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In 2008 the American Medical Association (AMA) formally apologized to African American 

Physicians for 150 years of racial discrimination.  The report sparked attempts to remedy 

injustice by establishing an equity committee and by denouncing AMA leaders and AMA events 

that led to discriminatory practices.  By 2008 the AMA lacked control over the medical 

establishment that it had largely created, and its admission of wrongdoing barely mentioned the 

very core of the AMA’s Zeitgeist constructed through the scientific debasement of African 

American bodies, an edifice that exists even today. 

In this paper I will argue that American healthcare grew and prospered by relying on a medical-

racial script that relegated African American bodies to the realm of dangerous alterity while 

degrading African American medical providers.  This script germinated during the colonial and 

liberal epochs of American history and blossomed after the AMA seized regulatory control over 

the cogs of American medicine in the early 1900’s.  The marginalization and exclusion of 

African American medical providers from mainstream orthodox medicine constituted not a series 

of racist acts by people within defined moments, but rather a foundational building block of 

modern healthcare.  During its Progressive rise, and especially after the publication of the 



 
 

Flexner Report in 1911, the AMA silently used racial exclusion as a means of elevating the status 

of its white members and its own organizational hegemony.   

To understand the fabric of racial caste in healthcare provision requires us to transcend 

demonizing certain individuals and isolating certain moments in time during which the AMA 

engaged in racist acts.  The AMA did not create the nation’s medical-racial script, but nor did it 

dispute it, relying on it throughout its existence to establish its own scientific status and to bring 

white orthodox doctors under a singular dogmatic roof.  It is not possible to understand the rise 

of corporate, scientific, and academic medicine in this country without placing our gaze on its 

racial roots. 

This paper will explore America’s medical-racial script from its origins in the colonial period, its 

growth during the liberal period, and its ascension during the Progressive period.  The AMA 

became the singular architect of our current corporate healthcare system, and for over 50 years 

after it crafted the Flexner Report in conjunction with corporate entities, its overseer.  During its 

entire existence it promoted the medical-racial script, but aside from a singular moment in 1870, 

it never uttered racial depredations, nor did it ever interact with a growing African American 

professional medical class, relying instead on silences and neglect to construct its medical 

juggernaut.  The science of racial degradation had become so normalized by the time even of the 

AMA’s birth in 1847 to render it as scientific fact, freeing the AMA from discussing it even as its 

leaders utilized it to build its base of power.  This is not a tale of a few bad players or deplorable 

events, as the AMA apology suggests, but rather one of persistent racial alterity that catalyzed 

orthodox medicine’s triumph in the twentieth century and beyond. 
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Introduction: 

“As we grapple with the AMA’s 174-year history, we must acknowledge that decisions by AMA 

leaders contributed to a health care system plagued by inequities and injustices that harmed 

patients and systemically excluded many from our physician ranks.”   

-AMA apology for its racist past, 2008.1 

 

In 1917, African American medical school graduate Isabella Vanderval lamented that the medical 

landscape had inexorably changed for African American physicians, writing that: “For many 

years the colored woman physician has practiced and prospered; but now, in this twentieth 

century, this era when women in general are forging ahead, and the woman physician in 

particular is coming into great prominence, a huge stumbling block, one which seems almost 

unsurmountable, has suddenly been placed in the path of the colored woman physician.”2  

What happened to Dr. Vandervall and why in the twentieth century did African American 

physicians face hurdles that did not exist prior?  What constituted Dr. Vandervall’s “huge 

stumbling block,” and how did it differ from conditions in the late nineteenth century, an era that 

proved more accommodating to the African American medical professional class despite Jim 

Crow segregation North and South?  This paper will show that the stumbling block to which she 

referred derived from the American Medical Association’s (AMA) newly minted hegemony over 

the American medical infrastructure that deprived African Americans from inclusion in the 

medical mainstream, a power laced with racialized science, fueled by corporate funding, and tied 

 
1 Robert B. Baker, Harriet A. Washington, Ololade Olakanmi, Todd L. Savitt, Elizabeth A. Jacobs, Eddie Hoover, 
and Matthew K. Wynia, "African American Physicians and Organized Medicine, 1846–1968," JAMA 300, no. 3 
(2008): 306-13, https://doi.org/10.1001/jama.300.3.306. 
2 Isabella Vandervall, “Some Problems of the Colored Woman Physician.” The Woman’s Medical Journal 27, 
no. 7 (July 1917): pp. 156-8. 

https://doi.org/10.1001/jama.300.3.306
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to state licensing and educational requirements all consistent with Progressive ideology in the 

early twentieth century.3   

The AMA came to fruition in 1847, largely through the impetus of Dr. Nathan Smith Davis of 

