “The Distribution of Black Physicians in the United States, 1967” Journal of the
National Medical Association. November, 1969. 61:6. pgs. 470-473

°! “Internal Medicine - 540, General Surgery - 479 , Psychiatry - 275 , Ob/Gyn -425 , Pediatrics - 280, and
Radiology - 109” M. Alfred Haynes. “The Distribution of Black Physicians in the United States, 1967” Journal of
the National Medical Association. November, 1969. 61:6. pgs. 470-473
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specialty and sub-specialty education in American medicine would soon eclipse the average black
physician’s credentials and education background. In this respect, the maneuver to enter group practice,
as Weekes did with his fellow Howard colleagues in the Julian W. Ross Medical Center in 1957, and as
White eventually did with his Meharry colleague Dr. Philip Smith in 1960, exemplify how black
physicians innovated their labor practices to keep competitive and relevant.

According the Rosemary A. Stevens, “specialty education and certification were become normal
practice in the United States by the early 1960s,” such that, “every field of medicine was now a
‘specialty.” Every doctor was a specialist.”” She argues, however, that some fields of specialization
emerged out of the “power of the cultural environment to influence organizational change” in ways that
transformed some scopes of practice associated with general practitioners, such as Family Medicine, into
bona fide specialties. She argues changed social consciousness around the lack of access to primary care
accounted for the certification of Family Medicine as a specialty practice by the AMA’s Advisory Board
for Medical Specialties in 1969. As such, Family Medicine activists framed their movement as an
appropriate professional response to rising concern about poverty, to the growing importance of
specialization, and as a method “to set rigorous for certification and avoid identification with old-style
general practice, which was looked down upon as relatively ‘unscientific’ in the leading medical
schools.””

If creating a specialty to politically differentiate professional work from general practitioners was a
tool deployed by some physicians in mainstream medical society to make their practices productive for
them, then White’s spatial differentiation of his work from the work of black physicians in integrated
medical markets also appears to be an appropriate professional response by black physicians given their

historic marginalization in the AMA. Thus, while Stevens argues that family practitioners used the “well-

%2 Rosemary A. Stevens. “Medical Specialization as American Health Policy: Interweaving Public and Private
Roles” in History and Health Policy in the United States: Putting the Past Back In. Rosemary Stevens, Charles
Rosenberg, Lawton Burns (eds.) (New Brunswick: Rutgers, 2006), pp. 49-79

% Rosemary A. Stevens. “Medical Specialization as American Health Policy: Interweaving Public and Private
Roles” in History and Health Policy in the United States: Putting the Past Back In. Rosemary Stevens, Charles
Rosenberg, Lawton Burns (eds.) (New Brunswick: Rutgers, 2006), p. 67
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established route of specialty credentials” in the AMA to self-designate themselves as specialists “given
the evident success of other fields,” White’s petition points to a different route to arriving at a self-
designation of significance within a spatial landscape crafted by racial capitalism.” Without the social
and economic capital of mainstream white physicians, White attempted to make his spatial segregation
from both the AMA and an integrated healthcare market productive by self-designating himself as a
“ghetto” physician through a new health district.

By 1970, however, White’s attempt to redefine black health care in urban poor neighborhoods
through the potential usefulness of 1965 health and welfare laws to black physicians appears to be short-
lived. In 1969, San Francisco’s local NMA affiliate, the John Hale Medical Society, organized a
conference along with the California Regional Medical Program to examine “Medicine in the Black
Community.”* Summary proceedings were published in the California Journal of Medicine by Drs.
Oscar J. Jackson and Waldenese Nixon. Their profile of medicine in the black community identified all
the actors that black physicians could now anticipate as being attracted to working in predominantly black
mono-racial health markets.

The group identified three groups - “the dedicated ghetto physician, often black, who lives and
works in the ghetto, frequently because has no alternative;” “a group of physicians that the black
community calls claim-jumpers and parasites [who] are usually non-black physicians who are somewhat
self-seeking;” and, “the county and charity facilities which are the traditional roots of care for blacks

unable to afford private care.””®

Their description of the “dedicated ghetto physician” matched the
working conditions described in White’s 1966 Jet article, explaining that the ghetto physician “often

carries a tremendous workload,” is constantly “expected to be community leader,” and often has a

“crowded waiting room.” The more revealing description that they have “no alternative” but to live and

% Rosemary A. Stevens. “Medical Specialization as American Health Policy: Interweaving Public and Private
Roles” in History and Health Policy in the United States: Putting the Past Back In. Rosemary Stevens, Charles
Rosenberg, Lawton Burns (eds.) (New Brunswick: Rutgers, 2006), p. 67

% Jackson, Oscar J. and Waldenese Nixon. “Medicine in the Black Community.” The Western Journal of Medicine.
October, 1970. 114:4. p. 58

% Jackson, Oscar J. and Waldenese Nixon. “Medicine in the Black Community.” The Western Journal of Medicine.
October, 1970. 114:4. p. 58
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work in the ghetto also indicates the crystallization of professional mobility that contrasts with the Jet
article’s descriptions of mobility in 1966.

Moreover, their detailing shows that very little changed in terms of the social and economic status
of black physicians working in urban poor neighborhoods. In fact, the descriptions assigned to “claim
jumpers” by Jackson and Nixon reveal that White’s 1960 migration from integrated medical markets to
the black community had been joined by other physicians who were also marginalized by mainstream and
integrated medical markets. They argued that claim jumpers were “not qualified by modern standards,”
“have seen better days,” and that “their quality of care would not be tolerated by white society.” The irony
of their indictments, however, failed to see these non-black physician’s migration into a black medical
market were a part of the same process of racial capitalism that had stigmatized them and black
physicians as one class of “ghetto” physicians.

The existence of these new competitors did not signal the changing economic fortune of
predominantly black communities but the persistence of and deeper asymmetries of power drawn by
extreme poverty. To argue this point, Jackson and Nixon pointed to the overcrowded nature of services at
county hospitals despite the fact that they “are often located some distance from the community” and that
patients are “usually faced by an unsympathetic staff who cannot relate to the patient other than as a
medical entity.” The inconvenience and demoralizing experience of county care failed to make an
appreciable impact on driving more business to black physicians through Medicare and Medicaid points
to the stigmatizing power of working in low income neighborhoods assigned to physicians working in
such contexts.

As the observation of Jackson and Nixon attests, the forces of racial capitalism did not just create a
general devaluation of black physician labor but also the labor of other physicians of different racial
backgrounds. In other words, the forces of competition drove physicians to compete for an increasingly
finite amount of market space that was leading some to pool their resources increasingly into group
practices and hospitals to drive out other competitors. While black physicians may not have found

themselves able to compete in all-white middle class markets, the Julian W. Ross Medical Center shows,
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by the late 1950s, this phenomenon drove black physicians to collectivizing their resources by experience
and specialty to compete against other black physicians. By the 1970s, this trend continued well enough
to account for the migration of some black physicians back to the ghetto like White and Smith and other
physicians that Jackson and Nixon called “claim jumpers.”

White’s status as a primary care specialist also shows that this uneven distribution of health
resources was beginning to impact physicians with more sophisticated types of medical education. While
Stevens shows that some physicians organized their scopes of practices into new types of specialties,
other primary care physicians choose to re-double their efforts to gain new certifications as sub-
specialists. These new distinctions proved valuable in contexts where consumers desired to work directly
with sub-specialists directly rather than work through a primary care provider. Given that the number of
black primary care specialists represented 1-2% of their specialties, however, the likelihood of
advancement for black physicians would require candidates to find themselves, as Foster did during

wartime and Weekes did by choosing Howard, in the right time and right place.

Conclusion

Overall, the divide between the integrated and black medical market opens up a window to
reconsider the prevailing wisdom over health manpower strategies, which is and has been to produce
more physicians through the medical education pipeline with the expectation that the invisible hand of the
free market will guide them to the appropriate specialization, sub-specialization, and geographic market.
As the experience of White shows in navigating a very specific racial market in the 1950s and 1960s,
physicians navigate medical education based on the promise that their skills will be matched properly
with a specific geographic context established when they begin medical education. That White expected,
at first, to find himself thriving in West Los Angeles as others had before him contrasts with his
conflicted feelings about “swamping” in Watts. For him, black power became a viable vehicle for him to

connect the spatial mismatch he felt between his education and place in the medical landscape. Of course,
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he eventually embraced his location, albeit with some frustration, does indicate that he accepted a long
and honorable commitment to black middle class traditions of serving the poor.

Other studies conducted in the early 1970s reveal that other physicians were not as committed. By
1971, President Nixon’s administration was finding that previous campaigns to increase the number of
students enrolled in medical school and the number of foreign medical graduates recruited to the United
States to fill a health manpower shortage were actually exacerbating a new phenomenon they termed
“physician maldistribution,” the unequal distribution of physicians across space. Rather than migrate to
new medical frontiers as expected, a health memorandum prepared for Nixon cited that “Physicians, like
everyone else, have tended to migrate to areas where they can earn the highest income, enjoy the
amenities of modern life, and relate to teaching institution.” They argued that these trends reinforced an
“acute shortage of practicing physicians in rural areas or urban ghettos” that was also being exacerbated
by the trend “toward specialization and away from primary care” despite the fact that “it is the primary
care physician who is most needed in under-served areas.”’

By 1990, these conditions remained the same despite the meeting of an important mile marker. The
Department of Health, Education, and Welfare triumphantly announced that indices created in 1965 to
meet the physician manpower shortage “is expected to be more than adequate by 1990.”% The
celebration, however, was a pyrrhic victory. The Department added that, “in spite of the unprecedented
increases in the total numbers of health professionals, indications are that shortages in many geographic
areas and specialties, and uneven and inappropriate geographic and specialty distribution remain the most
serious manpower problems.” They also citied that, “in addition to the problem of geographic
maldistribution, there are also substantial disparities in distribution by medical specialty, primarily

reflecting an inadequate number of primary care physicians.”

°7 Health Program Memorandum 1971. RG 235 General Records of the Department of Health, Education and
Welfare. Office of the Secretary. Box 14 Special Studies and Reports 1969-1970 (National Archives and Record
Administration, College Park)

 Executive Summary 1990. RG 235 General Records of the Department of Health, Education and Welfare. Office
of the Secretary. Box 14 Special Studies and Reports 1969-1970 (National Archives and Record Administration,
College Park)
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These facts point not only to a problem of healthcare economics but also a problem embedded in
medical culture that stigmatizes certain healthcare specialities and geographic points of service as a
signification of professional lack or failure. White’s ambition and frustration reminds us that medical
professionals balance their sense of self not just on the basis of race alone but on how they position
themselves amongst their professional peers. Here, shame and fear serve as just as productive and
profitable of feelings for racial capitalism as is desire and pride.

Ultimately, White’s ascent as a primary care specialist and descent into Watts indexes how this
process of stigmatization is racialized and classed. According to Daniel Simon, White described himself
as one of the only specialists working in Watts when he first arrived in 1960 and he used this disclosure to
affirm Jef magazine’s lionized portrayal of his migration as using advanced medical education for the
greater good, but it also reveals how White also navigated the process of stigmatization that was quickly
making primary care specializations less appealing for physicians after the late 1960. His statements
affirming his sense of professional superiority and difference from general practitioners reveals that he
was anxious about his location at the borderlands between a new “multicultural” and cosmopolitan
society associated with free market healthcare and what social science scholars would call a “new
permanent underclass” associated with medically underserved communities.

His efforts to construct a health district in Watts to de-ghettoize and re-build the neighborhood as a
mono-racial black middle class community show that he was fiercely concerned about his status as part of
the latter rather than the first. In this sense, the Watts Riots that erupted in late 1965 — a full eight months
after he first presented his petition to the California Hospital Commission — not only likely heightened
his anxiety about his status as a physician working in a low income neighborhood but also helped him
redouble his efforts to construct the hospital as an urban renewal engine. In this regard, the Riots did help
other black physicians and local politicians rally to his plan and benefit from it.

By the time the Jet magazine published its feature article on White in 1966, White had capitulated
to efforts to subsume the construction of the hospital as a new county hospital (to be named Martin Luther

King, Jr. General Hospital) attached to a new medical school (named the Drew Medical School). He
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would be appointed by Los Angeles County Supervisor Kenneth Hahn as an official member of a steering
committee consisting of members from the Drew Medical Society, the Los Angeles County Department
of Health, and the Medical Schools at USC and UCLA, for one year. Although the position paid him to be
a part of the planning process, he described his participation as a “Promotion to a level of incompetence.”
He recalls, “they gave me a job with nothing to do in a trailer and no involvement at all in any of the
politics or physical [development of the hospital.”® Despite all his intellect and ambition, White’s
confession reveals how black middle class professionals are still stigmatized as “ghetto” as the neighbors

and patients they serve.

% Daniel Simon. Dissertation. “The Creation of the King-Drew Medical Complex and the Politics of Public
Memory” (University of Hawai’i at Manoa: Department of American Studies, 2014) p. 74
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Figure 1.1 Dr. Sol White’s Proposed Health Care District
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Figure 1.1. Dr. Sol White’s proposed health district is shaded in dark grey. White’s original stand-alone
practice in 1957 is located in the northwest corner of the map (Dr. Sol White’s West Los Angeles Clinic),
close to the Ross Medical Center. In 1960, Dr. Sol White moved practice to the middle of Watts (Dr. Sol
White’s Watts Clinic). Map made for author by Breanna Spears.
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Figure 1.2 1965 Jet Magazine Article

WATTS REPORT: DOCTOR WITH 10,000 PATIENTS

CALLED ‘ODD BALL,” MEDIC IN WATTS SHUNS MONEY TO HELP POOR
By SIMEON BOOKER, JET Washington Bureau Chief { g p i

Frequently referred to as “an odd ball” in the 150-mem-
ber Los Angeles Charles Drew Medical Soclety is 35-year-
old Dr. Sol White Jr. Six years ago, unlike many of his
colleagues, he opened offices in the virtually all-Negro
Watts area and became the first specialist in the com-
munity, Most of the other medical men—with an eye
toward wealthier and almed
toward a more middle- clus mukeb—prerenbly inte-

grated.
lh.ny of the Negro doctors have become richer, own
$100,000 homes, boast name clients. A prime target of this
group Is to win privileges in white hospitals.
As a pediatrician, Dr. Sol White boasts 10,000 patients
in Watts, where 50 per cent of the residents are 15 years
old or younger, talks about long hours in his clinie, cam-
paigns for a Watts hospital and has become a soul and
heart of one of America’s most publicized and ible Children line ha o ce and await turn for cnccup as affable
neighborhoods. pediatricia ks boy's ear for possible infection.

| B8 2
)
o8

®
A

Sitting in his Watts o] White takes breather from
arduous task of lcg!:fu to cares of 10,000 patients.

Across street from his ofice, Dr. White stands on spot where
store formerly stood before fiery Walls riots last pear.
Aide administers hearing fest to youth as Dr. White che s that a massive project will be undertaken to relieve the

pationt’s madical history. soaring unemployment. Despite the talk of neglect, middle-
class Negroes have joined with Watts leaders to improve
conditions. The NAACP activated its branch, the Urban
League opened an office and business firms have begun
to establish offices. A Negro dentist, Dr. Booker Tucker,
1s bullding a half-million-dollar medical center, one of
the new show places of the area. There is throbbing in-
terest in creation of more small businesses, credit unions
and housing developments.

As to the future of Watts, the Texas-born medico feels
that Negroes In the professional ranks (at present, only
25 doctors for an estimated 200,000 persons) must become
involved along with lay people and encourage more col-
leagues to come Into the neighborhood, He feels that there
must be a blending of optimism along constructive lines to
match the fury and militance of the masses. “This could
be the community of tomorrow,” sald Dr. White, “once it
has been de-ghettoized and rebullt.” As a middle-class Ne-
gro, Dr. White does his part to hasten the new era.

N. C. All-White Dental Group Must Admit Negroes

The all-white North Carolina Dental Soclety was ordered

Waiting patients are appeased with toys and balloons that the Wi I racial barriers and in 1t
doclor keeps on hand. Young girl appears amused. ‘:eb "': l:m‘ tely. begin admitting qualified

n

Figure 1.2. Simeon Booker. “Watts Report: Doctor with 10,000 Patients / Called ‘Odd ball”
Medic in Watts.” April, 1966 Jet Magazine.
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Figure 1.3 — The Distribution of Black Physicians in the United States

Table 1. Distribution of Black Physicians by School of Graduation, 1967.

School Total Per cent
Total Graduates 4,805 100.0

How.ar.d University College of 2,186 455

Medicine

Meharry Medical College 1,822 37.9

All other U.S. Schools 726 15.1

Canadian medical schools 19 0.4

Foreign medical schools 52 1.1

Table 2. Distribution of NMA Physicians by Region and State, 1967

Division Total NMA Division Total NMA
State Members State Members
Total Physicians 4,805
New England 93 East South Central 275
Connecticut 41 Alabama 61
Maine 3 Kentucky 37
Massachusetts 43 Mississippi 44
New Hampshire 0 Tennessee 133
Rhode Island 6
Vermont 0 West South Central 244
Arkansas 17
Middle Atlantic 976 Louisiana 62
New Jersey 178 Oklahoma 30
New York 562 Texas 135
Pennsylvania 236
Mountain 29
East North Central 921 Arizona 12
Illinois 265 Colorado 8
Indiana 99 Idaho 0
Michigan 270 Montana 0
Ohio 256 Nevada 3
Wisconsin 31 New Mexico 5
Utah 0
West North Central 197 Wyoming 1
Iowa 12
Kansas 23 Pacific 598
Minnesota 19 Alaska 0
Missouri 135 California 574
Nebraska 7 Hawaii 4
North Dakota 1 Oregon 6
South Dakota 0 Washington 14
South Atlantic 1084 Possessions 22
Delaware 11 Puerto Rico 11
District of Columbia 417 Virgin Islands 11
Florida 82
Georgia 86 Address Unknown 84
Maryland 163
North Carolina 130 Overseas 262
South Carolina 45
Virginia 138 Foreign Countries 20
West Virginia 12

Source: M. Alfred Haynes. “The Distribution of Black Physicians in the United States” in the Journal of the
National Medical Association, November 1969. Vol. 61 (6) p. 470-473
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Chapter Two
Health as Urban Renewal: California Hospital Policy, Anti-poverty Programs, and “Ghetto”
Health Districts

On January 29, 1966, Dr. Sol White and representatives of the all black and male Drew Medical
Society found themselves outflanked and out organized by the leaders, activists, and members of over
thirty community groups.'” Led by Ted Watkins, the prominent leader of the Watts Community Action
Labor Council, the meeting was convened in order to settle an urgent matter regarding the nature of a new
proposed hospital and health district in the community. The idea for a new health district tied to the city’s
poorest black census tracts had been the original idea of Dr. Sol White, who envisioned the construction
of a 200-bed for-profit hospital directed by him to service those within the district.'”"

Four months prior, the Watts Riots of 1965 heightened scrutiny of his original plan because the
extent of riot damage shone a bright light on the scope of need for more health services and jobs in the
community. It also drew attention to the potential profitability of the implementation of new Medicare
and Medicaid laws in low income neighborhoods. The meeting demonstrated that, by late January, a slew
of competitors had come forward to contest Drew Medical Society’s original certification petition.'” The
most controversial of these was the bid placed forth by the Los Angeles County Department of Health,
led by County Supervisor Kenneth Hahn, to maximize the state’s allotment of beds in the district to
construct a 735-bed county hospital. Their bid immediately ignited the ire of black community physicians
and rose concern amongst representatives of the California Hospital Association, both of whom
traditionally saw “charity” hospitals as competitors that undercut their ability to grow private physician

practices and profits.

1% Eugene Purnell, Secretary, Laborers Local 300. Anti-poverty Committee. News Release “Community

Organizations in Watts United for County Hospital” Jan. 30, 1966. Kenneth Hahn Collection. Box 200, Folder 14.
Martin Luther King, Jr. Hospital, Hearing (Special Collections, Huntington Library)

%! White originally presented a petition to build a 200-bed hospital to the California Hospital Association in early
1965 and then amended it to reflect 300-beds in December of 1966 “February 10, 1965 State Advisory Hospital
Council Meeting Minutes.” Kenneth Hahn Collection. Box 200, Folder 1 (Special Collections, Huntington Library)
192 By February 1966, there were five petitioners: The Watts Community Hospital (White), South Los Angeles
Community Hospital (Sweeney), Community Hospital for Watts (Burton), Jay Garland Memorial Hospital
(Garland), City and County Plan (County of Los Angeles). Agenda. State Hospital Advisory Council Meeting
Minutes. February 24, 1966. Kenneth Hahn Collection. Box 200, Folder 14. Martin Luther King, Jr. Hospital,
Hearing (Special Collections, Huntington Library)
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The town hall was called to settle the debate about who ought to take responsibility for the
healthcare of Watts residents. The discussion centered around whether or not the new hospital should be
privately-owned or publicly-funded. “After hearing speakers for a private hospital and a county hospital,
[the room] voted overwhelmingly to adopt a resolution urging the board of supervisors to take immediate

steps to build a County Hospital in Watts, whose doors would be open to private doctors and their

patients.”'®

While the vote held no legal power, it amassed enough political clout to help sway the
California Hospital Association, the official deciding body, to entertain the petition by the Los Angeles
County Board of Supervisors more seriously than the original petition by Dr. Sol White.

Since 1963, the California Hospital Commission, a council of private hospital owners, held the
decisive power to certify hospital construction in California. Made for and by private capitalists to
progress their industry’s interests, these certification hearings were typically privately-held meetings
where peers of hospital owners met to weigh the merits of new hospital construction permits based on
their collective interests as capitalists. As such, the Association generally focused on the certification of
privately-run hospitals rather than “charity” hospitals which undercut their collective profits. With the
publicity around the riots, Sol White’s petition, the County’s petition, and the town hall, however, drew
enough public scrutiny and attention on the Commission to make ruling against the creation of a new
health district unlikely.

In this way, one of the most important products of the town hall was its power to pressure the
California Hospital Association to agree to a new health district. It also helped Supervisor Hahn
orchestrate a plan to subsume the desire of the Drew Society members to build their own independently-
run private hospital under the County’s desire to quell resident dissatisfaction and frustration over being
economically and socially isolated from mainstream society. Hahn hoped to modernize the role of the
proposed county hospital by using new billing methods made possible through Medicare and Medicaid to

cater to both private paying and welfare eligible patients. It was also imperative to him and the

' Eugene Purnell, Secretary, Laborers Local 300. Anti-poverty Committee. News Release “Community

Organizations in Watts United for County Hospital” Jan. 30, 1966. Kenneth Hahn Collection. Box 200, Folder 14.
Martin Luther King, Jr. Hospital, Hearing (Special Collections, Huntington Library)
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Commission that any hospital certification or riot remediation program be led and owned by local
residents, as opposed to “outsiders,” because all new funding for health and anti-poverty programs under

President Johnson’s new initiatives required it.'

As such, the Commission gave the certification to the
County of Los Angeles with the full expectation that “community” members, the Drew Medical Society,
and the local medical schools at UCLA and USC participate in its formation and operation.

I argue that the health district certified in 1966 became a new definitive spatial expression of state
power for modern hospital health planning. Rather than drive health resources away from the “ghetto,”
the geographic boundaries of Watts’ health district rendered a once purely discursive object — poverty —
a visible and discrete problem for containment and eradication while normalizing and naturalizing free
market health practices outside the area as part of a new multicultural mainstream. The spatial
differentiation of Watts was not meant to arrest development in the area but track its eventual absorption
with the rest of society. Significantly, the Watts Health District did not select out every community with
black residents as part of the county’s new health district but reserved the district’s boundaries for black
residents who regularly could not afford to pay for health services on their own.