New York and Illinois, who served as the organization’s primary architect during its early years 

and its president during the two years following the Civil War.  Dr. Davis and others saw in the 

AMA a means of uniting doctors who subscribed to established medical ideals that emanated 

from Europe (known as orthodox medicine).  They sought to expunge “quackery” (alternative 

medical philosophies such as homeopathy) that threatened sound medical practice, to impact 

legislation and licensing laws within the states and nationally, to improve and standardize 

medical education, and to increase the prestige and income of American doctors whose own 

reputations in 1846 suffered from poor outcomes and inadequate training.4 

During its 178 years of existence, the AMA has published transcripts of all its meetings, as well 

as a journal—Journal of the American Medical Association, or JAMA—starting in 1883.  

Scouring though these archives, which number in the tens of thousands of pages from 1847-

1920, provides some insight into the views of the AMA on many salient issues, but its silences 

regarding race are striking.  Rarely are issues of race discussed.  In some ways such silences 

 
3 Robert D. Johnston, “Re-Democratizing the Progressive Era: The Politics of Progressive Era Political 
Historiography,” The Journal of the Gilded Age and Progressive Era 1, no. 1 (2002): 68–92.  Johnson, is his 
discussion of the Progressive Era, shows the diversity of historical opinions as to what constitutes progressive 
ideals and how disparate progressive reforms proved to be.  It is difficult to define a single Progressivism.  In 
the context of this paper, I define Progressivism as a science-based expert-led attempt to rationalize and 
improve conditions for a specific arena of reform, in this case the reform of a medical system that was 
unregulated, lacked scientific rigor, was replete with doctors who lacked standardized credentials, and that 
focused more on clinical care than on the emerging science-based medical research that had started to 
blossom in Europe, especially Germany. 
4 As will be discussed, orthodox regular doctors, also called allopath’s, adhered to European medical 
practices.  Initially adherent to Galenic ideals of humeral medicine taught in England during the colonial 
period, then liberal ideas of diagnostic medicine taught in France after the French Revolution, and finally 
Progressive ideals of lab medicine primarily exported from Germany in early twentieth century, orthodox 
doctors like Dr. Davis believed that the European script provided a template for best medical practice. 
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speak to the violence of the archives, especially as African American doctors began to practice 

and organize and pose a threat to the AMA’s racial ideals.5  By muffling the voices of African 

American physicians and largely erasing their existence from its deliberations and policies, the 

AMA’s silences derived from a firm belief in racial difference sewn into its Zeitgeist and proved 

a powerful force of exclusion, one that persisted for over a hundred years. 

In 2008 the AMA issued a formal apology to African American physicians for a legacy of racism 

and discrimination.6  The paper capped a three-year effort to explore “The American Medical 

Association’s racist history and its overdue reckoning” and to both come to terms with it and 

script a path forward.  The apology explored specific events that transpired in the AMA’s history, 

starting with its 1870 exclusion of several African American physicians who attempted to join 

the organization, and the Flexner Report penned in 1911 that placed oversight and disciplinary 

power in the hands of the AMA and enshrined the racial exclusion of doctors such as Isabella 

Vandervall from the cogs of American healthcare.7  Since then, the AMA has sponsored an equity 

committee and has published several documents, especially in 2021 and 2024, outlining its new 

 
5 Jennifer L. Morgan, Reckoning with Slavery: Gender, Kinship, and Capitalism in the Early Black Atlantic 
(Durham, NC: Duke University Press, 2021), p. 169;  Sadiya Hartman, “Venus in Two Acts,” Small Axe 12, no. 2 
(2008): 1–14. Both Jennifer Morgan and Sadiya Hartman speak of archival silences as a means of violence 
against slaves who are effectively dehumanized and erased from existence.  Morgan writes: “Casting about 
for a fragment of evidence that best conveys the specificity of violence, and its generative economy demands 
a methodological capaciousness.  The literary scholar and social theorist Sadiya Hartman has suggested that 
“we need a ‘critical fabulation’ in the face of the possibility of recovering the histories of those whose absence 
from the archive is a systematic manifestation of the violence perpetrated against them….”  
6 Harriet A. Washington, Medical Apartheid: The Dark History of Medical Experimentation on Black Americans 
from Colonial Times to the Present (New York: Doubleday, 2006, p. 17; Harriet A. Washington, “Apology Sines 
Light on Racial Schism in Medicine,” The New York Times, July 29, 2008, 
https://www.nytimes.com/2008/07/29/health/views/29essa.html#:~:text=Black%20physicians%20have%20
their%20own,century%20of%20%E2%80%9Cpast%20wrongs.%E2%80%9D; National Public Radio, 
“American Medical Association Apologizes to Black Doctors,” July 15, 2008, 
https://www.npr.org/transcripts/92555704#:~:text=CHIDEYA%3A%20So%20the%20AMA%20was,doctors%2
0tried%20to%20become%20members; PBS NewsHour, “Examining the American Medical Association’s 
Racist History and Its Overdue Reckoning,” May 18, 2021, https://www.pbs.org/newshour/show/examining-
the-american-medical-associations-racist-history-and-its-overdue-reckoning. 
7 Baker, et. al, “African American Physicians and Organized Medicine, 1846–1968," pp. 306-13. 

https://www.nytimes.com/2008/07/29/health/views/29essa.html#:~:text=Black%20physicians%20have%20their%20own,century%20of%20%E2%80%9Cpast%20wrongs.%E2%80%9D
https://www.nytimes.com/2008/07/29/health/views/29essa.html#:~:text=Black%20physicians%20have%20their%20own,century%20of%20%E2%80%9Cpast%20wrongs.%E2%80%9D
https://www.npr.org/transcripts/92555704#:~:text=CHIDEYA%3A%20So%20the%20AMA%20was,doctors%20tried%20to%20become%20members
https://www.npr.org/transcripts/92555704#:~:text=CHIDEYA%3A%20So%20the%20AMA%20was,doctors%20tried%20to%20become%20members
https://www.pbs.org/newshour/show/examining-the-american-medical-associations-racist-history-and-its-overdue-reckoning
https://www.pbs.org/newshour/show/examining-the-american-medical-associations-racist-history-and-its-overdue-reckoning
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equity agenda. Much of the reports’ thrust is in identifying people and acts that led the AMA 

down a “racist” path, but never does the report delineate why these people believed in African 

American exclusion or why exclusion did not generate an ongoing discussion within the white 

American medical community, including in the AMA itself.8   

Reading between the archival lines is pivotal to understanding the AMA’s rise and its reliance on 

racial difference to germinate the seeds of orthodox medicine’s consolidation.  Even though 

AMA leaders rarely discussed race, they used race to engineer the power and legitimacy of white 

American medical care, normalizing ideals that we have still not shaken today.    They also often 

portrayed their racial posturing through alternative verbiage—such as labeling people agitators, 

as not gentlemen, as being bereft of proper training, or as being alternative providers—or 

through silences that deflected their gaze from even acknowledging the existence and worth of 

African American providers.  All of this is salient to following the course of the AMA’s 

relationship to race. 

 
8American Medical Association, Organizational Strategic Plan to Embed Racial Justice and Advance Health 
Equity, 2021, https://www.ama-assn.org/about/ama-center-health-equity/ama-s-organizational-strategic-
plan-embed-racial-justice-and-advance.  In a 2021 paper put out by the AMA’s equity committee, the authors 
write that the “apology was never intended to be the final word on the subtext of race for our organization….”  
The paper then states that the AMA will reflect on its founder and also the founder of JAMA, Nathan Davis, 
who the paper lauds for his scientific advances but criticizes for standing in the way of black inclusion in the 
AMA during the end of Reconstruction.  “Thus, in an era when some fought for greater representation within 
organized medicine and clearly saw the harms caused by racism and sexism, Dr. Davis and some of his 
contemporaries doubled down on discriminatory policies for AMA membership by leaving admission 
standards to regional medical societies that, in some cases, banned the participation of women and Black 
physicians for too long.” The paper seeks to purge the AMA of its perfidy by isolating individual in the 
organization, and also by suggesting that had those individuals acted differently than a more inclusive path 
could have been taken.  The equity paper from 2024-5 (cite paper) is a 35-page document that speaks more 
about metrics to be studied and forgiveness to be given than a thorough analysis of ingrained racial notions 
imbedded in the system even today.  The document seeks to: “right the injustices of our past, challenge 
dominant/malignant narratives, center the voices and ideas of those most marginalized in any space, adopt 
anti-racist and intersectional approaches, embrace public health frameworks of health and act upstream, 
and implement an ‘inside-outside’ strategy to organizational transformation.”  Can those goal be achieved 
without understanding the origins of the current divisions in healthcare, and can the AMA transcend those 
divisions without fully embracing its (and healthcare’s) structural reliance on race in its construction and 
ascension?  The document does not pose those questions. 

https://www.ama-assn.org/about/ama-center-health-equity/ama-s-organizational-strategic-plan-embed-racial-justice-and-advance
https://www.ama-assn.org/about/ama-center-health-equity/ama-s-organizational-strategic-plan-embed-racial-justice-and-advance
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When we discuss race, it is also important to define terms.  Using the word racism can be vague; 

many people especially during the epoch studied in this paper perceived racial difference as 

normative and scientifically validated and thus would not consider themselves racist.  The term 

racist also provides a convenient means of isolating specific people and ascribing blame to them 

rather than to the mores of society that embraced codified medical racial “truths.”  Our health 

care system germinated from an embryo constructed with bricks of racial difference from which 

early American doctors weaved an enduring liturgy of medical racial science.  We know now that 