The health district’s significance lies with its exposure of metropolitan spaces that private
hospitalists were, until 1965, unwilling to admit needed government intervention. The Watts Riots
exposed a humanitarian crisis of extreme dense poverty that could not be fixed by the “invisible hand of
the market,” the belief that human needs can be efficiently met through private entrepreneurship.'®” To fix
the crisis, the California Hospital Commission recruited legislation originally crafted for “rural” health
districts to create a new designation - the poverty metropolitan district, or a “ghetto” health district.

Unlike rural districts which were determined by the ratio of population to space, the main determinative

1% T cover this policy of recruitment and implementation requiring the participation of the poor, known as “citizen

participation” and/or “maximum feasible participation” later in the chapter.

19 The phrase “invisible hand of the market” is generally attributed to Adam Smith’s writings on laissez-faire
economics in 18" Century Europe and popularized in his texts, The Theory of Moral Sentiments (1759) and The
Wealth of Nations (1776). It usually refers to the idea that trade and market exchange automatically channel self-
interests toward socially desirable ends.

66



eligibility for ghetto districts was the eligibility of petitioners and patients to qualify for federal health and
anti-poverty assistance.

Ultimately, the County’s objective was not to use these funds to undercut the profits of free market
medicine but lubricate the transition of the community into healthcare standards held and determined
elsewhere. Under President Johnson’s citizen “participation mandate,” the county’s health-as-urban
renewal program would be measured upon the degree by which it could recruit the poor to carry out their
own anti-poverty programs. In short, the measurement of success would largely depend on the extent to
which the poor recognized themselves as both the problem to be solved and solvers of the problem. The
County and Drew Society members heralded this scheme as a way to strengthen the black community’s
commitment to universal labor participation and respectable marriage and family formation.

While the creation of the new health district rallied the County and black community to vanquish
poverty and health inequality by maximizing the state’s entire bed allocation of 735 beds, the
Commission quietly debated the merits of granting so many beds to an operator where residents were still
so poor and when the efficacy of antipoverty programs were so unproven. The ensuing bed debate
between Drew, the County, and the Commission shows that keeping a reserve number of un-built beds
was an important device for private hospital owners to exploit in order to keep their profits high. While
the commission conceded to the creation of a new health district, their final recommendation to build a
438-bed hospital instead of a 735-bed hospital reveals that they believed that poverty determined profits
not bed ratios.

Ultimately, the “ghetto” health district had a short-lived existence.'” The hospital built and opened
in 1972 based on the ghetto health districting plan, King-Drew Medical Center and the Watts-

Willowbrook health district, would be re-termed by federal authorities and generally known to healthcare

1% In fact, the State Advisory Hospital Council Meeting in February of 1966 shows that the California Hospital

Association was actively debating how bed allocations to “general hospitals” should be properly determined. The
meeting minutes suggest that authorities were beginning to move away from geographically contiguous ideas of
health markets to spatial areas that overlapped each other. In other words, private hospitals would decide their
boundaries separately from general hospitals to catch different populations. “February 24, 1966 State Advisory
Hospital Council Meeting Minutes.” Kenneth Hahn Collection. Box 200, Folder 1 (Special Collections, Huntington
Library)
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administrators in 1973 as a medically underserved area/population (MUA/P), a distinction that named the
persistent lack of health providers, institutions, and service in an area or amongst a specific social
population based on several key indices of poverty. The “ghetto” health district thus exposes an incredibly
short period where health planners deployed the term “ghetto” not as a diminutive term but as a term that
captured how the ghetto and its meaning could be re-defined to signify something productive and non-

threatening.

Seeing Like A State

The use of new geospatial units such as the “poverty district” and statistical combinations to make
certain sub-populations “seeable” in the population were fundamental elements of President Johnson’s
War on Poverty programs in the mid-1960s. Although Dr. White had submitted his original petition to
win designation for his proposed health district using the language of poverty districts in February 1965,
the use of such distinctions were not commonplace knowledge or immediately recognizable to most local
politicians and American businessmen outside of the District of Columbia. In the wake of the Watts riots,
White’s proposed district sent medical and political leaders on an educational journey to update
themselves on the latest economic and social theory behind new state technologies around geospatial
units. That education broadened the uses and applications of economic language previously and
exclusively used by American diplomats, economists, and state bureaucrats in developing nations.

White’s proposed outline of a twenty-square mile district containing a socio-economically uniform
community across the indices of race, age, class, and space reveals that he was far ahead of most local
politicians in understanding how to leverage new federal anti-poverty and healthcare reforms. His
knowledge was a testament to the close relationship that had developed between President Johnson and

the all-black and all-male National Medical Association (NMA) during the President’s famous fallout
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between his office and the more mainstream and white American Medical Association (AMA)."”” That
relationship fast tracked knowledge about federal reforms directly to White through the NMA’s annual
leadership meetings. White had attended them as an activist, and later, as President of the Drew Medical
Society, Los Angeles’ local NMA chapter.'®

When he crafted the district’s boundary lines, White did not rely on sophisticated techniques of
cartography and statistics but drew it based on his perceptions of where Los Angeles’ poor black
neighborhood of South Central ended and where new racially integrated middle class neighborhoods
began. At the same time, White had also reached out to Kenneth Hahn and the Board of Supervisors in an
attempt to curry favor for his health district to be designated as a rural, not metropolitan, district hospital.
As I explore later, the designation would have provided him with construction and operating costs drawn
from a district tax.

While both the Hospital Association and County knew there was a need for a hospital in the area,
they separately tabled his petition because he did not present proof of ready capital and provided a
rationale, at first, confusing to both of them. With a population in the district well over 100,000 people all
living near or below the poverty line, both agencies did not know how to proceed given that it could not
be designated as a rural district nor could it generate enough funds on its own to sustain itself as a
metropolitan hospital. In fact, White presented evidence of the area’s poverty by citing that the
neighborhood was “a high unemployment rate area, a high welfare aid area, and is the recipient of funds
from the Anti-poverty program, the Manpower Training Program, Urban renewal, etc.”'®
Hardly inclined to perceive how such poverty could be considered an asset, the Commission ruled

that “although [it] agreed that the need was great,” it tabled the matter and “expressed concern over the

197 According to Martha Derthick, the NMA essentially “represented the medical professional” between 1963 and
1965 since the AMA was “implacably hostile to government health insurance.” Policy Making for Social Security
(Washington, D.C.: Brookings Institute, 1979), page 96.

1% According to Daniel Simon, White was actually on an extended trip back from the NMA’s annual meeting in
Cincinnati when the riots broke out in August. Daniel Simon. Dissertation. “The Creation of the King-Drew Medical
Complex and the Politics of Public Memory” (University of Hawai’i at Manoa: Department of American Studies,
2014) p. 70

1% February 23, 1965 Letter, Dr. Sol White to Los Angeles Board of Supervisors. Kenneth Hahn Collection Box
200, Folder 1 (Special Collections, Huntington Library)
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ability of the requesting group to raise the necessary 1/3 funds for [federal and state hospital funds for]
construction and expressed concern over the ability of the citizenry who would become patients in the
facility to support annual operating cost requirements.”''" As I will show in the next section, the
statements by both the Commission and the relative absence of activity by the County reveal that they had
measured White’s proposals on standards used by the industry and government for private hospital
operators that existed prior to 1965. These show that both had not yet seriously considered the impact of
new federal legislations on their activities in the wake of their implementation.

The Watts Riots served as the platform to prompt both agencies to re-consider White’s proposal
under the framework of the new health and anti-poverty programs as he had originally intended them to.
After the riots had subsided in August, the Hospital Commission and Hahn followed the lead of the
Governor Brown’s official riot investigation panel, the McCone Commission, by assessing the needs of
Watts’ citizens and understand how existing state and private resources could meet the crisis unfolding in
Watts. The California Hospital Commission commissioned its own study, the “Special Study of South
and Southeast Los Angeles Metropolitan Area for Existing General Acute Hospital Facilities and
Proposals of Acute Facilities,” to determine how new health laws could dovetail with anti-poverty efforts.

The study confirmed that White had correctly identified a core district of poverty with virtually
no hospitals in its boundaries. (See Figure 2.1) It also affirmed that not all census tracts containing black
residents were poor and found that areas just outside of the proposed health district were dotted with
hospitals, a majority of which were in danger of losing all or nearly all accredited beds in the wake of new
Medicare and Medicaid requirements.''' (See Figure 2.2) The findings unearthed a common pathology
around rioting that believed that poverty painted the expected pathway of future and past social disorder.

The study added to this pathology by suggesting that the spread of poverty might also place hospitals

" February 24, 1966 State Advisory Hospital Council Meeting Minutes. Kenneth Hahn Collection Box 200, Folder

4 (Special Collections, Huntington Library)

""" The Agenda and Minutes of the State Advisory Hospital Council. Meeting on Feb 10-11, 1965 in Los Angeles
reflect that the entire 177 bed inventory in Watts in 1965 was deemed “nonconforming,” meaning that a all of its bed
stock would be unable to operate at industry standards when Medicare and Medicaid were implemented later that
year. February 23, 1965 Letter, Dr. Sol White to Los Angeles Board of Supervisors. Kenneth Hahn Collection Box
200, Folder 1 (Special Collections, Huntington Library)
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operating in adjacent neighborhoods in imminent financial danger. To convey this, the study team noted
the district’s bed needs would be entirely unfilled and drew “a grouping of population census tract areas
around the periphery of Dr. White’s geographical delineation, to reflect what appears to be an increase in
high percentage Negro population with related socio-economic factors.”'"

Alyosha Goldstein argues that American anxieties about the spread of poverty on American soil
reflected concern about social disorder and economic upheaval associated with the Cold War and global
decolonization movements abroad. He argues that President Johnson’s War on Poverty programs not only
reflected this anxiety but refracted its programmatic agenda to mirror U.S. foreign policy initiatives for
developing nations. He argues that, “in countries diagnosed as underdeveloped, economic growth
ostensibly required industrialization fostered by (not altogether altruistic) direct foreign investment and

1 55113

the development of the labor force through investments in human capita According to him, this

“gospel of growth was the core principle of US development and modernization initiatives, both abroad
and at home.”""*

The authentication of Watts as a spatially distinct economic unit thus primed the neighborhood for
political and economic intervention originally designed for underdeveloped nations. Timothy Mitchell
argues that this shared way of seeing was the product of the “development of the economy as a discursive

object” between economists and state technocrats between the 1930s and 1950s.'"

It provided a
geospatial representation of the economy “in which the world was pictured in the form of separate nation-
states, with each state marking the boundary of a distinct economy.” It, more importantly, “provided a

new, everyday political language in which the nation-state could speak of itself and imagine its existence

as something natural, spatially bounded, and subject to political management.”

"2 “Foreword” Special Study of South and Southeast Los Angeles Metropolitan Area Relating to Existing General

Acute Hospital Facilities and Proposals for Acute Facilities Dec 14, 1965 Hospital Planning Association of Southern
California Kenneth Hahn Collection Box 200, Folder 1 (Special Collections, Huntington Library)

'3 Alyosha Goldstein Poverty in Common: The Politics of Community Action during the American Century.
Durham: Duke University, 2012. p. 17

"4 Alyosha Goldstein Poverty in Common: The Politics of Community Action during the American Century.
Durham: Duke University, 2012. p. 17

5 Timothy Mitchell, “Origins and Limits of the Modern Idea of the Economy” (Paper presented at the Workshop
on Positivism and Post-Positivism, University of Chicago, October 2001), 18-19, 20, 22. Also see: Timothy
Mitchell, Rule of Experts: Egypt, Techno-politics, Modernity (Berkeley: University of California, 2002)
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White’s petition affirmed the power of this language by presenting himself as both the agent of and
subject to political management. His petition demonstrated a willingness to see and understand spatially
bounded poverty and economic stagnation as a problem in the same way that postwar global economists
and government bureaucrats pushing for the “gospel of growth” outside the community did. White’s
distinctive identity as resident of Watts, however, ensured that the main agent of the President’s policy of
“the gospel of growth” would emanate from an embedded voice rather than a foreign one.

“The gospel of growth” did, however, require operatives at local levels to determine the pathway of
development. The riots represented an opportunity for private hospital industrialists and local government
leaders to consider local economic investment in new service industries like healthcare rather than old
industries now being outsourced to new markets abroad. Likewise, instead of developing a labor force for
a declining manufacturing economy, the new health district aligned Watts’ manpower development
programs to expand labor opportunities within healthcare. For local black leaders and for the Drew
Medical Society, it was important that this manpower development program focus on recuperating black
manhood from what they regarded as a dangerous pattern of state support for the autonomy of black
women.

What is significant about the system of spatial differentiation employed in the 1960s is that it
revived older spatial representations of racial settlement to much different ends. As scholars of quarantine
and infectious disease management in the late 19" and early 20" century have shown, the construction of
health districts were more frequently meant to limit investment of state resources in public health
infrastructure and capitalist development within them in order to favor white settlement elsewhere in

116

surrounding neighborhoods. ™ Whereas that body of scholarship uses the use of health districts to affirm

'1° Of the many great pieces of scholarship, I suggest: Howard Markel. Quarantine! East European Jewish
Immigrants and the New York City Epidemics of 1892 (Baltimore, Johns Hopkins University Press, 1997); John
McKiernan-Gonzalez. Fevered Measures: Public Health and Race at the Texas-Mexico Border, 1848-1942
(Durham: Duke University, 2012); Natalia Molina. Fit to Be Citizens? Public Health and Race in Los Angeles,
1879-1939 (Berkeley: University of California Press, 2006); Nayan Shah. Contagious Divides: Epidemics and Race
in San Francisco’s Chinatown (Berkeley: University of California Press, 2001); Samuel K. Roberts, Jr.. Infectious
Fear: Politics, Disease, and the Health Effects of Segregation (Chapel Hill: University of North Carolina Press,
2009); and, William Deverell. Whitewashed Adobe: The Rise of Los Angeles and the Re-making of its Mexican Past
(Berkeley: University of California Press, 2004)
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the existence of a racial state that defined national citizenship as white, the Watts health district worked
towards opposite ends by representing itself as a technique of racial liberalism that supported a new

multicultural state.

Settling Citizenship

In April 1966, the California Hospital Association approved plans to designate Watts as a poverty
metropolitan district, a term others elsewhere referred to more colloquially and diminutively as a “ghetto”
health district. The creation of this distinction indicates that private and government officials did not
reverse their thinking around rural and metropolitan health districts but created an entirely new distinction
for low income neighborhoods in urban settings. The new distinction represented how the medical
community could use new health and anti-poverty funds to enter into new medical markets where health
consumption countered normative expectations of utilization. In doing so, the distinction did not depart
from a long history of California policy objectives that were designed to settle citizens into the region as
free market consumers of western medicine.

As the absence of Los Angeles and California within the history of hospitals indicates, the region’s
overarching policy objective of migration and settlement of white anglos since California’s statehood

developed a larger public hospital system than most Eastern Atlantic states.'"’

The California legislature
framed the care of white men who migrated alone and fell sick as a pending moral and national crisis,

mandating in 1855 that each county create provisions of care that many used to build a public hospital.'"®

"7 The two most definitive monographs on the history of hospitals are Rosemary Stevens’ In Sickness and in

Wealth: American Hospitals in the Twentieth Century (New York: Basic Books, 1989) and Charles Rosenberg’s The
Care of Strangers: The Rise of America’s Hospital System (Baltimore, Johns Hopkins University Press, 1987). Both
rightly focus their attention on the rise of for-profit hospitals, which are the lionshare of the U.S. Hospital market. In
doing so, they do not pay attention to California’s hospital market until a robust private market emerges after WWI
in the state.

'8 Without a strong economic base to support the building of private paying hospitals and an imbalance in the ratio
of white men to white women, the California legislature passed the Pauper Act in 1855, which mandated the care of
poor patients by each county government. The Daughters of Charity actually were motivated to migrate to Los
Angeles in order to care for white male settlers and won the first contract from the County of Los Angeles to provide
care for indigent settlers. As a 1885 Los Angeles Times article demonstrates in its description of an Independence
Day event celebrating the lives of white patients at the county hospital, the hospital became an acceptable way to
incarcerate indigent men as health hazards without invalidating their value as citizens or suffering their presence on
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When White migration of families increased between the 1870 and the 1920s to California, the reputation
of hospitals and medical professionals were changing for the better, such that California’s vast public
health infrastructure was looked upon as favorable amenity that anchored greater migration to the state
than other locations.

By the end of WWII, California’s large public hospital infrastructure and the settlement of veterans
used to routine health checkups in the military into the region had produced a large population of
consumers accustomed to hospital services and regular care. Continued national migration due to the war
and the resettlement of whites within the county thus spurred private hospital construction in new white
communities further from the nucleus of downtown Los Angeles. According to Margaret Taylor,
however, some citizens in rapidly changing neighborhoods demanded a mechanism to secure hospital
services in locations not yet recognized by private hospital industrialists or by public health officials as

worthy of a hospital.'"

As she argues, citizens couched their demands for local hospitals within a broader
desire for other public utilities such as water, sanitation, and energy services.

In 1945, the California legislature established “special districts” to address the crisis in matching
the demand for public services and utilities with the explosive growth of California’s population after
World War II. According to Taylor, special districts were “created at the will of local residents to fulfill a

particular need not being met by other governmental or private agencies.”' >’

The California legislature
created stipulations for special districts specifically concerned with health by enacting the Local Hospital

District Law (section 32000 et. seq. of the Health and Safety Code) to “give rural, low income areas

without ready access to hospital facilities a source of tax dollars that could be used to construct and

the street. “At the County Hospital - A Large Attendance of Visitors and Credible Exercises,” Los Angeles Times
(Los Angeles, California, July 5, 1885), 6.

"% Taylor, Margaret. California’s Health Districts. White Paper prepared for the California Healthcare Foundation.
April, 2006

120 Taylor, Margaret. California’s Health Districts. White Paper prepared for the California Healthcare Foundation.
April, 2006. p 4.
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operate community hospitals and health care institutions, and, in medically underserved areas, to recruit
physicians and support their practices (e.g., subsidies, office space, equipment).”'*!

White sought the rural district designation in 1965 precisely because it did not call upon the county
to build a new “charity” hospital in Watts but would have empowered him as the private agent to
administer public health services on behalf of a fund drawn from local taxpayers. By law, citizens would
have to vote for the tax and empower a council to draw up a contract of services and secure an agent
either by creating its own service entity or subcontracting it out to an existing vendor. While these
districts did have to agree to some contractual public health responsibilities, a lion share of their services
would be based on fee payment schedules. As Taylor points out, many of these health district hospitals
soon anchored more residential migration to their districts such that their designations as “rural” soon lost
its meaning amongst a growing white metropolis of mostly independent hospital operators.'*

By the 1960s, the tendency of hospitals to cluster close to each other prompted operators looking to
defend the profitability of their hospitals with new competitors and state bureaucrats concerned with
rising healthcare costs to initiate new policies to fight a new phenomenon called “overbedding.”'*
Whereas citizens were once concerned with the lack of availability of hospital services in their

neighborhoods, the concentration of hospital beds in some areas caused the California Hospital

Association and the California State Bureau of Hospitals to band together to create a new distinction

"2 Taylor, Margaret. California’s Health Districts. White Paper prepared for the California Healthcare Foundation.

April, 2006.p 5

'22 Taylor shows that crowded competition has changed the nature and function of these districts. Since the
implementation of the rural health district law, “close to a third of these districts have closed, leased, or sold their
hospitals; some have declared bankruptcy; and many have changed and expanded their historic mission as providers
of acute care to become funders of community health services. To a large extent, these changes in district functions
have occurred in reaction to the evolving California health care environment, which has forced all hospitals,
especially smaller facilities, to re-examine their reasons for continued existence.” Taylor, Margaret. California’s
Health Districts. White Paper prepared for the California Healthcare Foundation. April, 2006. p 7

'2 James Schooler, chairman of the California Hospital Association’s Southern California coast area hospital
planning committee, first explained this phenomenon to readers of the Los Angeles Times in 1965. He stated, “when
a community becomes over-bedded, the cost of maintaining such unoccupied beds is eventually borne by the
‘consumer’, the hospitalized patient.” This “hidden h-tax” made healthcare costs unaffordable for a larger and larger
pool of consumers. See: “Hospital Beds Pose Problems: West Side Paradox: Too Many Here and Too Few There”
January 3, 1965 The Los Angeles Times p. WS1 and “Application for New Hospital Turned Down” August 11, 1964
The Los Angeles Times, p. A8
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called the “metropolitan district,” an entity devised not to encourage growth but to regulate it.'>* The
central concern was that competition between operators were driving a surplus of beds that went
unoccupied. Operators balanced the costs of labor staffed to unoccupied beds on the billing statements
that they passed on to patients in occupied beds, raising the cost for all patients dramatically and
unevenly.

Private operators voluntarily agreed to participate in metropolitan districting to keep costs down
and to limit new competition to save the profitability of their ventures. In 1961, private hospitalists began
to self organize themselves into metropolitan districts and agreed to a bed-to-population ratio set by the
federal and state governments to determine the proper number of beds within a given district based on its
population. In 1963, the California Bureau of Hospitals made it mandatory that any hospital seeking
federal and state hospital construction assistance funds (otherwise known as Hill-Burton funds) for an
area populated with more than 100,000 people obtain certification first with the California Hospital
Association’s new metropolitan district system. In theory, the system froze all new construction in
“overbedded” districts and limited the size of hospitals to available bed surpluses in under-bedded
districts.

The new criteria made it virtually impossible for White’s proposed hospital to be eligible for state
and federal assistance funds as a metropolitan district hospital. The new process universally assumed that
any new hospital construction would come from entrepreneurs wealthy enough to enter the market with

enough ready capital amounting to at least one-third of proposed construction costs and have enough

124 The process to create metropolitan health districts first began as a joint venture between the California Bureau of

Hospitals and the California Hospital Association at the private hospital’s industry conference in 1960. According to
Dr. John Smits, the California Hospital Association’s President-Elect and regional director of Kaiser Foundation
Hospitals, delegates approved a measure that would ensure that “no new hospitals or expansion of existing hospitals
until the projects could be reviewed against a master plan.” In 1963, the California Bureau of Hospitals required any
applicant seeking to receive state construction funds meet eligibility through this new process. According to Gordon
Cumming, Director of the California Bureau of Hospitals, the program “would reduce the state’s hospital building
outlay from $1.5 Billion to $750 million between now (1960) and 1975” by placing “emphases ‘on having the right
hospital at the right time at the right place.”” See: “Hospital Leaders Cite State Planning Needs” October 27, 1960
Los Angeles Times p. B8 and “Overhaul of Hospital Funds Rules Proposed: Greater Voice Urged for Planning
Councils in State and Federal Construction Grants” Dec. 7, 1962 Los Angeles Times p. A9

76



costs to cover initial operating costs.'”> As a poor community physician from a resource deprived health
market, White’s financial profile could not win a construction permit based on the fact that he did not
have the sufficient funds for both construction and operation.

His profile as an embedded agent and member of the Watts community, however, did make White
eligible to receive state and federal assistance funding from a range of sources related to federal health
manpower development programs, health service contracts, and anti-poverty programs. Under President
Johnson’s “citizen participation” mandate, any authority seeking these funds would have to demonstrate
the successful recruitment of the poor into the planning and implementation of these programs and
funds."”® In short, the capital that White brought to the planning process was his not his meager and non-
existent financial capital, but rather the social capital he brought in authenticating the project as an anti-
poverty program through his identity as part of the “poor” class rather than as a part of a medical class.

The California Hospital Commission entertained the power of these anti-poverty programs because
they promised to transform and eventually replace Medicare and Medicaid eligible consumers with free
market consumers. The goal of anti-poverty programs was not to make individuals more dependent on
government intervention, but more independently responsible through its main objective to push and arm
laborers with new and locally relevant job skills. Conservatively, the Commission tied the eventual
certification of “ghetto” health districts to the high probability that Medicare and Medicaid and some
federal and state assistance programs would cover some of the operating costs of the proposed hospital.
Be that as it may, it did not solve the problem of hospital construction costs.

Hahn’s orchestration of a partnership between the County of Los Angeles and the Drew Medical
Society paved a viable pathway that fused the County’s identity as an agent with funds and Drew
Society’s identity as embedded “poor” leaders/subjects together. This partnership made it possible to win

certification while amplifying the chances for more resources as an official anti-poverty program. More

'2 The one-third construction costs would be matched by Hill-Burton funds drawn from the federal government and

the California Bureau of Hospitals.
12 For more on citizen participation, see: Alyosha Goldstein Poverty in Common: The Politics of Community Action
during the American Century. Durham: Duke University, 2012
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importantly, the plan signaled the transformation of “charity” care into something new and desirable for
healthcare.

Whereas charity hospitals were seen as competitors that undercut the ability of surrounding
hospitals to make profit, Medicare and Medicaid empowered traditional patients of charity hospitals to
seek care in the “mainstream” of free market healthcare. Hahn’s scheme proposed to use the County’s
ready cache of capital to transition Los Angeles County Hospitals into, essentially, free market
competitors in low income communities that billed federally-eligible patients and fee-paying consumers
as all providers theoretically could after 1965. Additionally, if Hahn’s vision worked, Drew Society’s
members would eventually develop into the hospital’s legitimate leaders and tenants.

The participation of the Drew Medical Society therefore made the Watts health district a
definitively unique project because it purposely crafted the hospital as the principle economic engine in
the neighborhood. The creation of a health district in Watts did two things. First, the Commission, equally
concerned about the spread of poverty towards neighboring hospitals just outside of Watts, saw the
usefulness of creating an agent that took responsibility for its containment. Second, the identity of the
district as a “ghetto” anti-poverty district armed it with additional tools to potentially transform it into a

thriving free market district as metropolitan and rural district hospitals were in the rest of the county.

Profiting from the Unbuilt and the Under-serviced

The successful certification of a new type of health district — the “ghetto” health district — was
heralded by the California Hospital Association, the California Bureau of Hospitals, the County of Los
Angeles, and black community activists as the device to transition the community from relative social and
economic isolation into a new multicultural society premised on private healthcare. For public
bureaucrats, the district demonstrated how bed-to-patient ratios could be rationally met through the
intensification of free market principles in metropolitan districts by relying on private actors to act in the

best interests of all citizens. For private hospital operators, however, the district’s formation was more
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important to them as a concession that won them the right to exit from the public stage and remove any
potential public scrutiny of their unsavory internal practices.

By allowing this public-private relationship between the County and Drew to take center stage, the
Association sought to prevent discovery of its internal practices over bed surplus allocations. Deeper
interrogation of the Association show that private hospital operators were not interested in maximizing
bed to population ratios to evenly distribute services and contain costs. Instead, their unwillingness to
grant White’s original petition reveals how they exploited their bed surpluses to maximize private profits.

In making Hill-Burton funds contingent on the certification process of the Association, the state
had left the key elements of determining the size and membership of each metropolitan district to the
hospital industry. In doing so, hospitalists organized smaller districts to keep competitors out of affluent
markets and larger metropolitan districts for more socioeconomically diverse areas of the city. The effect
created small profitable markets in the city’s affluent regions that were difficult for new competitors to
enter. It also furnished more middling hospitals in older regions of the city with a reserve surplus of
unbuilt beds. Whereas some hospitalists formed metropolitan districts to maximize state bed ratios to
keep out competitors, others preferred to form districts that kept and treated their reserve of surplus beds
as private assets.

White had presented his petition in 1965 close enough to the creation of metropolitan districts in
1963 to reveal that the two districts that his proposed Watts District straddled, the Lynwood District (Area
819) and the Los Angeles Hospital District (Area 820) were both formed with a similar cushion of unbuilt
beds allocated to each.?’ (See Figure 2.3) These districts differed from the wealthy Santa Monica-West
district, which in 1964, turned down a proposal for a new 268-bed hospital because the “area [would]

55128

have sufficient hospital space because of expansion programs at existing hospitals.” = What’s surprising

127 February 23, 1965 Letter, Dr. Sol White to Los Angeles Board of Supervisors. Kenneth Hahn Collection Box

200, Folder 1 (Special Collections, Huntington Library)

128 «Application for New Hospital Turned Down” August 11, 1964 Los Angeles Times p. A8. This observation is
supported by the Special Study conducted by the Association in December 1965, which named the solidly middle-
class and professional neighborhoods of Burbank, Downey-Norwalk, Santa Monica, and Long Beach as fully
bedded districts. Special Study of South and Southeast Los Angeles Metropolitan Area Relating to Existing General
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is that while the more affluent Lynwood District held a population of 530,600 people, Los Angeles’
Hospital District held a population more than twice that amount (1,198,000 residents).

The drastic difference in population numbers reveal that the Hospital Commission permitted
hospitalist operators to organize districts in 1963 to seat and favor incumbent operators. The effect froze
out new competitors of certain lucrative markets because district members had organized their districts to
maximize bed ratios by the manipulation of the district’s irregular size. By making bed surpluses a tool of
power, competitors were forced to assess the meaning of a numerical surplus in a given hospital district.
A new competitor looking to do business in the Los Angeles Hospital District, thus, might be dissuaded
from entering the market if the surplus of beds was interpreted as a lack of confidence in what the actual
market could bear or if it reflected a belief that the most lucrative patients were likely to remain loyal to a
particular operator (and thus be unwilling to consider a competitor with newer and more modern beds.)

The similarity of surplus percentages of both Lynwood (16%) and Los Angeles District (12%)
reflect a more plausible answer - that neighboring operators colluded with each other to give themselves a
small enough surplus of beds that they could use at their discretion to build newer and more modern beds
without having to interrupt the operation of its current bed usages. Here, Lynwood’s smaller population
size suggests an intense spatial concentration of wealth that was more diffuse in Los Angeles’ hospital
district. These irregular sizes could be exploited to concentrate beds in particularly rich sections of the
district while relying on the numbers provided by poor residents in undeveloped sections of the district to
their advantage.

This phenomenon reflects a racial and class divide in Lynwood’s district. The creation of a Watts
health district substantially decreased the size and population of the Lynwood District, splitting the
district between a poor black and middle class white population. Lynwood’s original census of 530,600
people with a bed ratio of 1,138 beds was cut roughly in half with the creation of the Watts district, to

244,000 people with a new bed ratio of 760 beds. (See Figure 2.3) The removal of half of Lynwood’s

Acute Hospital Facilities and Proposals for Acute Facilities Dec 14, 1965 Hospital Planning Association of Southern
California Kenneth Hahn Collection Box 200, Folder 1 (Special Collections, Huntington Library)
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spatial terrain and population reveals that its 960 beds were dedicated to an extremely small but wealthy
clientele of 244,000 people located in the district’s eastern edge. That a majority of people and space
would be taken from it demonstrates that operators in the Lynwood District, particularly the Catholic-run
400-bed St. Francis Hospital, depended on Watts to furnish them with a surplus of beds that they did not
intend to use unless for refurbishment or distribute to new competitors. The new Watts district entirely
depleted Lynwood’s bed surplus so much that the new adjusted district was now “over-bedded” with 960
beds of a 760-bed allocation.

In fact, the loss of their reserve surplus of beds explains why the Catholic Diocese refused Hahn’s
invitation to be the agent and vendor of health care services in Watts in the wake of the riots. During the
month of December 1965, Hahn had invited nearby private operators outside of the Drew Medical
Society, such as the St. Francis Hospital’s Daughters of Charity and the Seventh Day Adventists, to take
leadership of a Watts hospital.'” Their refusal shows that they were concerned that beds in Watts would
not be profitable and that the surplus of beds Watts’ population gave to their current operations was not an
asset they wanted to relinquish.” In contrast to Lynwood’s newly adjusted “overbedded” district, the
new Watts District was left with a bed inventory of 177 beds, of which all were set to lapse as operable
beds with the implementation of Medicare and Medicaid. In other words, Watts was facing a possible bed

inventory of no beds to service its population of 344,000 residents.

"2 In a Press Release dated December 23, 1965. Hahn notified the media that he was “contacting various religious

organizations and the Ford Foundation to request their assistance in financing and opening ‘this desperately needed
facility.”” His actions are also reflected in a letter to Ford Foundation President, Henry T. Heald from Hahn, dated
December 22, 1965. In it Hahn says State of California advisory council is favorable to awarding four million
dollars under Hill-Harris funds but they still need an “additional one-third in matching funds so a hospital can be
constructed by either a non-profit community group or a religious institution.” All of this seems to prompted by
advice by the State Council. In a December 15, 1965 Press Release, Hahn declared that the “Council should approve
any reliable group of community doctors or religious group such as the Seventh-Day Adventists which could build
such a non-profit hospital with Hill-Harris funds.” Kenneth Hahn Collection Box 200, Folder 1 (Special Collections,
Huntington Library)

1% According to Dr. Sol White, St. Francis was known to regularly bar black physicians. Daniel Simon.
Dissertation. “The Creation of the King-Drew Medical Complex and the Politics of Public Memory” (University of
Hawai’i at Manoa: Department of American Studies, 2014) p. 65
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Without a clear sense of these internal operator practices, Hahn initially led community activists to

build the entire permissible state ratio of 735 beds for 344,000 people in the district."’

At the community
townhall and at the California Hospital Association hospital certification hearings, community members
spoke eloquently and compellingly for a 735-bed hospital because they understood the state bed-to-
population ratios as an ideal and democratic expression of equal distribution of health resources."*> While
White’s original petition for a 200-bed hospital appeared to be a more conservative assessment of what a
post-Medicare/Medicaid market might sustain, the state’s ratio of beds-to-population made his proposal
appear weak and ineffective in meeting the community’s scope of need.

When the Commission finally ruled on the certification of the new health district and hospital, it
did so privately in order to leave the fanfare and celebration to Hahn and the Drew Medical Society. Hahn
and the Drew Medical Society used the occasion to announce an official campaign to raise public funds
for a new county hospital through a referendum set to be on the ballot in Spring of 1966."* The press
releases reveal that a compromise had been reach well away from the prying eyes of the public that

arrived at a hospital of 438-beds, a number that was sufficiently large, but not as large as 735-beds, and

not as small as 200-beds.

A Shared Space of Contested Meanings
This close inspection of the formation of a Watts Health District reveals that while the California
Hospital Association, the County of Los Angeles, the Drew Medical Society, and Watts activists,

residents, and community organizations were able to hold common cause in forming the district, their

B! Hahn worked fast to advertise the boundaries of a new health district despite the fact that the issue of bed size

was unsettled. Nevertheless, he sent out a press release stating that, “Approval of boundaries for a 700-bed County
hospital for the Watts-Willowbrook area was reported today by Supervisor Hahn.” “Supervisor Hahn originally had
worked to have a community group come forward to develop a hospital for this area with private financing. When
no group of doctors or businessmen were approved by the State Advisory Council, Hahn moved to have the County
provide the facility.” Press Release. February 25, 1966. Kenneth Hahn Collection Box 200, Folder 1 (Special
Collections, Huntington Library)

132 Agenda. State Hospital Advisory Council Meeting Minutes. February 24, 1966. Kenneth Hahn Collection. Box
200, Folder 14. Martin Luther King, Jr. Hospital, Hearing (Special Collections, Huntington Library)

133 The first of these was a Press Release sent on March 30, 1966. “Undersecretary of Commerce Leroy Collins has
strongly endorsed a Los Angeles County bond issue to construct a 438-bed hospital in the Watts-Willowbrook area.”
Kenneth Hahn Collection Box 200, Folder 1 (Special Collections, Huntington Library)
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shared agreement was shot through with a complex web of conflicting and opposing trajectories. Perhaps
the greatest tension of these is the fact that the liberal democratic objective of politicians and community
activists to eradicate under-bedded districts as a social good appeared to be in direct conflict with the
capitalist imperative of hospital operators to defend the existence of a reserve surplus of beds as necessary
for them to produce private profit. The County of Los Angeles thus took up the responsibility of the poor
not just to service their healthcare needs but to act as the agent to push them into free enterprise
healthcare. However, as some of the actions of private hospital owners show, the imperative to make
profit pushes against this democratic ethos. Here, the fact that poverty emerges as just as productive of a
force for capital as the desire for more health services is not a contradiction but two very important forces
needed to sustain racial capitalism.

The sobering reality is that there is overwhelming evidence that demonstrates that the California
Hospital Association and the County of Los Angeles were prepared to do nothing about the health crisis
in Watts until the Watts Riots unfolded in August of 1965. It is also clear that the California Hospital
Association only acted upon the health district because of the popular scrutiny and pressure applied onto
them from community activists and organizers made them weary of a possible scandal over the exposure
of their internal practices. The fact that community activists were able to win something they otherwise
would not have won - a health district - is a victory balanced by another sobering defeat - that all those
efforts fell short of building a hospital the size and scope of the community’s need.

When the health district hospital, King-Drew Medical Center, was eventually erected and opened in
1972, the certification of fewer beds than needed ensured that the health district would still fit the rubric
of a new federal designation for poverty health districts implemented by President Richard Nixon. In the
early 1970s, President Nixon’s administration saw that President Johnson’s health and anti-poverty
programs still had been unable to achieve the equitable distribution of health services and manpower in
inner-city and rural areas. Nixon designated such areas as “medically underserved areas” (MUAs) under

his Health Maintenance Organization (HMO) Act of 1973 (P.L. 93-222) which designated areas for new
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federal health dollars for comprehensive health clinics (CHCs) through the use of poverty indices to map
MUAs.

The County of Los Angeles would again find itself experimenting with CHCs as new types of
health infrastructure and boundary-making that could extend the range of healthcare services for an even
larger spatial footprint of poverty than the city’s poorest black neighborhoods. In 1973, the County had
divided up all of the county’s regions in new “catchment” zones assigned to each of the county’s main
hospitals (Los Angeles County General-USC, Harbor-UCLA, Olive View, and King-Drew). They
referred to these new boundaries as Health Service Areas (HSAs) and described King-Drew’s HSA as an
area encompassing “more than a million persons, with significant increase in the percentage of Mexican-
Americans and whites, and a relative decline in the percentage of blacks.”'**

In doing so, the creation of a Watts health district and its evolution into a MUA and HSA did make
the “ghetto” health district a new definitive spatial expression of state power in health planning but not in
the way it was originally intended. The Watts health district drew a spatial unit that drew its borders
contiguously with the borders of other health districts such that the map it drew appeared like a neatly
ordered nation-state map. In this way, the 1960s health district map personified the ethos of racial
liberalism, by mapping each district as if they were stable homogenous communities with an discrete
economic profile as “rural,” “metropolitan” or “ghetto.”

The federal and county creation of MUAs and HSAs, however, re-drew health boundaries such that
they overlapped with the imagined catchment boundaries of private hospitals sitting near to them. The
new spatial reach of King-Drew’s Health Service Area was not meant to express where their
responsibility for healthcare ended and where a neighboring community’s began. On the contrary, these
new boundaries were meant to signify the willing responsibility of the County of Los Angeles to take

responsibility for patients that for-profit hospitals chronically rejected from their service.

34 The Master Plan Study, Summary Report, Section 1 of the Master Plan Vol. 1. (The Drew School)
Commonwealth Fund Series 18: Grants, Box 981, Folder 891. (Special Collections, Rockefeller Archives), p. 10
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In other words, the creation of the “ghetto” health district eventually helped operators distinguish a
society that divided itself by those receiving healthcare in a multicultural and cosmopolitan market of
private hospitals and those who continued to depend on publicly-funded services rendered to a
“permanent underclass” that increasingly became multiracial and poor in its own right. As the enlarged
spatial footprint of need and shifting racial demographics show, the process of racial capitalism that was
so clearly articulated as a problem of black poverty had, by 1973, shown its ability to draw much more

than poor blacks into deeper poverty.
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Figure 2.1 Map of Hospitals Included in the Special Study of South and Southeast Los Angeles
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Figure 2.2 Twenty Closest Selected Hospitals to Watts Health District, 1965

Twenty Closest Selected Hospitals to Watts Health District, 1965

Hospitals Inside Watts Health District Hospitals Outside Watts Health District
Name AI;iucteen];zc(lis Accredited Name AI:;iuCteen]ZZ((ijs Accredited
Avalon 22 No Broadway 67 Yes
Oak Park 43 No Suburban 39 No
Bon Air 42 No Orthopedic 162 Yes
Gardena 75 No John Wesley 259 Yes
Las Campanas 6 No Doctor’s 63 No
Civic Center 36 No
University 49 Yes
South Hoover 32 No
St. Francis 428 Yes
Hongonparke 71 Y
Soto 7 No
Mission 129 Yes
Morningside 86 Yes
Community of
Gardena 55 Yes

Source: Hospital Planning Association Report, December 14, 1965, Kenneth Hahn Collection Box 200,
Folder 1 (Special Collections, Huntington Library)
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Figure 2.3 State Plan Data for Proposed Watts Hospital Area

Priority Information 1964-1965 State Plan Data

Acute Short Term

Existing Areas Proposed Areas

Lynwood Los Angeles Lynwood Watts Los Angeles
Estimated Population 530,600 1,198,000 244,000 344,000 1,140,600
July 1, 1963
Estimated Bed Need 1,138 4,696 760 735 4,696
Bed Inventory 1,088 5,475 911 177 5,475
Conforming 778 2,587 788 0 2,587
Nonconforming 310 2,888 133 177 2,888
Beds to be Added 50 0 -- 588 0
Beds to be
Modernized 310 2,109 - 177 2,109
Percent Need Met 82 86 100 12 86

Figure 2.3 The Agenda and Minutes of the State Advisory Hospital Council meeting provided a notation
with this table that read: “The proposed areas meet the population requirements for metropolitan hospital
service areas,” meaning that all of the proposed districting populations exceeded 100,000 people.

Source: Agenda and Minutes — State Advisory Hospital Council Meeting, Feb 10-11, 1965 — Los
Angeles, California. Kenneth Hahn Collection. Box 1, Folder 1 (Special Collections, Huntington Library)

88



Chapter Three
Propositions as Public Education: Multicultural Consensus on Racial Violence

Predictions of the demise of Los Angeles County’s Proposition A at the June 7, 1966 election polls
came long before the ballots were even counted. The ballot measure would have raised enough capital to
construct and open a new branch hospital of the Los Angeles County Department of Health in the
predominantly black neighborhood of Watts in the quickest and easiest way possible. Rioting that
engulfed that community in August of 1965 had captured the attention of people not just in the United
States but around the globe. The campaign to pass Proposition A was led by Kenneth Hahn, a liberal
white County Supervisor whose district included Watts. He, along with proponents of the measure, had
been skeptical throughout the duration of the campaign but remained hopeful of the chance it might pass.

Given Los Angeles County’s overwhelmingly white electorate, a victory at the polls would have
demonstrated the superior power of capitalism and democracy in mending racial tension and economic
inequality to a national body torn apart by civil rights movement and a global landscape divided by the
Cold War. Instead, the 62.5% of votes garnered for Proposition A fell just short of the required 66.6%
support of the electorate to pass into law. Normally accustomed to seeing themselves as a progressive
multiracial paradise, Los Angeles citizens interpreted the close but decisive defeat as evidence that
California was sliding backwards into new and old forms of racial extremism.

Some white middle class voters turned to blame the narrow-mindedness and parochialism of their
white working class counterparts. Tony Cimarusti, editor for the Monrovia News Post, for instance,
blamed the Greater Los Angeles Citizens’ Council, formerly the White Citizen’s Council, for their active
anti-Proposition A campaign and distribution of “Don’t Reward Rioting” bumper stickers to white voters

throughout the county.135 Cimarusti pleaded with his white neighbors not to give in to the popular “bad

13 Believing that citizens had unwittingly been led to support a white supremacist organization without knowing it,

Monrovia News Post editor, Tony Cimarusti implored citizens who had seen the “Don’t Reward Rioting” bumper
stickers to “forget it.” The Greater Los Angeles Citizen’s Council, he argued, had just changed its name from the
White Citizen’s Council. By revealing to voters that, “it is a White supremacist organization,” Cimarusti hoped to
convince his neighbors that such an association with a racist organization would not be in keeping with supporting a
hospital “open to persons of all races and creeds” and an issue aimed at bettering the “general health and welfare of
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connotation[s]” of Watts by arguing that “many fine Negro families living in South-central LA deserve
something better than to be tagged with the Watts label.” He argued that it is for the “many fine Afro-
American persons who own property in Southwest LA and who have seen their property values shattered
by the riot and the resulting damage,” and not the rioters, that “a hospital should - and must - be
constructed.”"

Some black leaders like the Reverend George Scott Jr., editor for the local black print magazine,
the United Pictoral Review, turned to blame new black radicals who were now appearing regularly on the
civil rights scene. Referring to them as “sophisticated new-comers,” Scott cited the propensity of black
radicals to “disagree with anything that eminates [sic] from the handiwork of the Caucasian” as a major
obstacle to racial progress. In vilifying Hahn for his desire to help the black community, the reverend
accused black radicals of “posses[sing] as much racial bigotry in their hearts in reverse as the Ku Klux

Klan and the White Citizen’s Councils which has spread around this nation of ours.”"*’

Lumped into a
group of no-voters that included black middle class homeowners who were unwilling to part with money
to help the poor, the reverend rated the black radicals as “the most dangerous” of those ready to vote no
on the measure.

In this chapter, I argue that the 1966 Proposition A campaign was much more than a referendum
about building a hospital, it was an arena of political education, teaching citizens what forms of language
and attitude were acceptable in public discourse around the topics of race and poverty. While many
opinions diverged on the role that the state should play in enforcing racial equality, popular support and
opposition for the ballot both rallied their rationale against racial violence. As such, Republican and

conservative leaders like John McCone, the Los Angeles Chambers of Commerce and the California

Property Tax Association closed ranks with Democratic and liberal progressive organizations such the

the county.” Editorial, Monrovia News Post, June 7, 1966 Kenneth Hahn Collection, Box 201, Folder 34,
“Editorials” (Special Collections, Huntington Library)

1 Tony Cimarusti. “Reasons Hospital is Needed.” May 19, 1966, Daily News Post. Kenneth Hahn Collection, Box
202, Folder 25 “Newspaper Clippings May 1966 (Special Collections, Huntington Library)

7 Rev. George Scott, Jr. “Publisher’s Reflections” United Pictoral Review, May, 1966. Box 202, Folder 24
“Newspaper Clippings May 1966 (Special Collections, Huntington Library)
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Urban League, the NAACP, and the Watts Community Labor Council in supporting the measure as a
solution to social disorder and economic instability. The endorsement of the referendum by such disparate
political actors shows how multiculturalism had become a bi-partisan issue — crucial to the economy and
public safety of citizens in Los Angeles.

Despite strong bi-partisan support, campaign leaders of Proposition A perceived that it might likely
be a losing battle. The County Board of Supervisors initiated a series of actions to put in place a plan of
action to build the hospital without referendum support as early as February of 1966 and authorized the
County’s Chief Administrative Officer to carry out those plans on the eve of the election.*® While voters
had affirmed similar construction projects for different neighborhoods of the county for nearly a century,
Hahn and others privately worried that citizen support for large public works projects was contingent on
public perceptions that such projects secured or would anchor greater white migration and labor
participation in the region. Amidst a growing anti-tax sentiment amongst California homeowners, the
referendum - temporally close to the riots and unavoidably associated with the blackness of Watts - was
the first county measure that Los Angeles County voters encountered that did not assume a white citizen
as its primary beneficiary.'”