American medical scientific precepts and its adherents harbored racist ideas, but were all its 

followers racist, or was the normative core of American healthcare racist?  In this paper I veer 

more to the latter when discussing the rise of the AMA.  The very notion of race, too, can be 

problematic.  This paper looks primarily at African Americans, but many people in this country 

other than African Americans had dark skin, were relegated to alterity, or were mixed race.  

There are few sharp lines that can be drawn to delineate one group from another.  I have defined 

African Americas as a racial group of people who are identified as African American or who self-

identified that way; the specific biology and even cultural variables inherent to racial distinctions 

fade into that of perception. 

One of the goals of this paper is to demonstrate that race itself sat at the center of the AMA’s 

ability to unite American doctors around notions racial difference and debasement.  The use of 

alterity—marginalizing one group of people deemed to be a threat to societal norms into a 

category of “otherness” to empower and unite a self-interested elite—as a means of bonding 

white doctors who otherwise have disparate goals under a single umbrella of ideological 

homogenization has been analyzed piecemeal, but never has a study spanned the breadth of 

America’s health care system from its birth to the pinnacle of its professionalization.  When 
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doing so, it becomes clear that conceptions of race—and specifically the perceived racial 

uniqueness of African American bodies—helped American healthcare to grow, gain an academic 

and professional foothold, and ultimately to triumph over alternative views.   

Race, then, lay at the center of the AMA’s story, even if the AMA often refused to discuss it or 

address it.  A great deal of white supremacy and racial degradation is embedded in the AMA’s 

history, and by the time of the AMA’s birth and ascension it had become so normalized so as to 

dissuade debate or discussion.  To focus on the explicit racism of a few AMA members and 

American doctors—something typically done in current historiography and even in the AMA’s 

own reworking of its past—obfuscates the way that racial ideas pervaded both American 

medicine and the AMA’s achievements, even the actions of AMA members who believed 

themselves to be egalitarian and fair.  The very fact that American doctors fighting for the Union 

cause relied on and advanced ideals of racial difference, and that even after the end of slavery 

Northern doctors continued to speak in a medical language tinged with racial overtones, speaks 

about how deeply racial norms penetrated accepted medical dogma.  

Alterity as a means of debasing one group toward the goal of elevating another has been well 

studied in the modern age.  Often, as in the case of America’s growing healthcare infrastructure, 

that alterity lays within the margins of overt policies or beliefs, both unstated and even denied, 

even as it is used to construct a viable institution such as the AMA.  Michel Foucault describes 

how the ruling order of liberal democracies used alterity to discipline the population into being 

subservient to ideals and policies that most benefited the ruling order.  He writes: “Disciplinary 

power…is exercised through its invisibility; at the same time it imposes on those whom it 
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subjects a principle of compulsory visibility.”9   The ruling liberal order, then, defines what is 

normal by identifying and discipling the aberrant, the others, who live outside the norm.  It does 

this covertly, even if its actions expose and punish those assigned to otherness.  Although 

Foucault does not explore racial alterity, his conception of liberal leaders obtaining power by 

discipling and marginalizing what it defines as otherness helps us better understand how and why 

the AMA used racial difference to construct its own base of power. 

Natalia Molina utilizes the term racial scripts to demonstrate how the construction of racial 

difference buttresses disciplinary power by uniting people around a racially defined oppositional 

binary.   She writes: “Racial scripts work in part because they are not wholly new.  Their 

familiarity itself generates credibility, making ideas about race that might otherwise be 

considered outrageous or flagrantly racist seem normal.  Racial scripts make it both possible and 

permissible to consider racist ideas as simply common sense.”10 While Molina employs her 

concept as a means of comparing the plight of various racial groups in a common epoch, it is 

helpful in the context of studying medicine’s growth to show how racial scripts can cross over 

time, something I define as a medical-racial script.  In other words, the medical scientific fictions 

created to define and defile alacrity in the past can persist and impact how those same “others” 

are depicted over time, thus establishing covert disciplinary control that can remain unstated 

since it has already been normalized. 