Early skepticism led Proposition A leaders to use the election primarily as a vehicle to center
political discourse on multiculturalism. To do so, it was equally important for liberal progressives to use
the election to build a new political machine capable of preserving the growth initiatives in the region to

benefit the growing ranks of people of color in the city as part of a new multicultural mainstream. As

1% By as early as February 15, 1966, the Supervisors of Los Angeles County had authorized the Chief

Administrative Officer and the Superintendent of Charity Hospitals to draft a report on constructing a County
hospital. Hahn asked that, “sufficient funds to finance the hospital be included in the 1966-67 preliminary budget.
He also instructed the Chief Administrative Officer to apply for matching federal and state funds (known as Hill-
Harris Funds). Several days before the election, the Chief Administrative Officer provided a report, “Use of Public
Authority and Non-Profit Corporation for Financing County Construction” on June 3, 1966 that empowered the
Board of Supervisors to act in the event that the proposition would fail. See: “County Supervisor Kenneth Hahn
Press Release February 15, 1966.” Kenneth Hahn Collection, Box 200, Folder 3, “Press Releases;” and “L.S.
Hollinger Memorandum to Board of Supervisors. June 3, 1966” Kenneth Hahn Collection, Box 200, Folder 14,
“Miscellaneous” (Special Collections, Huntington Library)

1 As I detail later, citizens certainly did consider race in previous ballot measures but unlike others, Proposition A
explicitly used talk about race in its campaign materials. Ballot measures related to state referendum like Proposition
14 (1964) also dealt with race but these were state ballots not county measures.
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Cimarusti’s and Scott’s criticism of two different forms of racial extremism attests, it was important that
citizens understand how multicultural liberalism was a new expression of civic nationalism that was
distinct and preferable to dangerous and de-stabilizing forms of racial nationalism.

It was therefore important for citizens to understand how a measure that created an explicitly black
health district and hospital fit within a larger global schema of racial pluralism that pictured American
citizenship as principally committed to racial and nation-state equality at home and abroad. Rather than
see this liberal multiculturalism as inconsistent with the principles of white conservatism, my reading of
election documents demonstrate how conservatives and liberals both appropriated the language of
multiculturalism to form new political affinities based on public safety and global capitalism that
differentiated themselves from older shared political affinities based on white nationalism and economic
isolationism.

In this regard, Proposition A immediately built a durable political machine for Democrats that

% Hahn and his associates used the referendum to prepare for future

Republicans would soon emulate.
electoral battles by using healthcare as the issue to galvanize new Democratic organizations embedded in
ethnic communities. The Japanese American and Mexican American Committee for Proposition A, for
example, developed a new cadre of once political outsiders into the fold of mainstream democratic
participation. The goal of this new political machine would not be to thwart the city’s white Republican
bloc but the city’s staunchly conservative Democratic leadership, led by “Dixiecrat” mayor Sam Yorty.
By 1972, it would be the embedded ethnic organizations and the coalitions built from these 1966 efforts

that would ultimately unseat Sam Yorty with the election of city’s first black and “multicultural” mayor

Tom Bradley.

140 According to Arlene Davila, the Republican party showed early interest in developing a new conservative voter
base amongst Latinos by instituting the collection of census data on “hispanics” under Nixon. As Omi and Winant
note the Republican party also began to recruit major black political figures like Ward Connerly and Clarence
Thomas began to represent the interests of a growing number of black Republicans. Both concerted efforts were
noticeable by the mid-1970s and 1980s. See: Arlene Davila. Latino Spin: Public Image and The Whitewashing of
Race (New York: New York University, 2008) and Michael Omi and Howard Winant. Racial Formation in the
United States: From the 1960s to the 1990s (New York: Routeledge, 1994).
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Ultimately, the region’s need to manage race brought liberals and conservatives together to defend
the city’s place within a new landscape of racial capitalism that made Los Angeles not only a conduit for
capitalist enterprise between the United States and the Pacific Rim but also as the center for new types of
labor arrangements that required economic peace and stability. It is therefore significant that shortly after
the official announcement of defeat for Proposition A, the Board of Supervisors unanimously voted to
draw funds to build the hospital directly from its general fund - an action they cited as a precedent upheld
by its history of approving funds for other public safety infrastructure such as the county men’s jail,

courthouses, and juvenile hall.

Elections as an Arena of Public Education

According to sociology of race scholars, Michael Omi and Howard Winant, multiculturalism
emerged as a paradigmatic way of seeing race relations in the United States in the late 1950s to 1960s.""!
Through the social movement activity of civil rights and black power activists, they argue that Americans
began to shed attachments to an older racial paradigm they call a “racial dictatorship,” which defined
“‘American’ identity as white and as a negation of racial ‘otherness’” associated with indigenous,
African-, Latin- and Asian- Americans.'# According to them, Americans replaced this model with a new
liberal pluralist model of multiculturalism that assumes or strives for equal citizenship of society’s
members regardless of race in the 1960s.

Their reading of this shift valorizes civil rights and black power activists for their astute analysis of
power, particularly in how they continued to critique the sustained uneven distribution of good schools,
safe housing, and quality healthcare along racial lines. They argue that this unevenness persists despite
the advent of multiculturalism because racists found a new rhetorical device to hide behind within racial

liberalism’s new political landscape. They point to colorblindness, an approach to race relations that sees

! Michael Omi and Howard Winant. Racial Formation in the United States: From the 1960s to the 1990s (New
York: Routeledge, 1994)

142 Michael Omi and Howard Winant. Racial Formation in the United States: From the 1960s to the 1990s (New
York: Routeledge, 1994), p. 66
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race, but does not use it to distribute state resources, as a new screen from which racist actors could
mount a defense of older forms of racial dictatorship.'*

In particular, their arguments attempt to un-mask the neo-conservative movement of the 1980s and
its leader, President Ronald Reagan, as the re-articulation of older forms of racism. Omi and Winant take
special offense to his appropriation of racially coded language and civil rights language and imagery in
his election speeches to dismantle health and welfare programs that benefit people of color."* However,
rather than see Reagan’s articulations of race (or lack thereof) as partisan or as an unfaithful commitment
to multiculturalism, his status as standard flag bearer of United States nationalism marks how the absence
of overt white supremacy, in both rhetoric and law, demonstrates the degree to which multiculturalism
governed public speech and acts across party lines.

In other words, Reagan’s use of coded language and civil rights rhetoric to forward his political
goals reveals how color consciousness and color blindness emerged as two valorized forms of public
speaking that policed explicitly racist speech. Reagan’s speeches and behavior reveal a profound
commitment to the discursive parameters of multiculturalism that were uncommon amongst liberals and
conservatives in previous racial paradigms. Here, my reading of Omi and Winant’s critique is not as much
interested in unmasking the true racism of neo-conservatives, but to understand how color consciousness
and color blindness ascended as two discursive strategies of racial liberalism when ethnic studies and
multicultural education was largely unavailable and virtually non-existent to most of mainstream society.

Reagan’s status as the “great communicator” points to how elections and the field of politics helped
shape the white electorate’s ideas of how to speak and act about race and poverty that communicated their
continuing commitments to American nationalism. Ballot measures like Proposition A in the mid-1960s
helped citizens understand that appropriate forms of speech and acts were just as important as the ballot

outcomes. Elections not only informed citizens about the proper relationships they ought to have with

143 Michael Omi and Howard Winant. Racial Formation in the United States: From the 1960s to the 1990s (New
York: Routeledge, 1994), p. 117-118
144 Michael Omi and Howard Winant. Racial Formation in the United States: From the 1960s to the 1990s (New
York: Routeledge, 1994), p. 132-136
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their neighbors but also informed them of the potential impact their individual behaviors had on the
country’s national image on a world stage.

America’s image as a nation of non-racists and enlightened thinkers was critical for local
economies in Los Angeles and the United States to do more business with developing economies abroad
and to attract global labor to migrate to fill the region’s and nation’s labor needs. Rebecca Schein argues
that concern for America’s reputation abroad was so critical to postwar diplomacy that state department
leaders designed the Peace Corps recruitment and training program to produce a cadre of volunteers to
combat the “American ‘ugliness’” of overseas American diplomats.'*’ She writes that “where ‘ugly
Americans’ — racist, emasculated, provincial white men — were seen as emblems of an adulterated
national character, [Peace Corps Director, Sargent] Shriver [could point] to benevolent, non racist,
culturally sensitive white volunteers as proof of the persistence of the nation’s founding ideals.”'**

For most Americans, however, the arena for multicultural education was not the Peace Corps or
higher education but the discursive space of politics and elections. California’s progressive era ballot
initiative process and its place in the global economy made the state an early laboratory for racial
liberalism, allowing politicians and activists an opportunity to experiment with strategies to educate
citizens about new ways of seeing and talking about race that were critical to the region’s postwar
progress. Daniel HoSang argues that rather than see California’s postwar ballot outcomes as evidence of
racial progress or a slide backwards to racial dictatorship, they ought to be seen more appropriately as “a
set of propositions about the meaning of race and racism.”'"’

By seeing the definition and meaning of race as up for negotiation, citizens of color could see

mainstream politics as a desirable space to negotiate their racial identity because it held out the possibility

that old, damaging racial stigmas could be replaced with more positive ones. Ballot measures with the

143 Rebecca Schein. “Educating Americans for ‘Overseasmanship’: The Peace Corps and the Invention of Culture

Shock™ in American Quarterly, Vol. 67, No. 4, pp. 1109-1136

14¢ Rebecca Schein. “Educating Americans for ‘Overseasmanship’: The Peace Corps and the Invention of Culture
Shock™ in American Quarterly, Vol. 67, No. 4, pp. 1109-1136

"7 Daniel Martinez HoSang. Racial Propositions: Ballot Initiatives and the Making of Postwar California.
(Berkeley: University of California, 2010), p. 20
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possibility of conferring new racial identities thus maximized citizen participation in mainstream
democratic venues, helping people of color develop lines of debate that still conformed to the language
and form of mainstream politics. In this system, speech and behavior from civil rights and black power
activists were thus valorized for how they kept marginalized citizens engaged in the democratic process
that overtly white supremacist speech and acts did not.

Furthermore, HoSang shows that color blindness is not just a device deployed by neo-
conservatives, but one that both 1960s liberals and conservatives used to appeal to a white majority
electorate. In 1964, for example, real estate interests organized California ballot measure Proposition 14
to repeal the Rumford Act of 1963, a law legislated by state lawmakers that made it unlawful for
homeowners and real estate agents to discriminate against home buyers on account of their race. In doing
so, the election debate failed to upend what he calls “political whiteness,” a “political subjectivity rooted
in white racial identity, a gaze on politics constituted by whiteness.”'**

He argues that political whiteness framed the debate around Proposition 14. The Citizens Against
Proposition 14 campaign, for instance, purposely toned down “specific references to the existence or
prevalence of racism” believing that it “would only hurt the campaign’s fortunes among the white voters

who dominated the electorate.”'¥

As such, the campaign, composed of civil rights leaders from all racial
backgrounds, focused on reassuring white voters that the Rumford Act would do very little to change the
composition of their neighborhoods and that voting against the Proposition represented a larger
commitment to “human rights” than it did to racial progress. He shows that Proposition 14 supporters also
steeped their arguments “in the rhetoric of egalitarianism and even antiracism,” (italics his) using civil

rights language and moral appeals to citizens that good, upstanding citizens could be counted on to do the

morally right thing for people of color without the force of law.

'8 Daniel Martinez HoSang. Racial Propositions: Ballot Initiatives and the Making of Postwar California.

(Berkeley: University of California, 2010), p. 20
'* Daniel Martinez HoSang. Racial Propositions: Ballot Initiatives and the Making of Postwar California.
(Berkeley: University of California, 2010), 80
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The most significant product of Proposition 14 is that it marked, for politicians and party
strategists, the limits of where the majority white electorate was willing to have the state enforce
multiculturalism. Although the proposition would not impact transactions where a state loan was involved
(that is, a majority of home real estate transactions), the proposition was widely regarded as a measure
that defended the right of private actors to discriminate in the private sphere. Thus, the measure came to
be understood as a “white right to discriminate against and exclude people of color in general and Black
people in particular.”'>’

According to HoSang, 1964’s Proposition 14 sent a political shockwave throughout California
because it awakened the state’s liberal progressives lawmakers to the presence of racism in the state. He
explains that Lucien Haas, a key staff aide for Governor Brown, remembered California’s political
atmosphere before 1964 as a multiracial paradise. Up until 1964, Haas recalled that, “we had Mexicans,
we had blacks, everything like that and we were all mixing it up and getting along fine.” Proposition 14,
however, “shattered [that myth] for me,” as he came to the realization that, “My God, we’re facing racism

in the state of California.”"'

In the eyes of progressive liberals like Haas, the measure aligned California
voters more with white voters in the racist South than in the imagined ideals of a progressive West. In

short, the proposition made ugly Americanism as real of a problem in one of its most so-called

progressive Coastal states as it did in its most deeply Southern conservative states.

The End of the Growth Machine

Proposition 14 weighed heavily in Hahn’s deliberations over how to message Proposition A to
county voters but it was not the only political factor that influenced the direction of the campaign. In
March 1966, Hahn pulled together an ad hoc committee that included members of his multiracial staff and

the marketing firm of Winter, O’Dell, and Smith to craft a campaign strategy around the ballot measure

'** Daniel Martinez HoSang. Racial Propositions: Ballot Initiatives and the Making of Postwar California.

(Berkeley: University of California, 2010) pp. 66 and 70
! Daniel Martinez HoSang. Racial Propositions: Ballot Initiatives and the Making of Postwar California.
(Berkeley: University of California, 2010)
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for a new county hospital in Watts."*

His March meeting not only discussed how Proposition 14 would
likely impact the Watts Hospital bond but also how the measure would be read within a long history of
county referendums related to public works construction.

Los Angeles county citizens had consistently funded public infrastructure to fund regional growth
throughout the late 19" and first-half of the 20" Centuries but that trend of support had recently begun to
wane. As Clarence Lo argues, an anti-tax movement led by citizen activists began to exert new pressure
on local officials in the late 1950s and early 1960s, culminating in what William Fulton would term “the

slow growth moment” of the 1970s and 1980s.'®

That movement would spillover and have national
implications when, in 1977, California voters passed Proposition 13, an anti-tax initiative that inspired a
nation-wide anti-tax movement. Fulton argues that citizen resentment over tax initiatives were primarily a
reaction to what he calls the “growth machine,” a combination of public and private investment initiatives
that turned idyllic and sought after suburbs into another region of urban sprawl and chaos."™*
Multiculturalism became an especially desirable tool for politicians to use because it helped craft
public expectations that their vision of growth was aligned with city beautification and preservation
objectives that was not actively leading the city to ugly urbanism. Since “virtually all of Los Angeles’
politicians [from both Democratic and Republican parties] found themselves closely tied to the growth
machine,” both political parties were eager to use the language of multiculturalism to paint the patina of
their growth plans as leading the city to become “a ‘world-class’ city — a center of commerce and culture

equal to Tokyo, New York, Paris or London.”"*> Such allusions of grandeur turned citizen attention to the

more desirable aspects of cosmopolitan notoreiety rather than the gritty realities of globalization.

152 «“Winter, O’Dell, and Smith Hospital Bond Issue Memo” Kenneth Hahn Collection, Box 200, Folder 4 “Memos”
(Special Collections, Huntington Library)

133 See: Clarence Lo. Small Property Versus Big Government: Social Origins of the Property Tax Revolt. (Berkeley:
University of California Press, 1990) and William B. Fulton. The Reluctant Metropolis: The Politics of Urban
Growth in Los Angeles. (Baltimore, Johns Hopkins University Press, 2001) p. 58

'3 William B. Fulton. The Reluctant Metropolis: The Politics of Urban Growth in Los Angeles. (Baltimore, Johns
Hopkins University Press, 2001) p. 10

'3 William B. Fulton. The Reluctant Metropolis: The Politics of Urban Growth in Los Angeles. (Baltimore, Johns
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The making of Los Angeles as a “global city,” meant that politicians were equally invested in
having their constituents understand that multiculturalism and its open stance towards foreign markets
and laborers was likely to bring economic and demographic change. That change was dramatic. Once a
city full of manufacturing companies, Los Angeles’ landscape began to trade factories for immigrants to
service a new service-based economy. Citizens unfavorably responded to the corresponding urbanization
and racial demographic change of the city, seeing it as a threat to the comfort and racial homogeneity of
white suburban living. Withholding public tax dollars for public works projects through referendums was
the most available and effective method for citizens to voice their concerns about this kind of global
change.

County voters, however, were not always so reluctant to give their taxes to city growth. County
voters had a long history of supporting hospital construction and expansion campaigns since Los Angeles
first began dispensing care to indigent patients in 1855. Over the course of the next century, County
voters consistently voted to construct, transform, and expand an extensive network of County hospitals
that included Los Angeles County General Hospital - USC (1878) in East Los Angeles, Olive View
Hospital-UCLA (1920) in the San Fernando Valley, and Harbor General Hospital-UCLA (1946) in
Torrance. In fact, voters carried affirmative votes for $69 Million in referendum money to all three
facilities.'™® Voters in each of these campaigns responded to campaign messaging that emphasized the
benefit of providing hospital care to the region’s white migrants from the South and Midwest as they
settled into the region’s economy.

Evidence of waning support for county hospital facilities began to show when, in 1958, County
voters rejected efforts to construct new medical facilities at Los Angeles County General Hospital-

USC."’ The messaging for 1958’s Propositions C, D, E, and F for new medical facilities did not draw

136 «previous Bond Issues for Specific Hospitals in One Area which Have Been Approved by the Voters Throughout

Los Angeles County” Kenneth Hahn Collection, Box 200, Folder 9 “Reports and Figures” (Special Collections,
Huntington Library)

137 According to the Los Angeles Times, “County Bond Propositions D, E, and F on the Nov. 4 ballot offer the
means to an immediate cure” for an “ailing hospital.” The ballot would have centralized the scattered outpatient
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voter’s attention to the county’s need to accommodate growing migrant populations, who were
increasingly black and Mexican, but instead emphasized the electorate’s ability to save poor patients from
the indignity of getting treatment in overcrowded and deteriorating county infrastructure.'™ Campaign
material oddly focused citizens on not saving people but the crumbling buildings, some nearly a century
old. All but one of the measures were successful.'”

In 1960, the County re-attempted its efforts to build the facilities that previously failed by changing
its campaign messaging. Instead of attempting to draw sympathy from voters on the plight of settling
migrants or old buildings, the County’s 1960 campaign drew voter’s attention to the fact that poor
conditions for patients translated into poor training conditions for the hospital’s house staff and nursing
corps. By sharing data that revealed that USC and UCLA’s medical graduates accounted for an
astonishing three-fourths of all the practicing physicians in Los Angeles, the campaign strategy appealed

the voter’s sensibilities about their own healthcare in the private healthcare market.'®

Fearing that poorly
trained physicians in the county system would eventually mean poor care in their local private hospitals,
the electorate responded by passing the hospital bonds as desired.

The Watts Hospital Bond Measure thus faced several problems based on race and geography. As
support for the 1960 measure for County General Hospital attests, voters approved the measure based on

its power to eventually improve private hospital care, a market that evidently had grown considerably

larger in proportion to those using public healthcare by 1960. Here, the new Watts Hospital did not only

facilities into a single “efficient” building, a nurse building, and an intern resident structure. “A Cure for the General
Hospital” October 23, 1958. Los Angeles Times p. B-4

138 The Los Angeles Times’ article, “A Cure for the General Hospital” is telling. “Los Angeles County General
Hospital, which annually provides treatment for nearly 900,000 patients, is itself suffering a painful ailment.” The
“First pangs of overcrowding at the hospital were eased by expanding the outpatient treatment program. The cure,
however, led to complications and ultimately made the growing pains even worse. A total of 50 clinics scattered
throughout the main hospital building are now needed to care for the 2000 outpatients given medical care each day.”
“These growing pains are now beyond temporary remedies. The only permanent cure is more buildings to relieve
present overcrowding and to provide for greatly increased future needs.”October 23, 1958. Los Angeles Times p. B-4
' The contagious disease ward was the only item that carried in the 1958 election.

10 Under the article subsection titled “Training Stressed,” Los Angeles Times author Louis Fleming directly quoted
Dr. Thomas, the director of the hospital, who stated “the part of the story that is hard to tell is the effect on our
training program of inadequate facilities. This can seriously handicap the learning of medicine.”Space Lack
Prompts Hospital Bond Issue: More room needed for bed and clinic patients, doctors, interns and nurses” May 20,
1960. Los Angeles Times
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suffer from its location in a black neighborhood but also from the strong likelihood that physicians trained
there would also likely be black. For a white electorate, the hospital would thus appear racially partisan in
respect to its geography and future contribution to society.

Using the track record regarding hospital referendums, the results of Proposition 14, and the
“nationally publicized Watts revolt” as the “reference point[s]” for its recommendations, the marketing
firm of Winter, O’Dell, and Smith ruled that “any attempt to disguise the geography of the subject
hospital for the purpose of diversified newspaper publicity would, in our opinion, be futile.”'®" Unlike the
Proposition 14 campaign, which downplayed race and racism, the consultants determined that the
campaign for a Watts hospital could not avoid it.'? Proposition A materials would have to directly reform
attitudes about race and poverty in order to win the referendum. As Winter, O’Dell, Smith phrased it:
“recognizing that a large segment of the community is already prejudiced,” based on the passage of
Proposition 14, the “over-all value of the project to the entire community” would be a “hard sell.”

In order to win, Proposition A would have to confront the white electorate’s racism directly, asking
them to consider the worthiness of public funds going to directly to benefit a community with a numerical
minority in the city. In this regard, the ballot measure undoubtedly shone a bright light on the white
electorate’s decisive power to determine the welfare of its black citizens. More importantly, the ballot
measure would also have to ask white citizens about the nature of their opinions on racism. The ballot
measure’s relationship to the Watts Riots, in particular, asked citizens to consider if the provision of

public services was a preventative measure that spoke to the systematic nature of racism and poverty, or,

16! «“Winter, O’Dell, and Smith Hospital Bond Issue Memo” Kenneth Hahn Collection, Box 200, Folder 4 “Memos”
(Special Collections, Huntington Library)

12 Proposition 14 amended and reinforced County leadership’s understanding of the electorate. Fearing that white
voters would interpret the Rumford Housing Act as preferential treatment for certain racial groups and locations, the
Citizens Against Proposition 14 campaign toned down “specific references to the existence or prevalence of racism”
believing that it “would only hurt the campaign’s fortunes among the white voters who dominated the electorate.”
(HoSang, 80) The campaign focused, instead, on projecting the middle class home as a valued object that ought to
be available to all and to show that Proposition 14 would unnecessarily stall the promise of property to an otherwise
productive class of middle class people of color. More importantly, the campaign against Proposition 14 failed to
articulate how the Rumford Act tied into a “broader vision that animated” the compendium of Federal and State
policy commitments of the time, “which drew on shared aspirations for a society with greater possibilities and
opportunities for all Californians.” (HoSang, 86) Daniel Martinez HoSang. Racial Propositions: Ballot Initiatives
and the Making of Postwar California. (Berkeley: University of California, 2010)
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if it was simply rewarding naturally violent behavior. Put another way, white voters would have to
determine their vote based on who they believed was responsible for the violence in Watts - was violence

the result of white racism or was it a natural expression of blackness?

The Big Tent Politics of Multiculturalism

The assessment provided by Winter, O’Dell, and Smith gave Hahn and his office associates an
honest prediction that the ballot measure for the Watts Hospital would likely lose but it also highlighted
the need to build an effective long term solution that was proactive in setting and defending progressive
political agendas. While the city’s leadership was firmly in the hands of the Democratic party, its electoral
base was largely dependent on a staunchly conservative white electorate. That conservative coalition of
Democrats was led by Mayor Sam Yorty, a brash politician known to make disparaging remarks about
African Americans and women. Thus, although the assessment of election consultants determined that the
passage of Proposition A was unlikely, Hahn saw the election as an opportunity to advance a new liberal
progressive coalition that could contest Yorty’s conservative Demcratic bloc.