The AMA’s medial-racial script—composed during colonial times and stamped into American 

medical liturgy even before the AMA’s inception—normalized both the racial degradation of 

 
9 Michel Foucault, Discipline and Punish: The Birth of the Prison, trans. Alan Sheridan (New York: Vintage 
Books, 1977), pp. 147-64, 187-93, 223.   
10Natalia Molina, How Race Is Made in America: Immigration, Citizenship, and the Historical Power of Racial 
Scripts (Berkeley: University of California Press, 2014), p. 140. 
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African American bodies (thereby medicalizing blackness, as historian Rona Howorth states) and 

the marginalization of African American healers to advance the status of traditional white 

American doctors.  This script remained unchallenged through the AMA’s rise, even if buried 

between the lines and speeches of AMA medical leaders.  After the AMA’s birth, it blossomed 

into a medical racial norm that united American doctors, driving the ascension of the AMA and 

the resultant desecration of African American medical providers such as Isabelle Vandervall. 

The AMA’s medical-racial script helps to better explain why and how the AMA extirpated 

anyone with black skin from its ranks, something only tangentially explored in the AMA 

apology.  At least until 1911, a vibrant African American medical professional class existed and 

even thrived, and its exclusion from the AMA did not seem to hamper its growth and pertinence.  

Only when the AMA achieved true disciplinary control over America’s medical apparatus did the 

African American medical class meet the unsurmountable barriers described by Dr. Vandervall.  

Historian Christopher Willoughby states: “Racial science and medicine emerged out of systems 

of enslavement and colonialism, but as these ideas became embedded in medical thought and 

education, they were able to mature and persist after slavery’s abolition….  [R]acial science 

instead of a niche field was a foundational part of the fabric of the US medical training.”11  The 

normalization of the AMA’s medical-racial script doomed Dr. Vandervall and her many African 

American colleagues. 

Seen this way, medical-racial scripts are not mere moments of racial derision but rather define 

the very core of the AMA’s medical philosophy.  As historian Isabel Wilkerson states in her book 

Caste (2024), racism in this country comprised not a series of acts or statements, but rather an 

 
11 Christopher D. E. Willoughby, Masters of Health: Racial Science and Slavery in U.S. Medical Schools 
(Chapel Hill: University of North Carolina Press, 2022), p. 7. 
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entire fabric of myths imbedded into our collective being.  The threads of the nation’s racial 

fabric, argues Wilkerson, cannot be plucked out and declared to be racist, because the very word 

“racism” conjures many meanings, changes with time, and is always denied by those who 

practice it.  To remove one thread and hold it up as an example of racism obscures the 

significance of the fabric’s entirety, much of which has persisted over time despite the removal of 

some of its fringed edges.12  

Applying these ideas to the AMA’s growth helps us better understand how and why the AMA’s 

often concealed script proved crucial to its ascension to power.  Historian Yuval Noah Harari 

demonstrates how fabricated intersubjective realities—essentially myths that have been 

normalized over time to become unassailable truths—help leaders and institutions establish order 

by creating alacrity among marginalized ideas and people.  Such a construct divides the world 

into those who comply and those who defy, the latter being viewed as outsiders, or “others.”  

Germane to this study, Harari writes that “racism pretended to be an exact science: it claimed to 

differentiate between people on the basis of objective biological facts…  But the cloud of 

numbers and categories was just a smokescreen for absurd intersubjective myths.”13  Relying on 

debasement of different racial groups to establish walls between fabricated castes has been part 

of America’s growth since the colonial period, as scholars such as Edmond Morgan show.14  

Seeing this through a medical lens helps us better understand why and how the AMA used racial 

divisions to attain its own objectives. 

 
12 Isabel Wilkerson, Caste: The Origins of Our Discontents (New York: Random House, 2020), pp. 1-35. 
13 Yuval Noah Harari, Nexus: A Brief History of Information Networks from the Stone Age to AI (New York: 
Random House, 2024), pp. 30-5, 290-1. 
14Edmund S. Morgan, American Slavery, American Freedom: The Ordeal of Colonial Virginia (New York: W. W. 
Norton & Company, 1975), pp. 326-37.  “The answer to the problem, obvious if unspoken and only gradually 
recognized, was racism, to separate dangerous free whites from dangerous slave blacks by a screen of racial 
contempt.” 
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The debasement of a racial other using intersubjective myths can be seen as a form of racial 

capitalism, in that it locks together people of the dominant race against a fabricated enemy.  

Cedric Robinson in Black Marxism, among others, updated classic Marxist thinking by adding 

the variable of race, which facilitated society’s elites ability to garner support from poorer whites 

by constructing a racial binary.15  Robinson demonstrates that racial tropes inserted into a 

capitalistic society artificially creates a lower rung of people so as to unite poor and rich whites 

against them16  The fabricated divisions created by racial capitalism can be portrayed as liberal 

and multicultural and thus appear either invisible or even progressive.17 In other words, by 

marginalizing one group to unite another, the arbitrators of power can pose as benign and 

scientific entities seeking to enforce an established norm.  W.E.B. Dubois notes that the need to 

maintain a scientific and cultural myth that infuses African Americans with alacrity and posits 

them as a threat proved requisite for white unity.18 Poor whites, Du Bois argues, gained access 

“to a sort of public and psychological wage, earning titles of courtesy and power simply by being 

white.”19  While the AMA did not operate through a traditionally capitalistic frameworks—its 

 
15 Molina, p. 10. 
16 Cedric J. Robinson, Black Marxism: The Making of the Black Radical Tradition (Chapel Hill: University of 
North Carolina Press, 1983).pp. 1-8. .  He writes: “The developing, organization, and expansion of capitalist 
society pursued essentially racial directions, so too did social ideology [such that] racialism would inevitably 
permeate the social structure emergent from capitalism.” 
17 Jodi Melamed, Racial Capitalism: A General Theory of Exploitation, Domination, and Racism (Chicago: 
Haymarket Books, 2022)., pp. 77-9; Lisa Lowe, The Intimacies of Four Continents (Durham, NC: Duke 
University Press, 2015), pp. 149-50. 
18W. E. B. Du Bois, Black Reconstruction in America: An Essay Toward the History of the Part Which Black Folk 
Played in the Attempt to Reconstruct Democracy in America, 1860–1880 (New York: Harcourt, Brace and 
Company, 1935), chapter 9. 
19 DuBois, Black Reconstruction, chapter 4; Lowe, pp. 165-8.  Lowe writes: “Black Reconstruction told a 
history of the consolidation of northern industrial finance capitalism and southernplanters, and of ruling-
class whites aggressively recruiting poor southern whites as their allies, dividing the black and white workers 
to prevent their joining in common struggle.”  Ironically, the AMA in its health equity musings writes about 
racial capitalism but views it as what seems to be a societal residual of slavery rather than a force that 
impacted our medical system during its long reign.  See Whitney N. Laster Pirtle, “Racial Capitalism: A 
Fundamental Cause of Novel Coronavirus Pandemic Inequities in the US,” Sociology of Race and Ethnicity 7, 
no. 4 (2021): 493–499, https://doi.org/10.1177/23326492211022808, pp. 504-6 and What is racial capitalism, 
pp. 1-6, in the AMA archives,  https://www.ama-assn.org/delivering-care/health-equity/what-racial-

https://doi.org/10.1177/23326492211022808
https://www.ama-assn.org/delivering-care/health-equity/what-racial-capitalism
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need to unite doctors crossed class lines—its use of racial alterity did mimic much of what 

Robinson and Dubois describe by using race as a means of consolidating power through 

engineered racial unity.20 

Another useful way of looking at the power of medical-racial scripts is through the lens of 

biopolitics.  Michel Foucault identifies aspects of biopolitics germane to the AMA’s rise to 

power.  By perceiving “the population as a political problem, as a problem that is at once 

scientific and political, as a biological problem and as power’s problem,” political (and by 

inference, medical) regimes control populations by categorizing and dividing people and 

positioning one group as a biologic threat.21  Roberto Esposito expands on Foucault’s notion of 

biopolitics, stating that for society to prosper there must always be a threat, an “other,” that 

enables leaders to wield power to expunge the threat.  His immunity theory utilizes Hobbesian 

discourse to show that societies must immunize themselves against threats from those assigned to 

alacrity, threats that are often posed in biological and racist guises.22   

The AMA and its contingent of orthodox doctors designed a medical-racial script predicated on 

proving biological difference and thus positing African American bodies as being biological 

threats.  That these notions of racial difference were inscribed into an unassailable scientific 

 
capitalism  The AMA cites scholar Whitney N. Laster Pirtle who in 2020 ascribed the higher death rate of 
African Americans during early COVID to racial capitalism, but again, in his analysis, he does not suggest that 
racial capitalism has created a racially-altered medical system, but rather that it led to structural societal 
inequities that reduced access to the medical system and also led to poorer health conditions that made 
African Americans more vulnerable to the virus.   
20 Harari, Nexus, p. 30, specifically states that the use of intersubjective myths to control people and 
marginalize others was antithetical to Marxist thinking.  He writes: “Contrary to Marxist thinking, large scale 
identities and interests in history are always intersubjective, they are never objective.”   
21 Michel Foucault, Madness and Civilization: A History of Insanity in the Age of Reason, trans. Richard 
Howard (New York: Vintage Books, 1965), 12–30, 205–207; Michel Foucault, “Society Must Be Defended,” in 
Biopolitics, ed. Timothy Campbell (Durham, NC: Duke University Press, 2013), 66. 
22 Tierney, Thomas.  “Robert Esposito’s Affirmative Biopolitics and the Gift.” Theory, Culture, and Society, 33, 
2. (2016), 54-6, 72.   