In essence, Hahn ventured to use the election as an opportunity to change the political paradigm by
building a big political tent from which multicultural agendas could contain and eradicate old racist
paradigms. Mayor Sam Yorty actively fought against the development of this contesting progressive bloc,
going as far as organizing a revolt against federal Community Action Program (CAP) funding with the
mayors of New York and Chicago through the U.S. Conference of Mayors.'” The activism of Yorty
ensured that Los Angeles” War on Poverty funds disbursed as little funds and as inefficiently as possible
to black and Mexican American communities. As Charles Schultze, Director of the Federal Bureau of the

Budget, described it to President Johnson, the stalling of local funds was clearly because “many mayors

' Richard M. Flanagan. Mayors and the Challenge of Urban Leadership (Lanham: University Press of America,

2004) p. 116-117
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5164

assert that the CAP is setting up a competing political organization in their own backyards.” ™ (underline

his)

Indeed, Hahn and other liberal progressive leaders including Tom Bradley and Augustus Hawkins
sought to use Proposition A as a vehicle to activate new political leaders within the city’s growing ethnic
communities in South Los Angeles. The campaign would provide political neophytes with experience and
skills to lead their communities to greater political participation within the Democratic party. As
examples, Hahn appointed well-respected Japanese American residents Taul Watanabe, Kiyoshi
Maruyama, and Gardena City Councilman Ken Nakaoka to sit on the Citizen’s Steering Committee for
Proposition A and to form a subsidiary Japanese American Committee for Proposition A.'” Similarly,
City of Los Angeles Mexican-American Affairs Coordinator Dr. R.J. Carreon and County Highway
Safety Commissioner Alex Banuelos were also asked to served on the Citizen Steering Committee for
Proposition A as representatives for Mexican Americans. They were joined by Lucy Baca and Joe
Castillo to form a corollary Mexican American Committee for Proposition A.'*

These efforts to transform underrepresented ethnic communities in South Los Angeles into
strongholds for a progressive wing of the Democratic party were joined by actions to strengthen the voice
of civil rights leaders over the black community. Weakened by the impression that civil rights leaders had
lost control of the community during the Watts Riots, the ballot measure gave civil rights leaders,
especially those within the all-black Drew Medical Society, the chance to offer the community and
concerned citizens elsewhere a plan to combat racialized poverty concretely. Under the leadership of Dr.
Henry Heins, the President of the Drew Medical Society and Dr. Julius W. Hill of the Los Angeles

County Hospital Commission, the Drew Medical Society also raised $12,000 for the campaign and

104 «Sept 18, 196 Memo from Charles Schultze to President Johnson.” Lyndon B. Johnson Collection Welfare 9 Box

26 Folder 8/1/65-9/21/65 (National Archives and Record Administration, Lyndon B. Johnson Library)

195 <L eaders Pledge Support.” Gardena Valley News, May 12. 1966.” Kenneth Hahn Collection, Box 202, Folder 26
“Press Clippings” (Special Collections, Huntington Library)

1% Baca served as the Chair of the Regional Planning Commission and Castillo as a Human Relations
Commissioner. “Form Mexican-American Group for Proposition A” East Los Angeles Tribune. May 12, 1966.
Kenneth Hahn Collection Box 202, Folder 26 “Press Clippings” (Special Collections, Huntington Library)
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opened their own campaign headquarters on Crenshaw Boulevard to send out mailings and do
campaigning.'”’ (See Figure 3.1)

These relationships with African-, Latino-, and Asian- American communities ultimately formed a
new political bloc with liberal progressive whites and Jewish Americans in the districts led by James
Roosevelt, Charles Warren, and Edward Roybal. These progressive Democratic strongholds, stretching
from Beverly Hills, Wilshire, Downtown and East Los Angeles joined the new liberal Democratic
organizations built by Hahn, Bradley, and Hawkins in South Los Angeles. According to Raphael
Sonenshein, these efforts in the wake of Proposition 14 helped solidify a “melting pot” that helped Tom

Bradley ascend as mayor of the city in 1973.'

Bradley’s ascension was the first African American mayor
of a majority-white electorate confirmed efforts to reconstitute the city’s politics from its position as a
“Dixiecrat” city to a multicultural one were successful.

As the final composition of the Citizen’s Committee for Proposition A shows, however, Hahn’s
political efforts were not just successful in galvanizing a new liberal progressive coalition of leaders
embedded in the city’s various ethnic and racial communities. Hahn was also able to bring in a large
cross-section of the city’s conservative and Republican voters into his big tent of multiculturalism. Hahn,
for instance, tapped John McCone, a conservative Republican industrialist who had also served as the
Chair of the Governor’s Commission on the Los Angeles Riots, as the honorary Chair of Citizen’s
Committee for Proposition A. McCone’s credentials as a prominent businessman and former Director of
the Central Intelligence Agency helped win the participation of the Los Angeles Chambers of Commerce,

the Los Angeles City Council, the District Council of Laborers, the Catholic Archdiocese of Los Angeles,

the Medical School Deans of UCLA and USC, and the County Board of Education.'®

17 “Los Angeles Medics Cite Need for Hospital” May 12, 166. Los Angeles Sentinel. Kenneth Hahn Collection, Box

215, Folder 34, “Press Clippings” (Special Collections, Huntington Library)

1% Raphael Sonenshein. Politics in Black and White: Race and Power in Los Angeles (Princeton: Princeton
University, 1994) p. 70

169 “Endorsements List” Kenneth Hahn Collection Box 201, Folder 19 “Endorsements” (Special Collections,
Huntington Library)
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These endorsements show that the effort to promote and defend multiculturalism in the city was not
solely a liberal or Democratic objective but an agenda shared by political actors and affinity groups not
normally credited with being supportive of multiculturalism. Their inclusion, leadership, and participation
in the Proposition A campaign suggests that they came to support the ballot measure not out of color
blindness but came to support multiculturalism and color consciousness as durable expressions of
political whiteness as well. Here, what drew conservatives and Republicans to support Proposition A was
not primarily its effect in helping African Americans or the Democratic party gain a new base of activists
and supporters, but the potential effect it would have in maintaining economic stability and social order in
the region’s quest to become a global metropolis.

A deeper investigation to the types of messages that embedded liberal progressive leaders in ethnic
communities used in their communications with their bases demonstrates a divide between the messages
carried by proponents aiming their messages to the majority white electorate. Press releases made and
sent by ethnic leaders emphasized that unity with African Americans meant progress and benefits for non-
whites. Japanese American news statements, for instance, emphasized the “pride we feel when

170 . ~
”"" Press releases for Mexican American

Americans, regardless of their origin, come to the aid of another.
outlets noted that the “Southeast, Watts-Willowbrook, Florence-Firestone” neighborhoods populated by
“many Mexican American families” who live side-by-side with “Negroes, Orientals, and other ethnic
groups” in the same “unhappy situation” stood to benefit from a new local county hospital.'”'

While these messages called attention to the shared experience of poverty in communities of color
to see support for the ballot measure as a way to re-fashion the meaning of race, messages directed at the

larger white electorate that focused on poverty and racism tended to reify old stereotypes of race that

focused on people of color as diseased and violent. The most effective slogan to develop out of the

170« eaders Pledge Support.” Gardena Valley News, May 12. 1966. Kenneth Hahn Collection, Box 202, Folder 26,
“Press Clippings” (Special Collections, Huntington Library)

"1 “Support Hospital Bonds” Press Release. Kenneth Hahn Collection Box 201, Folder 16 “Press Clippings”
(Special Collections, Huntington Library)
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campaign was the motto “Disease Knows No Boundaries.”'’* Subsequent articles using the phraseology
pointed to the fact that, without proper hospital facilities, poor blacks might easily infect others as they
travel throughout the city for work. In other instances, the phrase equated Watts with Vietnam and the
Congo, suggesting that, “if America can spend taxpayer’s money to build hospitals for African and Asian
countries, and in Vietnam,” to quell violence, then “certainly we should take care of our own citizens
first.”'”

These messages were amplified by the fact that with such an extremely short timeline to the June
election and with no money to properly mount a large marketing campaign, the Proposition A campaign
relied heavily on donated time and editorial space. To maximize what little resources his office had, the
campaign produced an 8-point “fact sheet” given out to endorsers and press outlets during a series of
luncheons hosted by Hahn. (See Figure 3.2) Like a modern day social media “meme,” Hahn encouraged
citizens to take and adjust, mix and rearrange the 8-point talking sheet to their local contexts.'”* The
resulting mix of voter to voter tailored literature enabled the Yes on Proposition A campaign to popularize

several slogans with the ability of authors to tailor their defense of such slogans based on who they

believed their anticipated audience was, be they conservative or liberal.

Locally Safe, Globally Secure

The “disease knows no boundaries” slogan and its meaning quickly became the center point of
discussion for supporters and opponents of the ballot measure. The phrase served as a flashpoint for
public discussion because it invited citizens to comment on the possible new meanings of race and the
implications of their vote beyond the building of a new county hospital in Watts. By asking white

citizens to consider their relationship to inner cities and to far flung locations like the Congo and Vietnam,

172 “Fact Sheet - South Los Angeles County Hospital.” Kenneth Hahn Collection. Box 200, Folder 3 (Special

Collections, Huntington Library)

'73 “Fact Sheet - South Los Angeles County Hospital.” Kenneth Hahn Collection. Box 200, Folder 3 (Special
Collections, Huntington Library)

7% The Oxford English Dictionary defines a meme as “a humorous image, video, piece of text, etc., that is copied
(often with slight variations) and spread rapidly by internet users.
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the slogan inspired the electorate to consider what forms of nationalism were appropriate given America’s
undeniable leadership role on the world stage. The Watts Riots had placed Los Angeles in the national
spotlight and, by extension, had placed Los Angeles at the center of international attention.

According to Mary Dudziak, the pressure to keep open and friendly relationships with African,
Asian, and Latin American nations became increasingly strained by racial conflict in the United States.'”
She argues that diplomatic and business interests abroad escalated pressure on U.S. diplomats and state
leaders to accommodate civil rights demands of African Americans in order to pave an easier pathway to
winning the Cold War. Proposition A landed Los Angeles citizens right in the middle of that conundrum,
asking white citizens to consider American efforts to spread democracy and capitalism in the Congo and
Vietnam as implicated and tied up with the status of citizenship for African Americans in Watts.

By doing so, the combination of the Cold War atmosphere and the Watts Riots intensified the white
electorate’s sense of safety and well-being by getting them to imagine the risks of their continued
commitments to white nationalism and economic isolationism at home. While citizens had just affirmed
their commitments to these principles through Proposition 14, Proposition A reminded them that such
isolation could not possibly ignore the potential violence and economic disorder of deepening racial
tension at home and abroad. Supporters of the ballot measure framed the election as an opportunity for
white voters to reconsider their position on race by giving them the space to determine a new pathway
before frustration with civil rights progress and the Cold War decided for them.

The Yes on Proposition A campaign was thus an open invite for members of the white electorate to
arrive at, on their own terms, a stance that saw an open stance towards race and race relations as not only
desirable and preferable but also mutually productive for whites and non-whites. Yes on Proposition A
supporters presented the county hospital as the device to showcase the possibilities for new economic

growth of President Johnson’s anti-poverty programs. Proposition A promised a return to social order and

7> Mary Dudziak. Cold War Civil Rights: Race and the Image of American Democracy (Princeton: Princeton

University Press, 2011)

107



peace that replicated the social expectations of productivity and consumption of white mainstream society
in communities of color.

The hospital was advertised as connected to the goal of convincing and trusting global citizens in
the United States and around the world to join in the spread of capitalism and democracy. Building the
hospital was billed as putting the economic and political responsibility of ghettos in the hands of its
residents, in much the same way that federal support to South Vietnamese health and welfare programs

was meant to ultimately end with efficient democratic and capitalist self-rule. As Hahn’s fact sheet put it,

“by building a quality hospital, jobs will be created, services will be rendered, lives will be saved, and the

health of the community will be improved.”'”

Of course, as the support of former CIA director John McCone and the community of business
interests suggests, the campaign’s emphasis on multiculturalism also hid an ulterior motive to shift Los
Angeles’ regional economy to serve as a major conduit of trade and labor between Southern California
and Pacific Rim nations. The hospital was critical to help augur this shift, as it could replace
manufacturing jobs being sent to Latin America and Asia with new service jobs in healthcare. Quality
hospital services, both public and private, would also be critical in attracting and securing other types of
labor in the service industry needed for Los Angeles’ global economy.

In effect, supporters and opponents of the ballot measure were drawn into the larger stakes of the
ballot measure by asking them to comment on this new political and economic landscape through talk
about the relationship of race to violence. It centered discussion on whether or not racial violence and
social disorder could be prevented by the eradication of poverty at home and abroad or if violence was a
racial trait inherent to black people. By framing the issue of racialized violence as unresolved, citizens felt
welcomed to enter into the electoral arena to negotiate outcomes favorable to them.

For civil rights leaders and activists from different racialized communities, Proposition A provided

a platform to educate whites on how poverty, not race, played the determinative factor in explaining

176 “Fact Sheet - South Los Angeles County Hospital.” Kenneth Hahn Collection. Box 200, Folder 3 (Special

Collections, Huntington Library)
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violence in society. As an object that could be controlled and manipulated by the distribution of resources,
civil rights activists were hopeful that whites and people of color could see the social affirmation of ethnic
and racial identities as something desirable, non-threatening, and productive. In this regard, the nascent
progressive Democratic organizations being developed through Proposition A in South Los Angeles
allowed civil rights activists to point to their participation and leadership over recognizable local
mainstream political organizations and over a new county hospital as proof of how their leadership
aligned with the overall business growth agenda of the region.

For the majority white electorate, the question of violence allowed them to communicate their
desire to sustain regional peace and social order to keep the region prosperous. For real estate, business
interests, and politicians, the ability to advertise the city as a safe, orderly, and full of modern amenities
was integral to attracting extremely lucrative global finance, real estate, and insurance workers and to
keeping a standing pool of cheap labor to service a new so-called service economy. Framing the
improvement of existing racial neighborhoods under the leadership of civil rights activists thus curiously
assured white citizens that racial progress did not necessarily mean a dramatic change in the city’s spatial
dynamics and that their ability to have access to cheap labor for business ventures would remain
unfettered.

While some members of the white electorate responded favorably to these messages, others did not.
Less sympathetic opinions of Proposition A began to emerge in the final week of the election that painted
the ballot measure as a form of electoral “blackmail.” Hahn confirmed these opinions in his official
autopsy of the ballot measure’s failure. He cited that “tremendous racial tension,” and what members of
his office staff referred to as a “white backlash,” began to emerge in light of the shooting death of James
Meredith in Mississippi and the recent dismissal of a investigation over the death of Leonard Deadwyler,
a black motorist killed by the Los Angeles Police on his way to delivering his pregnant laboring wife to a

hospital.'”’

77 Press Statement by Supervisor Kenneth Hahn. June 8, 1966. Kenneth Hahn Collection, Box 200, Folder 2

“Proposition A” (Special Collections, Huntington Library)
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Hahn’s team acted early on these events, calling together a press conference on June 1+ to express
fear of a “backlash.”'”® A spokesman for the Citizens Committee for Proposition A told the Associated
Press, that “we felt very optimistic about the bond issue before the reversal of Proposition 14 and the
Leonard Deadwyler inquest, but these two things, happening so recently, are bound to cause some white
backlash, so we are a little more concerned about it now.” Newspapers picked up on renewed fear of
racial rioting, reporting that white citizens might, as a response, “retaliate in the privacy of the voting
booth and deny the hospital to southeast Los Angeles Negroes.”'”” As the San Gabriel Valley Tribune
reported it, “some backers have warned that new disorders in Watts could occur if the bond issue is not
passed.”™

By making and acknowledging renewed rioting as a realistic outcome of a failed ballot measure,
liberals, not conservatives, had inadvertently gave opponents license to enter it into public discussions
without appearing racist. Some newspapers, like the South Bay Breeze, attempted to spin this new
messaging to “panicky” readers by insisting that “filling this need is not submitting to ‘blackmail.”'™'
While it would not “remove the area’s responsibility to strive for law and order, or lessen the resolve of
enforcement agencies to maintain it,” the newspaper affirmed that it was a “recognition of human
suffering, and a realistic approach to easing it.”'** Other newspapers refused to spin this new piece of
information so optimistically.

The Los Angeles Herald Examiner and the San Gabriel Valley Tribune wrote to readers to remind
them that racial violence only seemed to be a black phenomenon that did not seem to come from other
poor constituents in the county. The San Gabriel Valley Tribune argued that the ballot measure, “benefits

only one area at the expense of the entire county” and “sets a bad precedent for other groups that may

178 «Watts Hospital Supporters Fear Backlash.” San Gabriel Valley Tribune. June 1, 1966 Kenneth Hahn Collection,

Box 215, Folder 34 “Press Clippings” (Special Collections, Huntington Library)
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80 April 24, 1966. South Bay Daily Breeze. Kenneth Hahn Collection, Box 201, Folder 4 “Press Clippings” (Special
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want special treatment.” The Los Angeles Herald Examiner and El Monte Herald printed reader
comments that affirmed that “there are poor people in Burbank, Glendale, Venice, Hawthorne, Pasadena

and Monrovia, as well as Watts™'®

and that while “riot-torn Watts, may need [a] county hospital, [...] so
[too] does the San Gabriel Valley.”184

These comments show that both arguments for and against supporting Proposition A grew
increasingly contingent on the conflation of blackness with violence in the public’s eye. In other words,
yes-voters went to the polls to vote for the ballot measure in fear of racial violence, while others went to
vote against the measure in spite of it. From this perspective, racism informed both supporters and
opponents to vote at the polls in ways that made it difficult to claim that no-voters were racist in their
motivations while yes-voters were not. Instead of demonstrate evidence of a white backlash, liberal

acknowledgement of the violent black boogeyman shows that multicultural discourse itself depended on

the conjuring of a new racial “other” to gain currency as a new racial paradigm.

The Power of the Racial Boogeyman

The debate in the week leading up to the election shows that efforts to teach the general public
about the value of multiculturalism was co-constitutively produced through and with the close conflation
of race and violence. As their reasoning for and against the Watts Hospital shows, racialized violence
drew many conservatives and liberals, Democrats and Republicans, willingly together to multicultural
discourse in order to fulfill their desires to fashion the local economy of Los Angeles to meet a new
globalizing economy. Rather than resolve the relationship between race and violence, however, the ballot
measure’s outcome kept this tension in play in ways that were productive for differing political agendas.

Both liberals and conservatives agreed that a unified stance on racial violence was important but for

different ends. Some liberals used the relationship to assert that racial violence could be contained and

'S5 June 18, 1966. Los Angeles Herald Examiner. Kenneth Hahn Collection, Box 215, Folder 34, “Press Clippings”
(Special Collections, Huntington Library)

% May 12, 1966. EIl Monte Herald. Kenneth Hahn Collection, Box 215, Folder 34, “Press Clippings” (Special
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eradicated by new federal antipoverty programs that could use the twin processes of self-help and self-
determination to recast race as a non-threatening category of difference. Contending voices, however,
used the shared value on stamping out racial violence as a reason to police communities of color in ways
that were more difficult to separate out who was “truly violent” from those that were “truly civilized.”

As the debate around Proposition A shows, the outwardly and explicitly racist rhetoric of white
supremacy did not actually play, or need to play, a large role in shaping public opinion. Liberals and
conservatives both amplified the power and noise around racial violence without such explicitly racist
expressions by drowning out and making explicitly white supremacist comments subordinate and
needless given the new urgency and importance of race riots, violence, and anger. Here, white
supremacist discussion could be re-coded within multicultural discussion in ways that took advantage of
the unresolved search for where racial violence existed, if at all, in communities of color.

The product of this unresolved relationship produced some civil rights and black power leaders
who appropriated mainstream discourses of civility, security, and economy as capable of governance over
black community institutions in ways that further alienated black political voices that were angry and
frustrated at both liberal and conservative traditions. Indeed, in addition to Dr. Sol White of the Drew
Medical Society, the black medical leaders who eventually assumed leadership of the Watts Hospital —
Dr. Mitchell Spellman, Dr. M. Alfred Haynes, and Dr. J. Alfred Cannon — serve as prime examples of
civil rights and black power perspectives that appropriated mainstream discourses of law and order.
Together with their white liberal and conservative counterparts, this multicultural class of leaders
affirmed the righteousness of America’s political and economic role at home and abroad.

In the end, Hahn used the ballot measure’s outcome of 62.5% support as proof of a majority
mandate, albeit an unlawful one, to authorize the use of funds to directly construct the hospital out of the
county general funds. Hahn did not act unilaterally, but was joined by his conservative Democratic and
Republican counterparts on the Board of Supervisors to unanimously vote to authorize immediately $12.5

million dollars to initiate plans to construct the hospital. Newspapers and Hahn’s political team quickly
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began reporting on alternative public mechanisms to fund the hospital following news of the ballot
measure’s failure. “We’re going to build it,” Hahn stated, “We’ll find a way.”'®

In his official post-election press release, Hahn interpreted the ballot’s majority outcome as an
affirmation that multiculturalism was a new widely shared patriotic expression of American nationalism.
His press release was crafted to reach local, national, and international audiences. He argued that the
vote’s “tremendous majority” stood as a “fine vote of brotherhood,” an “outward sign” of an “inward
attitude” that revealed that the “American citizen” was truly a “good Samaritan” that really “does care
about someone else’s misfortunes.”'* Citing that precincts far from the proposed hospital had supported
the measure, Hahn stated that the vote “showed that the people in the remotest sections of the County are
concerned with those who are less fortunate in the Watts-Willowbrook area.”'®’

Behind the cloistered halls of government, however, Hahn’s actions show that his discussions with
other Board of Supervisors remained locally tied to concerns about regional stability. Using a report
titled, “Projects included in failing bond proposals which were subsequently constructed by other means,”
the Board of Supervisors were alerted to a precedent of supporting capital construction projects from
1947 to 1965 that voters rejected but ultimately were built completely from county general funds. The
report revealed that many of the county’s law and order infrastructure - the Civic Center Superior Court,

Downtown Juvenile Hall Center, County Courthouses, Men’s Jail, and the San Fernando Valley Juvenile

Hall — all were built without much criticism from voters.'*

%5 Tom Goff. “Watts Hospital Bonds Rejected: Other Issues Win” June 8, 1966. Los Angeles Times. Kenneth Hahn
Collection, Box 215, Folder 34, “Press Clippings” (Special Collections, Huntington Library)

186 press Statement by Supervisor Kenneth Hahn. June 8, 1966. Kenneth Hahn Collection, Box 200, Folder 2
“Proposition A” (Special Collections, Huntington Library)

'87 Press Statement by Supervisor Kenneth Hahn. June 8, 1966. Kenneth Hahn Collection, Box 200, Folder 2
“Proposition A” (Special Collections, Huntington Library)

'8 While the cost of most these projects laid most of these projects laid from $2 -5 million, the Men’s Jail, at a cost
of $19 million had been financed through the Retirement Board. With the Retirement Board funds exhausted, the
Board had no choice but to commit new hospital funds from the County General Fund.
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Figure 3.1 — Drew Society Mailings and Press Clippings

Figure 3.1 — Clockwise from Top Left: Front and Back Mailers sent from Drew Medical Society. May 10 Sentinel Photo of
Dr. Clarence Littlejohn, Dr. Henry Heins, Mrs. Ralph Bledsoe, Dr. Mrs. Julius Hill, Mrs. Earl Claiborne, Col. Leon H.
Washington, Jr. and Dr. Charles Brown. May 26 Sentinel Photo of Dr. Julius Hill, Mrs. Opal Gilliam, Mrs. Eva Bradford-Rock,
Ted Watkins, and Dr. Geraldine Branch. May 18 South End Bee Photo of Dr. Henry Heins, Kenneth Hahn, and Lewis Roach.

May 10 Southside Journal Photo of Dr. William R. Williams, Carey Jenkins, Kenneth Hahn, Dr. John F. Simmons, and Dr.
Ross Miller
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Figure 3.2 Fact Sheet — South Los Angeles County Hospital

To: Publishers and Editorial Directors March, 1966
From: Supervisor Kenneth Hahn

1.

The Watts-Willowbrook area of Los Angeles County urgently needs a major hospital. The
McCone Commission emphasized this need. The State Advisory Hospital Council has placed
highest priority on development of this hospital.

The Board of Supervisors has acted boldly and wisely to immediately move to provide this badly
needed hospital to serve a section of Los Angeles County which contains an estimated 350000
people. (Bounded by Alameda, Broadway, Jefferson, and Artesia.)

A 438-bed hospital will greatly relieve crowded conditions at all public hospitals in Los Angeles
County, particularly Los Angeles County General Hospital. It takes two hours on public
transportation to reach General Hospital from the Watts-Willowbrook area. Even so, fully 50 per
cent of the patients from this general area now rely on County General Hospital and, on the
average, there are more than 800 patients from this area in County General Hospital.

The hospital will cost $21.4 million. (Application has already been made for Hill-Harris Funds to
provide $9.1 million.) The County’s share, $12.3 million, will be submitted to the voters as a
bond issue in June, 1966.

A bond issue is by far the most economical means to finance the County’s share of this hospital.
No other method of financing (competitive bids for a lease-back arrangement, negotiated lease, or
general fund financing) can provide the hospital as economically as bond issue financing.

By building a quality hospital, jobs will be created, services will be rendered, lives will be saved,
and the health of the community will be improved.

Disease knows no boundaries. If one portion of this great metropolitan area has substandard
health and emergency care facilities, all other communities will be affected. Pain and illness,
whether suffered in Los Angeles, in the Congo, or in Vietnam, have the same effect on human
beings. If America can spend taxpayers’ money to build hospitals for African and Asian
countries, and in Vietnam, certainly we should take care of our own citizens first.

All citizens must have faith and hope for the future. We must re-build and restore confidences
and good will in Los Angeles County. We must move forward to eliminate the real causes of
poverty by getting at the roots of dissatisfaction, injustice, and discrimination in every aspect of
life.

ALL RESIDENTS OF LOS ANGELES COUNTY SHOULD VOTE “YES” ON THE HOSPITAL

BOND ISSUE

Source: Fact Sheet — South Los Angeles County Hospital. Kenneth Hahn Collection, Box 200, Folder 3
(Special Collections, Huntington Library)
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Chapter Four
Is Drew School a “Black” School? Liberal Multiculturalism and Academic Medical Centers

On February 10, 1972, over six thousand people gathered on the front lawn of 12012 South
Compton Avenue to dedicate Los Angeles County’s newest public hospital, Martin Luther King, Jr.
General Hospital."™ The culmination of a seven year campaign, the King General hospital tower was a
part of an entirely new federally-sponsored medical institution called the academic medical center
(AMC), which combined the informal relationships between hospitals, physician practice groups, medical
schools, and research institutions and formalized them into one unified medical complex of interlocking,
mutually reinforcing missions. Renowned African American surgeon, Dr. Mitchell Spellman, served as
the dual head of King Hospital and the new Drew Postgraduate Medical School (founded in 1966 and
opened in 1972), the first medical school led by black faculty on the West Coast.'”’

By 1970, fifty four academic medical centers (AMCs) had been formed nationwide as Regional
Medical Programs through partnerships of pre-existing hospitals, institutes and universities.'”' King-
Drew, however, was the first to be constructed from the ground up as a “medical complex,” and was also
significant because it was known for its unique mission in combining the “arc of civil rights” and the “the

arc of academic medicine” together into institution.'”

The Journal of the National Medical Association,
heralded the 394-bed, six-story, $26.5 million acute care hospital tower “in the middle of a desert of

deprivation” as a project “offering hope and light where there has been none, offering opportunities

"% The dedication ceremony was covered extensively but its attendance was reported by Bill Robertson. “King

Hospital Dedication A Success: 6,000 Persons Attend King Hospital Dedication Program,” Los Angeles Sentinel,
Feb. 10, 1972 page Al

10 Until 1965, only two black medical schools existed. Howard University in Washington, D.C., and Meharry
Medical College in Nashville, Tennessee.

1 «peak Years and Decline (November 1970 to November 1974)” Online Archive. The Regional Medical
Programs Collection. (United States National Library of Medicine, Bethesda, MD)
https://profiles.nlm.nih.gov/ps/retrieve/Narrative/RM/p-nid/99 Accessed March 5, 2017

192 Remarks by President John J. DeGioia. Reflections on the Life and Career of Dr. Mitchell Spellman. Georgetown
University. November 23, 2013. https://president.georgetown.edu/speeches/mitchell-spellman.html Accessed
December 5, 2016.
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heretofore unknown to the residents in this area, and offering medical services of a quality which would
be desirable even in the most prosperous of communities.”'” (See Figure 4.1)

In reality, the hospital was far from finished. Cost overruns, work stoppages, delayed equipment
delivery, and a nursing shortage had pushed back the opening of the hospital. A month and a half after the

dedication, the hospital accepted its first patient, Robert L. Jamerson, on March 27+.'**

The delay revealed
the extent to which expectations and reality of what the hospital could deliver continued to be
mismatched. Despite reports that the hospital would employ a workforce of 2,000 to operate the 394-bed
facility, the hospital had only hired 1,269 workers and had only made 72 beds operational on its opening

date.'”

The hospital tower alone was so costly that hospital administrators reprioritized the opening of
certain wards inside the tower and deferred the construction of outlying clinic and mental health facilities
into a multi-phase plan that would be built over a period of ten years. Since the hospital’s funds were
drawn from external funds sourced from outside the community, the determination of which wards and
services were to open were not determined by local citizens but by the requirements outlined by these
external sources.

Conspicuously muffled in the celebration were the voices of the Drew Medical Society, an all-
black and initially all-male medical society who had practiced in the community for decades. Their
absence in the dedication ceremony program was especially curious given that they were primary
stakeholders in the hospital planning process and, in some cases, were clinical lecturers affiliated at the
Drew Medical School. As the name suggests, the school’s naming practice reveals how the Drew Medical
School was to serve both the needs of Society members while memorializing the legacy of its namesake,

Dr. Charles R. Drew. In spite of all of the school’s promising advantages, the muted voices of Drew

Society members demonstrates that their participation had come to be strained by distrust and uneasiness.

'3 Windsor, Charles A. “A Summary of the History and Plan for Development of the Los Angeles County Martin
Luther King, Jr. General Hospital” Journal of the National Medical Association. November, 1972. Vol. 64, No. 6.
Pages 544 - 547.

14 “Dream Fulfilled: Martin Luther King Hospital Registers its First Patients” Los Angeles Times, March 27, 1972.
Page 3.

195 See: “Feb. 18, 1972 Memo to Kenneth Hahn from Lister Witherhill” Kenneth Hahn Collection Box 205, Folder
61; and, “March 23, 1972 Memo to Kenneth Hahn from Lister Witherhill,” Box 206, Folder 69, (Special
Collections, Huntington Library)
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Drew Society members accused King-Drew leadership as being too focused on research and
training of new physicians rather than serving the needs of the community and practicing physicians. In
1970, Drew Society member Dr. Hubert Hemsley wrote to readers of the local black press that the
hospital was bound to “rob a person of dignity in the pursuit of esoteric goals,” instead of making “the
patient and community” its “major emphasis.”'*® Such criticism had come to be shared by other
community members by the hospital’s opening. A leaflet distributed anonymously by “some dedicated
people on the staff of King Hospital,” charged that the “King Hospital is a Potential Death Trap,”
unprepared to safely handle patient care.”” (See Figure 4.2) The unnamed protestors claimed that instead
of making a hospital “responsive to the community,” administrators had colluded with politicians to open
a hospital with “second-rate services” and without emergency services.

These details show that King-Drew was not the ideal embodiment of community self-determination
and quality healthcare that many ascribed to it on its arrival.'®® This chapter explores how federal
antipoverty and health legislation gave leadership and funding selectively to members of the black
community based on their ability to appropriate mainstream ideas of medicine and self-governance. King-
Drew’s planners manifested their commitments to these abstract concepts of medical leadership and
autonomy in who they appointed as the medical school’s leaders and the kinds of expectations they laid
on the type of education that post-medical graduates would obtain. I argue King-Drew leaders aimed to
produce a new type of physician, a “multicultural” physician, by absorbing the assumed patient-focused
and humanistic aspects of local physician care and eradicating aspects of their practice associated with
“slumlord care.”

This maneuver to produce “multicultural” physicians rather than “black” physicians indicates a

significant break from the assumption that the hospital would be staffed and operated by black medical

1% Charles Baireuther. “A Doctor’s Opinion: MLK Hospital Will Fail Without Community Stress” Los Angeles
Sentinel, April 23, 1970, page D2

17 «Attention: The King Hospital is a Potential Death Trap” Kenneth Hahn Collection Box 206, Folder 69, (Special
Collections, Huntington Library)

"% Up until this moment, criticism of the hospital had been contained to the hospital’s cost, especially since funds
had been authorized from county general funds after voters failed to pass a referendum to fund it through a new
county tax.
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practitioners for black people. From the 1960s to the early 1970s, since Watts was, both in census
numbers and in the imagination of city residents, a black community, the previous three chapters show
that the creation of a public funding stream to combine a health district and poverty district was intended
to benefit black residents in Los Angeles. By the 1970s, new statistical indices began to show that the
community was far more impoverished than before and, more significantly, home to a growing number of
Latin American immigrants. This chapter and those that follow assess the impact and consequences of
this change and the challenge it presented to progressing a healthcare agenda centered on blackness.

King-Drew planners selectively appointed black medical men to leadership based on the probability
that their medical training and expertise would not encourage medical standards separate from
mainstream society (that is, “ghetto” standards separate from mainstream standards) but develop uniform
standards that could apply across all racial and economic contexts. Drew leaders preemptively anticipated
the concerns of prospective postgraduate medical applicants fearful of the stigmatization associated with
practicing in low income communities by posing the question directly, “Is Drew School a ‘Black’
School?” in a brochure it sent widely out to medical schools in 1971." (See Figure 4.3) To dispel
damaging notions around race, the leadership of the Drew School emphasized that “we serve all persons -
both those able to pay for their care and those who cannot” with a “single standard of health and medical
services.” It affirmed that Drew is “a multiracial, multiethnic institution, in the belief that single, racial,
religious, or cultural organizations cannot sustain support or the strategy for lasting solutions to national
health needs and issues.”

These statements reveal that local black practitioners who had been practicing in and around Watts
for generations had become a locus of concern for the Drew School that was both productive and
threatening. On one hand, Drew School leaders wanted to laud local black physician participation in the
school as an asset for medical education by giving new graduates a unique opportunity to learn

interpersonal skills and culturally sensitive approaches to medicine assumed to be natural to local

19 “Charles R. Drew Recruitment Brochure.” Commonwealth Fund Series 18: Grants, Box: 97, Folder 889. (Special

Collections, Rockefeller Archive Collection)
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community physicians. On the other hand, they wanted these same long-time practicing physicians to
become objects of medical education reform as well, updating their own professional education through
the medical center’s continuing education courses to fit the full expectations of modern medicine. The
school summed it up in the following way: “The Drew School faculty believe those physician graduates
seeking superior training in the specialties, coupled with an outlook to serve people foremost, will find the

educational program at the King-Drew Medical Center appealing.””

(Italics, mine)

Although the Drew School attempted to frame this relationship between the medical center and
local community physicians as mutually beneficial, Drew Society members came to regard this
relationship as extractive and exploitative of their labor. Instead of putting the needs of local community
physicians first, the School appeared to privilege the production of new physicians who were being
crafted to an abstract idea of multiculturalism and were being groomed to replace them in the medical
market. Drew Society members were particularly incensed by the fact that the Drew School did not
appoint an all black slate of medical faculty. Thus, Drew School’s activities were not only seen as
detrimental to local physicians because of the potential element of competition they brought to their

practices but also for the fact that such competition could replace care provided by black physicians with

those from outside of the community.

Capitalist Drive and Absorption of Critique

The creation of King-Drew Medical Center as a Regional Medical Program inspired a parallel
conversation in California’s second largest African American population in Northern California in early
1969. As I will explain in detail later, Regional Medical Programs (RMPs) were a new federal assistance
program that sought to maximize the capacities of hospitals and medical schools to help lift the health
standards of all Americans. In March 1969, the John Hale Medical Society, the all black medical society

in Northern California, in conjunction with the California Regional Medical Programs - Area I, in San

200 «Charles R. Drew Recruitment Brochure.” Commonwealth Fund Series 18: Grants, Box: 97, Folder 889. (Special

Collections, Rockefeller Archive Collection)
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Francisco hosted a conference titled, “Medicine in the Black Community.”201

A report of the proceedings
authored by two black physicians, Drs. Oscar Jackson and Waldense Nixon, provides an opportunity to
assess black opinion on the healthcare landscape nearest to the opening of King-Drew.

Their summation emphasized that most hospitals in California’s black neighborhoods did not
regularly accept black physicians on their staffs or admit black patients to their care. According to them,
“most community hospitals in the black patient’s area tend to isolate themselves from the community and
are often looked upon as well-armed fortresses, isolated by heavily armed guards.”202 For those black
citizens able to find care, they observed that “the [black] patient is usually faced by an unsympathetic
staff who cannot relate to the patient other than as a medical entity.” Moreover, “the black patient greatly
fears experimentation at the hands of the staff, since he never sees anyone who can afford other types of
care or who goes to the clinic on a voluntary basis. He, therefore, feels isolated, and feels he is in a
different medical class.”””

In 1965, President Johnson passed the Heart Disease, Cancer, and Stroke Act, a law that created a
new division in the Department of Health, Education, and Welfare called the Regional Medical Programs.
The program was designed “to encourage and assist in the establishment of regional cooperative
arrangements among medical schools, research institutions, and hospitals for research and training,

including continuing education, and for related demonstration of patient care.”***

The spirit of the law was
accompanied by other important legislations, including the 1965 Civil Rights Act, the Great Society
programs, and the Social Security Amendments authorizing Medicare and Medicaid. The law was read

widely by urban medical hospitals and universities as a mandate to reform their services, staffing, and

service practices to be more multicultural in nature.

%1 Jackson, Oscar J. and Waldenese Nixon. “Medicine in the Black Community.” The Western Journal of Medicine.

October, 1970. 114:4. p. 58

292 Jackson, Oscar J. and Waldenese Nixon. “Medicine in the Black Community.” The Western Journal of Medicine.
October, 1970. 114:4. p. 58

293 Jackson, Oscar J. and Waldenese Nixon. “Medicine in the Black Community.” The Western Journal of Medicine.
October, 1970. 114:4. p. 58

% Sec. 900, PL 89-239
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According to Andrew T. Simpson, all these laws attempted to change the perceptions of academic
medical centers as being “fortresses of health” by turning the energy and focus of medical care and
medical training to the poor, particularly those of color.*” He argues that mid-1960s represented a second
“renaissance” for academic medicine that absorbed criticism of an earlier period that centered the
healthcare industry’s growth on white communities. Kenneth Ludmerer argues that, by the 1920s, “the
medical school had become a factory, in the fullest sense of the term,” and that, “like all basic industry,
medical education had become capital and labor intensive, requiring laboratories, teaching hospitals,

226 Ag Jackson’s and Nixon’s accounts demonstrate, the focus

endowments, and a large full-time faculty.
on capital, medical research, and training had led hospitals and medical schools to focus their enterprises
on a paying consumer based largely racialized as white and middle class to sustain business.

The emphasis on research and capital sometimes ran against the perception of openness that
medical centers were trying to achieve. Guian McKee argues that academic medical center’s drive to
acquire more capital and build more sophisticated research and treatment facilities in urban centers have
given them a reputation as “gentrifiers” by some residents, activists, and advocates of surrounding ethnic
neighborhoods.””” For example, McKee argues that despite the protests of Boston’s South Cove
Chinatown activists throughout the 1970s, Tufts University succeeded in demolishing tracts of land to
build the Proger Health Services Building, Tufts Dental School, parking garages, and the rebuilding of the
Pediatric Floating Hospital. Los Angeles County - USC Medical Center, likewise, had grown in size over
its centennial history. From 1933 to 1972, the hospital campus had grown from one large 19-story

1,265,000 square foot medical and surgical tower to a campus of 79 acres that included a 400-bed

osteopathic hospital, 166-bed psychiatric facility, a 170-bed contagious disease building, and an

25 Andrew T. Simpson. “Health and Renaissance: Academic Medicine and the Remaking of Modern Pittsburgh” in
Journal of Urban History 2015, 41 (1) pages 19-27.

2% K enneth Ludmerer. Learning to Heal: The Development of American Medical Education (Baltimore: Johns
Hopkins University, 1985)

p. 257

97 Guian McKee. “The Hospital City in an Ethnic Enclave: Tufts-New England Medical Center, Boston’s
Chinatown, and the Urban Political Economy of Healthcare” in Journal of Urban History 2016, 42 (2), pages 259-
283
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outpatient building of 200,000 square feet that encroached upon the surrounding Mexican American
neighborhoods.*”

Simpson argues, however, that new federal programs in the 1960s and 1970s gave academic
medical centers a chance to contest their reputations as fortresses of health by using federal money to play
up their role as employers and trainers of medical personnel of color. He explains, “one of the most
important ways that not-for-profit hospitals, medical schools, and universities reflected a new role as
developers of human capital was by emerging as important sites for job training programs.” As an
example, Simpson argues that the University of Pittsburgh’s Freedom House Ambulance Service, which
ran from 1967 to 1975, “trained and employed African Americans from the city’s Hill District who had
incomplete or chaotic employment histories.””

Both Simpson and McKee argue that city officials in the late 1960s and early 1970s tended to favor
academic health center construction. According to McKee, “choices about land use, and, particularly,
about the removal of existing residential and commercial uses in service of the medical center’s growth,
demonstrated one of the core dilemmas posed by the emergence of the hospital as an urban anchor.
Healthcare, medical education, and biomedical research clearly offered better future prospects for [cities]
than garment manufacturing or low-cost retail.”*'’ Simpson added that, “the health professions, by virtue
of the non-outsourceable nature of illness and the steady federal funding stream for health care as a
consequence of Medicare and Medicaid, emerged as an important focus,” of academic medical centers

because they were seen to combat job loss experienced by deindustrialization. Since the 1970s, the “eds

and meds” sector (the combined university and hospital industry) academic medical centers have become

2% Robert Tranquada and Robert Maronde. “The Hospital Within A Hospital: An Empirical Experiment in

Healthcare in a Major Metropolitan Hospital” in the Bulletin of the New York Academy of Medicine. March, 1972
48:3, p. 560-561

2% Andrew T. Simpson. “Health and Renaissance: Academic Medicine and the Remaking of Modern Pittsburgh” in
Journal of Urban History 2015, 41 (1) p. 22

*1 Guian McKee. “The Hospital City in an Ethnic Enclave: Tufts-New England Medical Center, Boston’s
Chinatown, and the Urban Political Economy of Healthcare” in Journal of Urban History 2016, 42 (2), page 271
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economic and political juggernauts as employers, providers of medical services, and as recipients of
federally funded research grants, accounting for 34.7% of jobs in the nation’s twenty largest cities.*""

As Simpson points out, the steady federal funding stream of Medicare and Medicaid made it
possible for urban academic medical centers to turn their exclusive attention from white and middle class
clientele to make their patient base profiles more multiracial in nature. Academic medical centers’ ability
to recruit physicians of color to both their training programs, to their staffs, and to reflect curriculum that
addressed the needs of poor patients and patients of diverse backgrounds was essential to maximizing
new federal funding streams. In effect, academic medical centers invested in the rhetoric of
“multiculturalism” and practices of minority hiring, admission, and service inclusion not only because it
proved sound business practice but because it could also promise greater returns for institutions that could
demonstrate fulfillment of the overarching objectives of President Johnson’s Civil Rights and Great
Society agenda.

As I will show, Medicare and Medicaid diversified the patient base profiles of hospitals while also
intensifying market competition between hospitals. Institutions that could prove a history of servicing
indigent patients, an open admissions policy for its medical staff and trainees, curriculum around patient-
centeredness, and a good rapport with their surrounding communities of color stood to benefit from
additional funds earmarked for Regional Medical Programs. At its height of funding in 1973, academic
medical centers that received RMP designation were eligible to compete for $140 million dollars
allocated for research and training grants that were separate from funds generated by Medicare and
Medicaid.*"* In a highly competitive hospital market, these funds served as assets that could attract
patients to choose to spend their consumer dollars at their hospitals over others.

Thus, for urban academic medical centers, “patient-centeredness” assumed the transition of

institutional trajectories to shift their focus from exclusively white and middle class patients to include

I Guian McKee. “The Hospital City in an Ethnic Enclave: Tufts-New England Medical Center, Boston’s
Chinatown, and the Urban Political Economy of Healthcare” in Journal of Urban History 2016, 42 (2), page 260
212 “peak Years and Decline (November 1970 to November 1974)” Online Archive. The Regional Medical
Programs Collection. (United States National Library of Medicine, Bethesda, MD)
https://profiles.nlm.nih.gov/ps/retrieve/Narrative/RM/p-nid/99 Accessed March 5, 2017
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poorer patients and those of color.””® As other American and Ethnic Studies scholars have argued, this
shift for greater inclusion of minority students and multicultural curriculum also took place in the 1960s
and 1970s amongst liberal universities. The emergence of academic medical centers is thus an under-
analyzed history of what many in the academy term “ethnic studies” and the various inter-disciplines of
African American, Asian American, Chicano/a and Latino/a Studies, and Women’s, Sexuality, and
Gender Studies.

Here, both academic medical centers and liberal universities paused to absorb criticism of their role
in producing American society as exclusionary and racist to reproduce themselves as “multicultural”
spaces. American and Ethnic Studies scholar Roderick Ferguson argues that whereas American
universities “once disciplined difference in the universalizing names of canonicity, nationality, or
economy,” widespread public protests in the 1960s re-shaped these institutions such that they began to see
“minority difference and culture as positivities that could be a part of their own ‘series of aims and

595214

objectives. In other words, liberal universities became so adept, “alert and responsive” to absorbing

criticism of racism and classism that they were capable of re-channeling that energy towards an “abstract
- rather than a redistributive - valorization of minority difference and culture.””"

King-Drew Medical Center’s unprecedented capability to build a pedagogical project from the
ground up allows us to see how health planners wrestled with criticism of academic medicine by using the
key healthcare laws of Medicare, Medicaid, and President Johnson’s Heart Disease, Cancer, and Stroke
Act to contest the close association of medicine with whiteness. This trio of legislations forged new
liberal multicultural institutions capable of ameliorating the racial antagonism between white

communities and racialized communities they understood to be circulating and threatening to postwar

order. They concretely saw these criticisms as targeting two different medical “types” - the arrogant

13 For a history of “Patient Centeredness” as a term see: Somnath Saha, Mary Chaterine Beach, and Lisa Cooper.

“Patient Centeredness, Cultural Competence and Healthcare Quality” in the Journal of the National Medical
Association. 2008, November, 100 (11): 1275-1285

214 Roderick Ferguson. The Reorder of Things: The University and its Pedagogies of Minority Difference.
(Minneapolis: University of Minnesota Press, 2012), p. 7

*13 Roderick Ferguson. The Reorder of Things: The University and its Pedagogies of Minority Difference.
(Minneapolis: University of Minnesota Press, 2012), p. 8
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physician walled behind the ivory tower of medical research and the friendly doctor with outdated

knowledge as both equally dangerous to postwar progress.

Two Standards of Quality

Today, many regard the primary legislative acts that forged AMCs as laws that expanded the
welfare state. This is especially true for Medicare and Medicaid (P.L. 89-97), two programs which have
gained more recognition in recent times as so-called “entitlement” programs. Both, however, are crucial
components of how AMCs function because they furnish the capital and diversity of patients that make
capital-intensive medical research possible. These “big government” narratives tend to hide the role that
Medicare and Medicaid played in enlarging free enterprise healthcare by focusing on how both led to the
tiering of American medicine by race and class. This process obscures how many physicians of color and
liberal progressives working in the 1960s saw the law as working to equalize and democratize healthcare
rather than reify medical segregation and hides, more importantly, how the law achieves this through the
free market means of consumer and provider choice.