https://www.ama-assn.org/delivering-care/health-equity/what-racial-capitalism
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liturgy that both propelled and was perpetuated by the country’s most formable doctors gave it 

credence and enabled American doctors to gain power by reducing a manufactured biological 

difference into an oppositional binary.  Biopolitical thinkers have shown that by transforming 

alacrity into a disease that must be isolated and debased, biopower facilitates disciplinary 

control.23  As historian Susan Craddock states: “Used as accusation toward the already deviant, 

disease intensifies the rhetoric of hatred, fear and blame utilized against undesirable populations.  

It shifts the quality of this rhetoric from the socially constructed to the medical legitimated, from 

a vaguely if forcefully defined rationale of difference to a rational basis for surveillance, control, 

and exclusion.”24 By examining the AMA’s growth and maturation through this lens we can 

understand how, by debasing African American bodies and doctors, the AMA defined itself as 

scientifically normative and exerted disciplinary control over those it deemed to be biopolitical 

threats even as it rarely addressed racial issues directly. 

This paper will explore the AMA’s rise from its origin through its attainment of power over every 

tentacle of the medical establishment by 1920.  In perceiving the AMA’s origins and growth 

through its own medical-racial script, we can see the often-covert use of racial division and 

exclusion as being crucial to its ascent to power. It is a goal of this paper to demonstrate that the 

AMA’s underlying racial philosophy and actions had been imbedded in American health care 

 
23Michel Foucault, The Birth of the Clinic: An Archaeology of Medical Perception, trans. A. M. Sheridan Smith 
(London: Routledge Classics, 1989), pp. 33-40. Foucault notes that modern (orthodox) medicine breaks down 
people into “maps of disease” through a normative process that reveals a “model man” to which all illness 
must be compared.  To have the model man, doctors needed an example of a nonnormative man, one who 
strays far from biomedical perceptions of the norm.23  In American medical history, if the nonnormative man 
is African American, could his/her presence as a biologic racial “other” help unite white doctors around 
intersubjective racial scripts?  Foucault says as much, stating that racial divisions help the ruling class 
promote its own agenda and power by “introducing a break into the domain of life that is under power’s 
control.”  
24 Susan Craddock, City of Plagues: Disease, Poverty, and Deviance in San Francisco (Minneapolis: University 
of Minnesota Press, 2015), p. 4. 
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from its inception and became a requisite unifying gospel so normalized by 1847 that it barely 

garnered any discussion or rebuke. 

Race and the AMA: What has been written about it 

Many studies of medical racial exclusion have helped to explain the nexus between race and 

healthcare. Herbert Morias wrote the first comprehensive history of African American health 

care and racial medical policies in 1967, The History of the Negro in Medicine.  To Morias, 

racism (sewed into law and custom) is ubiquitous in American society and is the reason why 

African American doctors have been barred from mainstream medicine.25  Morias perceives 

racist acts as being ingrained in a racist society, never fully exploring how such acts helped white 

medicine flourish. 

More recently, W. Michael Byrd and Linda Clayton’s massive two volume An American Health 

Dilemma, argues that ubiquitous notions of biologic racism served as a justification for slavery 

that persevered into the new American nation, including in America’s health care system.  The 

authors state that the development and normalization of racial scientific difference “has been 

used historically and contemporaneously, in overt and covert forms, as justification for nihilistic 

and substandard health care, health delivery, and subsequent poor health outcomes.”26  The 

authors rarely discuss the AMA or delineate how the perpetuation of racial scientific difference 

helped white doctors to flourish. 

 
25J. A. Morais, The History of the Negro in Medicine (Philadelphia: The Medical and Surgical Reporter, 1967), 
pp. 2-12 
26 Alan G. Byrd and Linda A. Clayton, An American Health Dilemma: A Medical History of African Americans 
and the Problem of Race: Volume 2: The Twentieth Century (New York: Routledge, 2000), pp. 3-6, 16-22, 66-
73, 90-102; Alan G. Byrd, "Race, Biology, and Healthcare," Journal of Health Care for the Poor and 
Underserved 11, no. 3 (2000), pp.149-155. 
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Todd Savitt, whose many writings explore race and healthcare, similarly perceives the growth of 

white medicine though acts of racial exclusion.  Savitt’s work, especially his two monographs 

Medicine and Slavery and Race and Medicine, does not fully explain how the institutional 

apparatus of healthcare, led by the AMA, relied on racial difference and African American 

exclusion to grow and prosper.  Like Morias, Byrd, and Clayton, he does not discuss the AMA or 

institutional medicine, nor does he connect the country’s medical-racial script across time.  He 

looks at events often in isolation, providing a great deal of data and insight but not exploring 

motive within the white medical community itself. 