The programs organize patients and providers into two pools: one pool of “consumers-citizens”
eligible to enter the medical market place by their status — as seniors, the indigent/poor, or the disabled. It
also created a second pool of medical providers who are certified to treat patients and seek reimbursement
from the federal government for qualified medical services. President Johnson hoped that the size of this
consumer pool would not only give citizen-consumers a wide marketplace of providers to choose from
but also entice providers to enter into markets once considered risky.

Physicians, however, turned out to be less eager to meet the expectations of equitable access
assumed be created as an important by-product of the law. Their practices tended to be more selective in
their use of these programs. Many only opted to treat Medicare consumers, who were generally, but not

exclusively, white and middle class, while refusing to treat consumers eligible for Medicaid, who tended
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to be from more racially-diverse backgrounds.*'® The comparatively larger numbers of Medicare-only
hospitals and physician practices, however, burdened a smaller amount of institutions participating in
Medicaid who ended up taking on larger volumes of patients. This process racialized Medicare as both
white and high quality while conflated Medicaid care with “slumlord” care, characterized by overcrowded
facilities and poor quality care.”’’ These cultural practices reinforced the belief that government has
helped determine the quality of care that one receives by race and class.

This tiering effect has been met with a conservative call to eliminate this system for its perpetuation
of racism, class hierarchy, and citizen dependency on “entitlements.” Conservative black physicians like
Ben Carson have forwarded this perspective believing that the elimination of such programs would result
in lifting the stigma of poor care associated with black physicians and the stereotype of black patients as
welfare recipients.”' Yet, while Carson’s advocacy today appears to some as being in conflict with the
spirit of President Johnson’s landmark health legislations, a closer examination of the activities of the all-
black and initially all-male National Medical Association (NMA) in the 1960s reveals that Carson’s
perspectives historically aligned with black physicians’ advocacy in Johnson’s administration.

Black physicians in the 1960s viewed Medicare and Medicaid as necessary to end black
dependency on welfare, anchor black health consumption in the free market, and to create mechanisms
for black control of community institutions. They did not view the Medicare and Medicaid programs as
enlarging the welfare state but rather as encouraging black physicians to “mainstream” black healthcare
institutions by using federal laws around desegregation and funding to universalize a market-based
medical service economy. They received an unprecedented opportunity to forward these policy positions
when President Johnson assumed office in 1963 and the Democratic party won Senatorial and

Congressional majorities in 1965. President Johnson turned to the NMA in his break with the

*1% The process I described here in the paragraph has been analyzed by multiple authors including: Jena Loyd.

Health Rights are Civil Rights: Peace and Justice Activism in Los Angeles, 1963-1978 (Minneapolis: University of

Minnesota Press, 2014); and, Jonathan Engel. Poor People’s Medicine: Medicaid and American Charity Care since
1965 (Durham: Duke University, 2006)

27 This process of racialization of care is particularly pronounced amongst long-term care facilities. See: Jennifer P.
Nazareno. Dissertation. The Outsourced State: The Retraction of Public Caregiving in America. UC San Francisco.

2015

*® Ben Carson. One Nation: What We Can All Do to Save America’s Future (New York: Sentinel, 2014)
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conservative white-led American Medical Association in order to craft new healthcare laws that were
consistent with his civil rights agenda.*"

Medicare and Medicaid legislation ensured that the quality of medical care provided by a physician
should not depend on the color of their skin or the location of their services but on the content of their
training and education. Under Medicare and Medicaid law, providers gained their right to access
Medicare and Medicaid consumers by giving up a certain amount of physician autonomy. Whereas
physicians simply relied on their talents and abilities to attract consumers before Medicare and Medicaid,
physicians who desired access to Medicare and Medicaid patients had to agree to physician standards set
by the federal government.”” Medicare and Medicaid thereby established a new national criteria by which
a provider could be accredited as a “community” physician, which, in turn, certified them as qualified to
care for America’s most vulnerable populations.

What is also significant to NMA’s view on 1960s health legislation is that they did not necessarily
oppose the creation of two standards of care. They supported the legislative efforts of President Johnson,
his main executive legislative aide, Wilbur Cohen, and renowned Baylor University heart surgeon Dr.
Michael DeBakey to consolidate medical research into regional medical centers through the passage of
the Heart Disease, Cancer, and Stroke Act. Programmatically implemented and supported as the Regional
Medical Program (RMP) from 1965 to 1974, RMP created an elite set of anchor “academic health
centers” distinctly held to a different standard than the field of “community” hospitals and physicians
being normalized through Medicare and Medicaid.

Instead of representing a divide between “quality” and “poor” healthcare, advocates saw the

difference between an RMP and a community hospital as a mutual partnership between innovators and

*1% According to Martha Derthick, the NMA essentially “represented the medical professional” between 1963 and
1965 since the AMA was “implacably hostile to government health insurance.” Policy Making for Social Security
(Washington, D.C.: Brookings Institute, 1979), page 96.

2% In order to be eligible for Medicare and Medicaid funding, institutions and providers had to voluntarily submit
their businesses and credentials to external scrutiny in exchange for provider eligibility. For facilities, the law tied
their eligibility to standards created jointly by the American Medical Association and the American Hospital
Association called the Joint Accreditation Council of American Hospitals (JACHO) and tied provider eligibility to
board certification with their specialties. Standards related to these are privately determined by professional
organizations who work in the name of the public good.
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practitioners. RMP Director Michael DeBakey anticipated that the standardization of medical practice
through Medicare and Medicaid would stay stagnant without a mechanism to dynamically raise or change
standards to reflect new knowledge and technology. The creation of RMPs solved this problem by linking
hospitals to a regional academic health center that combined research, training, and service to innovate
medical methods. As opposed to community hospitals, a RMP designation provided additional research
and construction dollars exclusive to a particular region. In exchange for more federal research dollars,
RMPs were mandated to share their knowledge with community hospitals in efforts to “speed the
miracles of medical research from the laboratory to the bedside,” and “speed communication between the
researcher and the student and the practicing physician.”*'

RMPs were critical in that they not only accept their regional roles as anchor institutions for
community hospitals operating in their local context but also that they share new knowledge with other
academic health centers in other regions. Acting as medical flagships that distributed new medical
knowledge and disseminated new methods of patient care delivery to community hospitals, these medical
armadas were activated to meet the challenge of curing and treating America’s top three most life
threatening diseases - heart disease, cancer, and stroke. When programmatic support for RMPs declined,
the institutions created from them became better known as Academic Medical Centers (AMCs).

For the NMA members, the possibility of creating a black-led AMC addressed a large gap in
medical education for black physicians. Opportunities to receive a medical education for black citizens
had been limited to two medical schools - Howard University and Meharry Medical College - and
opportunities for research and administration were even rarer.””> Having a black-led AMC would be an

unprecedented commitment by the federal government to produce more black physicians and to invest in

medical research that was germane to the black experience in America. More importantly, a black

**! Lyndon B. Johnson. “Remarks at the Signing of the Heart Disease, Cancer, and Stroke Amendements of 1965

October 6, 1965. Online by Gerhard Peters and John T. Woolley, The American Presidency Project.
http://www.presidency.ucsb.edu/ws/?pid=27298.

221 extrapolate these points later in the chapter and discuss, at length, how black physicians navigated a segregated
medical education and labor market in Chapter One. Can you provide citation of historical research that reinforces
or qualifies this argument since there was limited desegregation of medical training up until 1960s
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medical center attached to the nationwide network of academic medical centers had the potential to
disseminate important information about providing quality patient care in urban and black neighborhoods.

NMA officials leveraged the need to provide quality patient care in poor populations with the
challenges of combating high-fatality cancer, heart disease, and stroke that would not be possible without
the greatest number of Americans possible participating in medical research. These diseases presented
several challenges that were extremely different than the public health epidemics of an earlier epoch.
First, unlike the episodic diseases like cholera, typhoid, and influenza, these “lifestyle” diseases required
patients and research subjects to be engaged in a continuous relationship with medical professionals to
monitor, counsel, and treat conditions that are more likely to be managed than eradicated.”” Most
American citizens had grown accustomed to going to a hospital only in an emergency and did not see it as
a place to develop a lifelong relationship with.

Additionally, these diseases were not limited to one racial community or socioeconomic class but
impacted each group similarly across such indices. In order for medical researchers make deep inroads to
treat and cure complex, endemic diseases, the federal government invested capital in academic medical
centers as research and treatments centers to motivate citizens to develop a recurrent, long-term
relationship with a hospital that could ensure monitoring of diseases, develop effective care, and reach

potential cures.

Racial Pluralism as a Local Standard

The development of recurrent, long-term relationships with communities of color presented a
challenge for academic medical centers unaccustomed to treating black patients as anything outside of
medical material. As the statements by Dr. Jackson and Dr. Nixon attested, the belief that the black

atient “greatly fears experimentation at the hands of the staff,”224 was perceived as a major obstacle in
p g y p p 1]

23 Lifestyle Diseases is a term now popular amongst medical professionals to explain the origin of some diseases as

rooted in the way people live their lives (particularly their habits around eating, sleeping, exercise, stress, etc.).
2% Jackson, Oscar J. and Waldenese Nixon. “Medicine in the Black Community.” The Western Journal of Medicine.
October, 1970. 114:4. p. 58
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gaining the participation of black patients in academic medical centers. Concerns about medical trust
between medical practitioners and underprivileged groups became more inflamed over the course of the
late 1960s and early 1970s as social movement campaigns around race, gender, sexuality, class, and
disability justice gained momentum.**’

For many, the July 1972 Associated Press exposé of the Tuskegee Syphilis Experiment, a 40-year
study which knowingly left hundreds of southern black men untreated for syphilis, symbolized the
callousness, racism, and classism of American medical research practices,226 A closer examination of the
Tuskegee Syphilis Study reveals that some of the black men in the study, however, did see themselves as
the beneficiaries of caring attention, particularly by Eunice Rivers, the black nurse assigned to them
during the multi-year study. Susan Reverby reveals that these black men saw the “care” they received by
Rivers as compassionate given that most black Southerners were accustomed to receiving no care or
attention at all from any trained medical professional.”’ As news reports drew attention to the fact that
some were given a placebo (a drug with no effect) and were not informed of their use in advance of their
participation, Reverby notes that many of the men continued to have a relationship with Rivers, seeing her
as trustworthy and loving in contrast to their feelings of exploitation associated with the study overall.

Here, the context of care reverberated differently across different communities as the story took a
life on its own.**® The study prompted citizens within and outside medicine to demand greater community

accountability for research and treatment practices in their own local contexts. It, for instance, inspired the

** I mention many directly related to black health in the next few citations but readers may also see: Jenna Loyd.

Health Rights are Civil Rights: Peace and Justice Activism in Los Angeles, 1963-1978 (Minneapolis: University of
Minnesota Press, 2014); Kim E. Nielsen. 4 Disability History of the United States (Boston, Beacon Press, 2012);
Sandra Morgen. Into Our Own Hands: The Women'’s Health Movement in the United States, 1969-1990. (New
Brunswick: Rutgers University Press, 2002); Steven Epstein. Inclusion: The Politics of Difference in Medical
Research (Chicago: University of Chicago, 2007); Jael Silliman, Marlene Gerber Fried, Loretta Ross, and Elena R.
Gutierrez. Undivided Rights: Women of Color Organize for Reproductive Justice. (Chicago: Haymarket, 2016)

2% See: James H. Jones. Bad Blood: The Tuskegee Syphilis Experiement (New York: Free Press, 1981); Fred Gray.
The Tuskegee Syphilis Study (Montgomery: New South, 1998); Susan Reverby, Editor. Tuskegee’s Truths:
Rethinking the Tuskegee Syphilis Study (Chapel Hill: University of North Carolina, 2000); Susan Reverby.
Examining Tuskegee: The Infamous Syphilis Study and its Legacy (Chapel Hill: University of North Carolina, 2009)
27 Susan Reverby. Examining Tuskegee: The Infamous Syphilis Study and its Legacy (Chapel Hill: University of
North Carolina, 2009)

2% See: Harriet Washington. Medical Apartheid: The Dark History of Medical Experimentation on Black Americans
from Colonial Times to Present (New York: Harlem Moon, 2006) and Rebecca Skloot. The Immortal Life of
Henrietta Lacks (New York: Broadway, 2010)
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Black Panther Party to mount two campaigns from 1966 to 1974 focused on ensuring humane and
dignified care for poor people of color. According to Alondra Nelson, their free standing clinics and
patient advocate campaigns serve as examples of citizen campaigns which denounced the racism and
classism of mainstream physicians and medical institutions but insisted that western medical practitioners
could be made impartial, objective, and neutral.”’ In fact, Nelson and Keith Wailoo demonstrate that the
findings inspired activists to call for more research funding to certain diseases like sickle cell anemia

29 Medical academicians used the criticism as an

which disproportionately impacted black people.
opportunity to re-asses their methods, instruments, measures, and approaches to research. As Steven
Epstein demonstrates, the Tuskegee Study helped develop an entire field of biomedical ethics dedicated to
topics such as informed consent, cultural competence, and racism in research design.23 !

For black physicians in the NMA and the Drew Medical Society, the study lifted up their assertion
that only one solution could address medical distrust in black communities - more black academicians and
black physician practitioners for black communities. Black physicians exploited the belief that race
formed a shared common experience that mediated against the countervailing effects of class, gender, and
sexuality to create a feeling of kinship that could overcome the traditional medical hierarchies of
physician-patient and researcher-subject. This idea of race as a stable container of difference obscured a
material relationship that mattered more deeply to black physicians, who often found it hard to develop
sustainable medical practice from a poor and black patient base.

For Drew Society Members, the belief that only black patients could only be treated ethically by
black physicians was rooted in the fact that most poor black patients in Los Angeles sought care in the

white-led “charity” institutions of Los Angeles County General Hospital (affiliated with USC Medical

School) and Harbor General Hospital (affiliated with UCLA Medical School). Drew members denounced

*% Alondra Nelson. Body and Soul: The Black Panther Party and the Fight against Medical Discrimination.
(Minneapolis: University of Minnesota, 2011)

239 Keith Wailoo. Dying in the City of Blues: Sickle Cell Anemia and the Politics of Race and Health (Chapel Hill:
University of North Carolina, 2001)

1 Steven Epstein. Inclusion: The Politics of Difference in Medical Research (Chicago: University of Chicago,
2007);
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the use of black citizens for medical experimentation and practice at the hands of non-black researchers
and resident physicians in these institutions as exploitative. Fearing the King-Drew would just become
“another charity hospital,” Drew Society President Hubert Hemsley argued, that “the charity hospital and
clinic care, like most of our [black] institutions, was well intended, but it has failed. Rather than on center
care on the needs of the patient foremost, he argued that, “in this system the highest priority is to teach
interns and residents, secondarily to conduct research, and ultimately provide patient care.”

Hemsley’s attitudes reflect the opinions of most black physicians in the nation, who felt shut out of
hospital staffs and university hospitals. Despite strides in providing more opportunities for medical
education, Dr. M. Alfred Haynes of the National Medical Association Foundation in 1969 argued that the
greatest barrier for black physicians was that “some hospital boards still exclude black physicians more
on the basis of race than on competence.” He argued that “only too often, the black physician is assumed
to be incompetent,” particularly if he “practices in the ghetto.” Haynes explained that most mainstream
physicians would question why “a dedicated, competent physician [would] practice in the ghetto” because
the expectations around physician competence were expected to match the patient profile of consumers
accordingly.

The interest spurred by federal legislation thus gave black physicians a leverage point that
countered mainstream medical practitioners and researchers’ claims that they were not suited for medical
practice. Society members had worked for decades in Watts and they viewed their survival in such poor
settings as a testament to having loving and humane relationships they had developed with their patients.
For a national policy agenda desperate to maximize citizen participation in mainstream medicine and,
moreover, in medical research, the Drew Medical Society’s mystical ability to develop trusting and
mutually benefitting relationships with target underrepresented patient populations was seen as an asset

worth federal investment in.

2 Charles Baireuther. “A Doctor’s Opinion: MLK Hospital Will Fail Without Community Stress” Los Angeles
Sentinel, April 23, 1970, page D2
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Taking the opportunity to implement the policy initiatives of the NMA, Dr. Sol White of the Drew
Medical Society moved plans forward to build a black-owned Watts “community hospital,” an exclusive
for profit hospital that catered to private paying patients within a particular community.” Dr. White
advocated the replacement of the region’s charity hospitals with for-profit community hospitals would
represent market freedom and access for for black people. They, as did other members in the NMA,
upheld the exchange of payment for services found in community hospitals as cultural and economic
transactions that insured against the coercive and exploitative aspects of research- and training-based care
associated with charity hospitals. Instead of seeing Medicare and Medicaid as the continuation of “charity
care,” they viewed federal intervention as the creation of a new consumer class empowered with the
means to make the medical market responsive to a more democratic and diversified medical market.

This view that Medicare and Medicaid would be used as an instrument to bring about the demise of
charity care was widely shared. California State Director of Public Health, Dr. Lester Breslow, claimed
that Medicare and Medicaid was bound to “replace the dual system of hospital care that prevailed in the
past” and that it represented “a big step toward one standard of care for all.”*** Breslow, as did others,
believed that new federal and state medical benefits would “no doubt promote more wholesome attitudes
toward the poor on the part of medical and hospital administrators, teachers, and staff members,” and that
“no longer will a captive population exist as ‘clinical material.””**> Some California counties, seeing that
Medicare and Medicaid had shifted the responsibility for indigent care to the federal government and
private market, shuttered their County Hospitals in the years between 1965 and 1985. Whereas 66 public

hospitals were spread out over 49 of California’s 58 counties by 1966, less than half of California’s

33 “February 10, 1965 State Advisory Hospital Council Meeting Minutes.” Kenneth Hahn Collection Box 200,

Folder 1, The Huntington Library, San Marino, California

2% Lester Breslow. “New Partnerships in the Delivery of Services - A Public Health View of Need” in The
American Journal of Public Health. July, 1967. Vol. 57, No. 7., p. 1096

3 Lester Breslow. “New Partnerships in the Delivery of Services - A Public Health View of the Need” in American
Journal of Public Health. July, 1967. 57 (7) 1096
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counties operated a public hospital by 1985.2°

Others, like Los Angeles, converted their County Hospitals
into “General” Hospitals which took in both paying consumers and patients eligible for indigent care.”’
The issue at hand, however, was that most new federal legislation helped subsidized operating costs

but did not account for new hospital construction funds.”*

Without enough capital construction funds of
their own, Drew Society Members sought unsuccessfully to secure enough money to build their
community hospital. Their fortune changed in late 1965 when the Watts Riots elevated their plan to an
officially recommended riot remediation tactic in the McCone Commission report. As with most federal
“citizen participation” policies of the time, the report’s overall tone took the policy approach that aid and
money be allocated to empower present community members to determine their own community
development plans.

In that spirit, the Drew Medical Society accepted the recommendation of the McCone Commission
that their plans be aided by the creation of a Watts Hospital Advisory Committee (hereafter, the
Committee) consisting of them, the Los Angeles County Department of Hospitals, the Medical Schools of
UCLA and USC, and representatives of the Watts community. The Committee members represented -
community advocates for the equalization of health standards across the city and championed by Drew
Society members in raising of health standards in Watts. Thus, even though each party was given equal

voting power, the Drew Society faithfully trusted that they would be installed as leaders of the hospital at

the end of the process. In early 1966, this Committee moved forward with a plan to raise hospital

2% See: Robert Tranquada and Robert Maronde. “The Hospital Within A Hospital: An Empirical Experiment in
Healthcare in a Major Metropolitan Hospital” in the Bulletin of the New York Academy of Medicine. March, 1972
48:3, p. 560-561; and, Elinor Blake and Thomas Bedenheimer, “Closing the Door on the Poor: The Dismantling of
California’s Public Hospitals,” Health Policy Advisory Center Report 16 (1975): 230.

#7 Lester Breslow. “New Partnerships in the Delivery of Services - A Public Health View of the Need” in American
Journal of Public Health. July, 1967. 57 (7) 1094-1099: According to California Director of Public Health, Lester
Breslow: “To equalize the [health landscape], the legislature also provided that counties could henceforth open their
hospitals to any patients, not just the indigent. Hence, the way is now clear to the conversion of county hospitals in
California into general hospitals for all persons and the establishment of a single network of hospitals servicing
every segment of the community equally.”

¥ The exception to this rule is Hill-Burton Funds. To gain them, however, applicants had to demonstrate proof of a
“local” match to engage a match by State and Federal Hill-Burton funds. The Drew Society could not meet this
threshold.
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construction funds through a county-wide referendum that would underwrite the creation of a new general
hospital in Watts.

The conversion of charity hospitals into general hospitals ameliorated fears by the Drew Society
that the proposed new county hospital represented the continuation of medical welfare. They also
understood that plans to move forward with the hospital could not be conceived without them. Their
participation fulfilled a unique prerequisite requirement for additional antipoverty funding that
necessitated proof that local indigenous members of the community were involved in the planning and
carrying out of poverty alleviation plans. In other words, Drew Society members welcomed the
construction of a new county funded “General” Hospital believing that the prevailing ethos of self-
determination, goodwill, and enterprise embedded in health and anti-poverty politics would eventually
turn over the helm of the hospital to them. As a hospital more or less operated under their leadership,
Drew Society members neither saw this new county hospital as a source of competition nor as an

exploitative instrument in the community.

A Different Concept of Race

In late 1968, the Committee announced the appointment of Dr. Mitchell Spellman as the founding
Dean of the Drew Postgraduate Medical School and head of King General Hospital. (See Figure 4.4) His
impressive academic pedigree indicated a significant change in the vision to create a community hospital
supported by Medicare and Medicaid to a hospital set to the standards of a full-blown academic medical
center. In addition to being a trustee on the Board of the NMA and the NMA Foundation, its new research
foundation, Spellman was also a member of the Society of Surgeons, the American Medical Association,
and the American Federation for Clinical Research. Under a diversity scholarship grant awarded by the

Commonwealth Foundation, he received his Ph.D. in Surgery at the University of Minnesota and earned a
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highly coveted five-year Markle Foundation research grant to run clinical research at Howard
University.”

Spellman’s profile as a surgeon, researcher, and executor of grants indicated a new strategy to raise
construction funds after the Committee failed to win the passage of the county-wide referendum it placed
before voters in Spring of 1966. The local tax funds from this referendum would have created the most
likely and expedient pathway to building a hospital that would have seated local Drew Medical Society
members as hospital leadership. The crisis in funding in the aftermath of the failed referendum, however,
shifted the fortunes of the Drew Medical Society as the reins of leadership were taken over by actors
anchored elsewhere.

The most unlikely contenders for leadership appeared to come from the Drew Medical Society’s
own parent organization, the NMA. Seating Spellman, a physician closer with NMA leadership in
Washington, D.C., as Dean of the Drew School signified how NMA leaders took advantage of the
opening created by the referendum’s failure by forwarding the national organization’s goals over its local
chapter. Unlike the immediate implementation of Medicare and Medicaid in 1965, RMPs underwent a
period of planning and discussion until they were fully implemented in 1968. The scramble to locate new
funding was looked upon as an opportunity to exert more direct national leadership to secure the Watts
hospital as an RMP-eligible academic medical center. This desire, however, would run against the wishes
of local Drew Society members who the saw the project as theirs to determine.

This fault line between the Drew Society and the NMA defined a different idea of proper medical
trust between physicians and patients. Whereas Drew Society members encouraged Committee members
to overlook their initial lack of pedigree, medical privilege, and research experience in favor of their
interpersonal skills with poor patients, the NMA insisted that new generations of black physicians could
not rely solely on interpersonal skills to be counted as qualified physicians. As Spellman’s appointment

suggests, the NMA position prevailed in defining physicians like him as a prototypical “multicultural”

2% «“Spellman Heads New Drew Medical School” The Journal of the National Medical School January 1969 Vol. 61,
No. 1, pages 90 - 91.
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physician capable of sustaining the types of medical trust held between black physicians and black
patients while also holding the qualities of rigor associated with white medical research institutions.

The standards used by the Committee to recruit the remaining department chairs demonstrates how
the search criteria mediated the qualities seen as favorable in both urban and mainstream contexts.
Recruitment documents show that, in addition to using membership in “leading academic and scientific

99 ¢

societies,” “experience, previous affiliations, and the traditional qualifications of degree and training”
were considered “measurable as achievements” in discerning qualified applicants.*** Technically, while
the urban “experience” of Drew Medical Society physicians qualified them for consideration, the other
criteria generally left them ineligible for final candidacy. (See Figure 4.5)

The NMA knew this because it had commissioned a diagnostic study of every NMA member in the

nation in 1967.24

The published study demonstrated that black physicians who met the criteria
established by the Committee did exist but their numbers were few and far between. It revealed that black
physicians were more likely to be general practitioners (38% of all black physicians), less likely to hold
board certification (77.6% of all black physicians were not), and less likely to participate in teaching
institutions and research (only 9%). The study’s author, the then NMA Foundation Director, Dr. M.
Alfred Haynes, interpreted the bleak data as evidence of historical segregation and the implicit burden
placed on black-only medical schools to support black talent at each level of medical training. The data
led NMA leadership to have a more muted voice on more black-only medical schools. Instead of being
more vocal about more black medical schools, Haynes intensified the demand for historically white
medical institutions to hasten medical school integration from the highest echelons of the academic
medical ladder all the way down to their medical school admits.

The report indicates a shift in NMA opinion on black-only medical institutions. They demonstrated

to NMA leaders in Washington, D.C. that expansion solely in the number of black-only medical schools

240 «Recruitment Guidelines. October 1, 1969” Commonwealth Fund Series 18: Grants, Box: 97, Folder 888.

Rockefeller Archive Collection. Tarrytown, NY.
I M. Alfred Haynes, MD. “The Distribution of Black Physicians in the United States, 1967 The Journal of the
National Medical Association. November, 1969, Vol. 61, No. 6. pages. 470 - 473
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would not meet the scale of black physicians, researchers, and attending physicians needed to match the
black population in a timely fashion. The NMA recognized that for many specialist categories such as
Internal Medicine, General Surgery, Psychiatry, and Pediatrics, that only 1 or 2 percent of all specialists
were black.”** Finding a clinician with teaching and research out of such a small percentage meant that for
some specializations, the criteria that the applicant be black had to be sacrificed for an abstract notion of
“quality” that still accounted for the probability that such a candidate could inspire trust between himself
and his patients.

The study also pointed to the probability that the search to appoint a “superb clinician” who was
also “an excellent teacher and a competent researcher who has advanced knowledge,” would prove
challenging not only in respect to race but also in financing.** In 1969, USC and UCLA gifted a
combined $202,235 in initial grant money from the California Committee on Regional Medical Programs
to “underwrite recruitment of a full-time, clinically oriented faculty for the Drew School.” By the end of
the five-year RMP funding process, a total of $3 million dollars was set aside to recruit the entire Drew
faculty. While a considerably smaller sum in comparison to the total cost of $26.5 million for the hospital,
the grants were critical in establishing the Drew Medical School which, up until that point, only existed in
concept and had no physical footprint.

The grant set off a series of financial crises that diminished the influence of the Drew Society, who
had no financial strength to contribute any real money, and increased the voice of external funders who
invested more capital to make the project a reality. The RMP money, for instance, not only held the
hospital plan to RMP requirements that outlined the existence of ten specific capital-intensive and

academically rigorous clinical departments but also demanded that each faculty member hold the

2 M. Alfred Haynes, MD. “The Distribution of Black Physicians in the United States, 1967” The Journal of the
National Medical Association. November, 1969, Vol. 61, No. 6. pages. 470 - 473

% This wording comes from “Recruitment Guidelines. October 1, 1969” Commonwealth Fund Series 18: Grants,
Box: 97, Folder 888. Rockefeller Archive Collection. Tarrytown, NY.
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“appropriate credentials for appointment in the affiliated University School of Medicine” sponsoring it.**
The implicit veto power of UCLA and USC amplified after it was discovered that the initial RMP grant
was “inadequate” in creating “academically competitive awards” to recruit desired faculty.** To
compensate, UCLA and USC increased recruitment funds from their own budgets, the Committee
projected needed RMP grant figures upwards, and the County adjusted its proposed salary scales.**

This financial instability also illuminates why Spellman’s experience as a grant writer and winner
was so critical to his appointment and those appointed after him. As the recruitment documents put it,
“the capacities of a chairman to recruit skills and to build a department commensurate with the mandate
and mission of the school” was “even more crucial for the Drew School than for established academic
clinical entities” because it needed to rely on a greater share of private agency funds. By the time the
hospital’s opening, external observers would comment that an inordinate amount of everyday operations
were tied to the needs outlined by the interest of external funds seeded from organizations like the
Commonwealth Fund and the Markle Foundation.

Each of these financial contributions represented investment in defining a variant of the racial
pluralism first proposed by the Drew Medical Society. Consistent with the idea that the school ought to be
a black institution serving local black medical students and patients, the board prioritized race in the

7 In addition to

appointment of the Dean and the Departments of Community Medicine and Psychiatry.
Spellman, it seated NMA leader Dr. M. Alfred Haynes as the Chair of Community Medicine and UCLA
Professor Dr. J. Alfred Cannon as the Chair of Psychiatry. Starting with the selection of Dr. Robert E.

Greenberg, a physician of Jewish descent, as the Chair of the Department of Pediatrics in April 1970,

¥ «“Each Chairmen of a clinical department in the Drew School will occupy the chairmanship of the equivalent

department in the King Hospital.” “Recruitment Guidelines. October 1, 1969” Commonwealth Fund Series 18:
Grants, Box: 97, Folder 888. Rockefeller Archive Collection. Tarrytown, NY.

3 Costs escalated again in 1970 when RMPs revised its requirements for 2 more additional departments.

*%¢ The Committee devised a graduated pay scale that outlined “income ceilings” based on experience, service, and
qualifications. Instead of being paid through one payroll, faculty members were paid through multiple payrolls to
make their salaries “whole.”

7 “The Board has decided that the Dean of the Medical School should be a black physician, and that this should
also obtain for the Departments of Community Medicine and Psychiatry. However, each of the other chairmanships
will be filled without consideration of racial factors.” “Discussion with Dr. Mitchell W. Spellman, Notes by Mr.
Keenan of Commonwealth Fund 4/22/70” Commonwealth Fund Series 18: Grants, Box: 97, Folder 888 Rockefeller
Archive Collection. Tarrytown, NY.
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however, the committee decided that “each of the other chairmanships [would] be filled without
consideration of racial factors.”***

The abandonment of race as a determinative factor in the recruitment process produced a very
different concept of race and medical trust between black patients and physicians. A survey of the
remaining faculty chairs shows that instead of old notions of race and racial belonging, the Committee
assessed the likelihood of a chair’s commitment to diversity by highlighting their sustained and
demonstrated clinical and research activities amongst poor and underrepresented communities. The vitae
of the chairs emphasized a cosmopolitan approach to poverty that was very different from the shared
experience of poverty that Drew Society physicians had with their patients. In contrast to Drew Society’s
understandings of race, the Committee construed research on and service to patients in both domestic and
worldly sites of poverty in inner city Baltimore, Native American reservations in the Great Plains,
Mexico, and India as alternative valorizations of multiculturalism. The Drew School highlighted service
by newly appointed chairs in a series of press releases advertising their forays into these spaces as such.

The pattern of appointments reflect scholarly observations of citizen participation anti-poverty
programs as they progressed from the late 1960s and into the early 1970s.>* At first, self-help and self-
determination policies sought to recruit any eligible member of the “poor” into the planning and carrying
out of anti-poverty programs. By the 1970s, however, it became more critical for anti-poverty agencies to
recruit citizen-activists who demonstrated a shared understanding of poverty as a discrete object of
knowable dimensions. As an “encounter” with poverty rather than a shared lived experience, agencies like
King-Drew valorized encounters with poverty in medical research and service as opposed to /iving in

poverty because such intimacies approximated the empathy and kinship thought only possible between

the poor themselves.

¥ «“Discussion with Dr. Mitchell W. Spellman, Notes by Mr. Keenan of Commonwealth Fund 4/22/70”
Commonwealth Fund Series 18: Grants, Box: 97, Folder 888 Rockefeller Archive Collection. Tarrytown, NY.
% Alyosha Goldstein Poverty in Common: The Politics of Community Action during the American Century.
Durham: Duke University, 2012
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Slumlord Care

For some Drew Medical Society physicians, the appointment of white physicians was cause for
war. In March and April of 1970, Dr. Hubert L. Hemsley aired Drew Society physicians’frustrations in
both the Los Angeles Sentinel and the Los Angeles Times by accusing the hospital of being “one of the

grandest schemes in medicine.”*”

They used the appointment of white physicians as proof that the
hospital was assuredly becoming “just another charity hospital controlled by medical schools outside
Watts” that would undoubtedly “subject patient[s] to extremely long waits, impersonal service and
contemptuous treatment.” Hemsley warned that the hospital was bound to “become a beautiful White
Ivory Tower Structure with speckled spots of Negro Visibility surrounded by a moat of social and
medical ills unable to bridge the gap of distrust, envy, self-serving power, fear and misunderstanding that
will surely develop,” if the hospital did not take actions to demonstrate an “emphasis on community.”251
What is clear from Hemsley’s statements is that he wanted to assert that the new medical center
would not be completely white, but be “speckled” with “spots of Negro Visibility.” Here, he placed some
black physicians within a new “multicultural” world of medicine that separated himself, other Drew
Society members, and the poor patients of Watts as being further alienated by a “gap of distrust.” What is
significant is that he provided an analysis of the medical center that damned the entire institution, its
research, and its educational trajectory despite the fact that the school was black led and committed to
servicing the black community. His critique thus argued that the hospital may be led by black physicians
but its “multicultural” objectives did not mean that its mission fulfilled the needs of the black community.

Not all Drew Medical Society physicians, however, held the same view. After a March 1970

meeting, Dr. M. Alfred Haynes assuaged fears that the hospital would not be a new competitor but be a

% Stanley Williford. “Doctors Fear King Hospital May Become Charity-Oriented” Los Angeles Times, March 2,
1970. Page Al

! The original sentence reads: “the King Hospital will become a beautiful White Ivory Tower Structure with
speckled spots of Negro Visibility surrounded by a moat of social and medical ills unable to bridge this gap of
distrust, envy, self-serving power, fear and misunderstanding, which will surely be developed.” Charles Baireuther.
“A Doctor’s Opinion: MLK Hospital Will Fail Without Community Stress” Los Angeles Sentinel, April 23, 1970,
page D2
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partner in raising both community physicians and patients out of poverty.”> King hospital administrator
John O’Connor assured Drew Society physicians that “Private patients will be admitted and their doctors
will be allowed to follow them through,” meaning that physicians would have access to treat patients in
the hospital and bill them accordingly.* These statements were also reinforced by King Hospital
Director, Dr. Elmer Anderson, who stated that the participation of community physicians was crucial for
the hospital to become a true “community hospital” that served both paying and poor patients. He feared,
however, that low participation rates of community doctors would result in a system that reified the divide
between charity care and private care rather than demolish it.

A joint federal study between the Department of Health, Education, and Welfare and the
Commonwealth Foundation conducted in the first six months of operation found that Anderson’s fears
were becoming true. Titled the “Master Plan Report,” the study assessed the school’s success in recruiting
and implementing its program to “raise the health standards of the community” with the participation of
community physicians.”>* It reported that instead of pursuing active participation in the institution, many
community physicians “have adopted, very much, a wait-and-see posture, which can be seen in their
apparent lack of interest in joining the staff of the MLK hospital and in the long time it has taken to form
the Attending Staff Association.”””’

Under Haynes’ leadership, the Department of Community Medicine embarked on a mission to
reform community physicians through continuing education programs that would raise their standards of
practice out of poverty as determined by their specialty, Medicare, Medicaid, and RMPs. A task force
gathered to discuss postgraduate medical training revealed that “doctors in the area do not as a rule pursue

postgraduate training,” “do not familiarize themselves with many of the newly developed medical

2 Meeting details and the following quotes in this paragraph can be found in: Stanley Williford. “Doctors Fear

King Hospital May Become Charity-Oriented” Los Angeles Times, March 2, 1970. Page Al

3 Stanley Williford. “Doctors Fear King Hospital May Become Charity-Oriented” Los Angeles Times, March 2,
1970. Page Al

% Master Plan for the Drew Postgraduate Medical School, Los Angeles CA to the Bureau of Health Manpower
Education, March 1973 Contract NIH 71-4149 Volume 2: Master Plan Report Rockefeller Archives.
Commonwealth Fund Series 18: Grants, Box: 98, Folder 888

3 Master Plan for the Drew Postgraduate Medical School, Los Angeles CA to the Bureau of Health Manpower
Education, March 1973 Contract NIH 71-4149 Volume 2: Master Plan Report Rockefeller Archives.
Commonwealth Fund Series 18: Grants, Box: 98, Folder 888
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techniques,” and “do not have in-depth knowledge of many recently developed medications.”*® As such,
they ruled that these factors “have a negative effect on the quality of service doctors offer their patients”
since they “cannot pass on knowledge to their clients about the latest medical treatments and
medications.”>’

These statements reveal that Drew School leadership had come to see the members of the Drew
Medical Society as part of the health crisis in Watts rather than as partners in the alleviation of it. As a
Medicare and Medicaid facility, physicians had to obtain board eligibility in their specialties in order to
be appointed as faculty or be allowed to follow their patients through the medical center. For community
physicians who met this criteria, the Drew School limited their participation in a separate faculty

designation called a “clinical faculty appointment (CFA).”**

Designed as “academic appointments
without stipend or tenure,” recruitment documents detail that they were made “available to community
physicians, who, together with the full time faculty...undertake the obligations of both teachers and
students.”

As this description attests, community physicians who participated as faculty members were
expected to be both open to extraction and to reform. The CFA designation was meant to exploit the
dimensions of empathetic and sensitive bedside care that Drew Medical Society members had advertised
as their expertise. Student observations of their practices were meant as practicums in applied medicine
that modeled for students how to inhabit humane and ethical treatment in their own interactions with
patients. Through the controlled space of King-Drew, these encounters with poverty were meant to

prepare a new generation of multicultural physicians through a new canon of comprehensive liberal

education.

6 Appendix, Section III of the Master Plan Vol. III (Postgraduate Health Professional Training), p. 26.
Commonwealth Fund Series 18: Grants, Box 981, Folder 891. (Special Collections, Rockefeller Archives)
7 Appendix, Section III of the Master Plan Vol. III (Postgraduate Health Professional Training), p. 26.
Commonwealth Fund Series 18: Grants, Box 981, Folder 891. (Special Collections, Rockefeller Archives)
238 «Recruitment Guidelines. October 1, 1969” Commonwealth Fund Series 18: Grants, Box: 97, Folder 888.
Rockefeller Archive Collection. Tarrytown, NY.
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At the same time, CFA designated physicians were also expected to be students themselves. The
Department of Community Medicine designed a series of lectures and workshops to update the skills and
knowledge bases of community physicians. Early task force reports mentioned the focus of these
programs to teach community physicians about automated clinical laboratory equipment, artificial human
organs, improved surgical techniques, and how to use computers to “assist in diagnosis.”>> While
continuing education programs were being implemented much more widely across the nation, the context
of such programs in Watts were read as patronizing to community physicians whose plight in practicing
in low income neighborhoods were largely ignored until 1965.

As the joint federal study noted, community physicians mostly stayed away from participation as
faculty members and in attending continuing education programs. While the study observers cited that
“continuing professional education proved “particularly difficult to carry out among health professionals
who are extremely overworked,” they also admitted that Drew leadership failed to take “much of the
initiative” in getting physicians to update and refresh their skills and knowledge as physicians. The joint
federal study noted that the failure to appoint more community physicians to faculty remained a major
miscalculation on part of the Drew leadership as “some elements in the community” felt that its faculty
should be “from largely the same community.”**

In the end, the divide between Drew School leadership and Drew Society members threatened to
make “slumlord caregivers” out of the community physicians who refused to participate in continuing
education courses and link their private practices to the new suite of services and range of technological
advances now available in the medical center. Despite the study team’s insistence that Drew focus on the

continuing education of community physicians rather than open a post-undergraduate medical school for

medical students, the inability to compel or inspire them to participate hastened the Drew school’s steps

% Appendix, Section III of the Master Plan Vol. III (Postgraduate Health Professional Training), p. 26.
Commonwealth Fund Series 18: Grants, Box 981, Folder 891. (Special Collections, Rockefeller Archives)

2% Master Plan for the Drew Postgraduate Medical School, Los Angeles CA to the Bureau of Health Manpower
Education, March 1973 Contract NIH 71-4149 Volume 2: Master Plan Report Rockefeller Archives.
Commonwealth Fund Series 18: Grants, Box: 98, Folder 888
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to secure money to open an undergraduate medical school and expand the number of intern and resident

spots to replace or outcompete the older generation of community physicians.

Is Drew School a “Black” School?

As opposed to seeing the mission of the school as muddled or racially confused, as the Drew
Society members had come to see it, the definition of the Drew School as not any one race, any one
organization, or any one culture produced a new definition of race. Here, the Drew School interpreted the
“multi-ness” of academic medical centers, of its own complex relationships to USC and UCLA, and its
multiracial faculty as unique assets in producing a new “multicultural” physician. To project what new
multicultural physicians would look like, they offered the credentials and pedigree of its seated faculty
members. The brochure detailed the rigorous process used to meet the qualifications set by the Drew
School, King Hospital, and affiliating medical schools as indicators of what kinds of knowledges students
were expected to gain while at King-Drew.

Interestingly, King-Drew’s efforts to entice applicants to Drew by heralding the faculty they
appointed as cosmopolitan, multicultural, and capable of seamlessly traversing across several types of
medical encounters did eventually draw physicians who sought to be trained as such, but not in the way
they had expected. The multi-fold brochure sent out in 1971 to prospective postgraduate students that
described the King-Drew hospital district as “preponderantly black™ and “an economically depressed
area, lacking adequate social and health resources,” did succeed in attracting black physicians to the Drew
School but it also succeeded in attracting a large amount of foregin medical graduates and other non-
white physicians.

A report provided by the Department of Surgery in 1977 noted that despite 8 out of its 10 surgical

residents nominated for second, third, fourth, and fifth year levels for the academic year 1977-1978 were
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black. Additionally, five of the seven incoming interns were also black.”®' These numbers attested to the
fact that the mission of the school and its black leadership did manage to attract a majority of black
students to its surgical program without having to name the school explicitly as black.

The emphasis on multiculturalism, however, did not mean that students hesitated to leverage
blackness as a tool in asserting grievances with the school. Drew surgical interns were given internships
with the expectations that fewer spots would be available to continue as residents.”® The problem in
1976, however, was that only one of the four interns selected to continue as a second year surgical
resident was black. While the other three residents were also minorities, the house staff union accused the
the Department of Surgery of an unfair selection process, citing that the four unselected interns were all
black.”*

Issues like these continued to plague the Drew School as it struggled to not just attract black
physicians but any physicians to fill its less popular primary care specialty programs. The school had
begun to fill program slots with foreign medical graduates, who by 1980, constituted thirty to forty

percent of all residents at King-Drew.”*

While foreign medical graduates could be found in all of Drew’s
programs, the foreign medical graduates applying for positions in primary care departments were
regarded with higher amounts of skepticism than their American-educated counterparts.

Dr. Tureaud, Medical Director of King-Drew, explained his reluctance to appoint foreign medical

graduates because those “with extensive experience” only sought acceptance as a resident as a route to

fulfilling California’s requirement of one year training experience to get a California license. He stated,

261 «April 5, 1977 Memo to Liston Witherhill from Leonard Turead Re: Appointment of Second Year Postgraduate

Physicians in General Surgery Residency at King Hospital.” Kenneth Hahn Collection Box 206, Folder 84 (Special
Collections, Huntingon Library)

262 This practice is common and expected in many surgical residencies. Interns are usually given notice with enough
time for them to find a new internship or new life pathway.

23 According to the memo, four physicians (Chat, Gardener, Azzam, and Razalan) were selected while five
physicians were not (Smith, Nwokekeh, Valery, Udoh) “April 5, 1977 Memo to Liston Witherhill from Leonard
Turead Re: Appointment of Second Year Postgraduate Physicians in General Surgery Residency at King Hospital.”
Kenneth Hahn Collection Box 206, Folder 84 (Special Collections, Huntingon Library)

% May 21, 1981 Letter from Leonard Tureaud, MD to Maybelline Griffin, Deputy to County Supervisor Hahn. Box
208 Folder 98 Huntington Library
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“once they get their California license, they drop out of the program.”” He explained that the impact

caused “problems with providing patient care services and continued accreditation of the residency
training programs.”>®

Whereas the Drew School in 1972 sought to attract physicians to serve and stay in these areas by
drawing them into service via intern and resident training and education, the Drew School expanded their
focus in 1981 by opening a medical degree program that sought to secure student’s interest in serving
medically underserved areas earlier and for longer periods of time. Dr. Haughton, the medical school
director, explained that Drew students were to be groomed in hopes that they would “locate to some
medically underserved area to practice, probably in one of the general specialties that fall under the loose
category called ‘primary care.”” Dr. Daniel Wooten, the Drew School’s Associate Dean was careful to
explain, however, that “we’re not trying to put them into a contractual relationship. That is not what gets
people to go places. .. the trick is trying to select the appropriate kind of people.”>’

Despite the steady production of minorities of color and foreign medical graduates, however, the
King-Drew Service area continued to be assessed as a medically underserved area, showing that the
production of multicultural physicians did prove productive for some physicians working as Drew School
leaders but it did not ultimately translate into a material distribution of resources for communities of

color. By 1990, The Department of Health, Education, and Welfare announced that “in spite of the

unprecedented increases in the total numbers of health professionals, indications are that shortages in

265 These statements were directed towards explaining why Felicita Newmann (Philippines) would not be a good

candidate to fill spots in the Community Medicine Department. The archive also reflects petitions to examine the
credentials of Gilberto Ong (Philippines) and Ali Fouladi (Iran) Hahn. Box 208 Folder 98 Huntington Library
2% May 21, 1981 Letter from Leonard Tureaud, MD to Maybelline Griffin, Deputy to County Supervisor Hahn. Box

208 Folder 98 Huntington Library
267
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Los Angeles Times writer, Allan Parachini described the first medical class as “a very nice mix:” “there are 13
blacks, five of whom are women; four whites, two of whom are female; two Latinos; one Native American and one
student of Asian descent, who also is female.” Allan Parachini. “First Class at Drew Medical School: Institution
Readies Doctors to Aid the Medically Underserved” August 27, 1981. The Los Angeles Times. p. 11
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many geographic areas and specialties, and uneven and inappropriate geographic and specialty
distribution remain the most serious manpower problems.””*

Ultimately, my analysis shows that while multiculturalism became desirable and productive for
leaders of academic medical centers, its rhetorical use in appointing black physicians from the District of
Columbia and white physicians to King-Drew leadership alienated and isolated the black community
physicians from participating in the institution. Even after King-Drew began to produce the types of
physicians it desired to have join the community physicians in Watts, national data shows that many went
elsewhere after residency to develop their careers. The phenomena shows that while being trained in

medically underserved areas can be desirable, the stigma of prolonged service in medically underserved

areas continues to be a major obstacle to equal distribution of healthcare.
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