In addition to these foundational authors, this paper utilizes and discusses many other historical 

studies of medicine and race, all of which delve into unique aspects of American medicine’s 

racially exclusive ideology.   While these works are rich in sources and analytical ideas, and 

while some of them tie our segregated healthcare system to a long history of racism, they are not 

as effective in showing why and how organized medicine utilized a medical-racial script to 

propel its growth. These works explore isolated moments and people, but do not tie those to an 

under arching fabric of alterity.  Nor do they follow the arc of racial exclusion through the lens of 

institutional organized healthcare, something that in many ways prevents them from explaining 

the power of racial alterity beyond it being a mere trope to explain the need for slavery and 

segregation. 

Paul Starr’s The Social Transformation of American Medicine, is a landmark study that dissects 

the forces that propel the AMA’s rise, and to this day he is oft quoted by medical reformers and 

historians.  But he does not discuss issues of race, and thus many of his conclusions fall flat, 

relying primarily on economic arguments and not ones of racial construction.  The two 

predominant biographers of the AMA—James Burrow and Morris Fishbein—almost entirely 
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neglect issues of race as well.  Deirdra Cooper Owens’ Medical Bondage, and Harriet 

Washington’s Medical Apartheid both study experimentation on African American bodies, as do 

a large collection of articles I reference.  They too provide good data about how experimentation 

helped elevate the status of white doctors and the white medical establishment but are silent 

when it comes to motives and to any connection between such experiments and the overarching 

rise of the AMA and orthodox medicine.  Jim Downs—Maladies of Empire and Sick from 

Freedom—Margaret Humphreys—Intensely Human and Searching for Dr. Harris—Jill 

Newmark—Without Concealment, Without Compromise—and Gretchen Long—Doctoring 

Freedom—all study the rise and disparagement of African American doctors during the Civil 

War.  Their works demonstrate the persistence of racial alterity after slavery, but too they do not 

tie these notions of racial difference and debasement to what preceded it or what followed from 

it.  Katherine Johnson’s The Nature of Slavery, Shelia Fett’s Working Cures, Rana Hogarth’s 

Medicalizing Blackness, Londa Schienbinger’s The Secret Cures of Slaves, and Gretchen Long’s 

previously cited work, strive to define the discordance between natural slave healers and 

emerging white orthodox doctors, although not positing the battle between these two groups as 

having a more foundational impact on the direction of American healthcare.  Finally Christopher 

Willoughby’s works, especially Masters of Health, demonstrate the deep penetration of medical-

racial ideas both North and South, although he too does not show how such notions helped the 

AMA and orthodox American medicine to grow. 

This paper diverges from past historiography by arguing that the AMA did not view racial 

division and racial science as aberrant or malicious, but rather as normative and necessary to its 

claim of hegemony over the healthcare infrastructure. Also, this papers shows how ideas that 

helped American healthcare to grow in the nation’s infancy became inscribed into a medical 
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dogma that proved necessary for the triumph of the AMA and the unity of white orthodox 

doctors.  Many past studies look at people and events in isolation from a more generalized fabric 

of medical alterity, something this paper volitionally avoids.  By isolating players and events 

imbedded in the AMA’s growth and declaring them to be “bad seeds,” only serves to exonerate 

the organization itself and the medical path it took. Instead, by peering into the AMA’s own 

covert and occasionally overt ideas about race, and tying those ideas more generalized norms of 

medical race tied into a medical-racial script, the AMA emerges as the central player in 

perpetuating America’s medical racial exclusion for its own purposes. Relying primarily on 

AMA documents and archives, the paper shows that the AMA used America’s medical-racial 

script to propel its growth, carrying intersubjective racial myths into mainstream medical 

thinking and weaving them into the threads of the medical industrial complex it helped to create.   

Chapter Chronology and Goals of the paper 

The paper will span approximately 100 years, starting with the growth of American medical 

science during the early Republican period to the final victory of the AMA’s Progressive agenda 

after the publication of the Flexner Report in 1911.  The book does not attempt to explore the 

impact of changes in our health system on African American health; such studies are many and 

do not need to be duplicated here.  Nor will we discuss other medical professionals, such as 

nurses, whose own story is one that should be told. 

Certainly, the AMA excluded other racial and sexual groups during its history.  Why discuss only 

African American exclusion?  One reason is logistical.  To review the exclusion of women, 

Indigenous Americans, Latinos, Jews, and Asians, among others, would exceed the scope of this 

study.  But also, as Byrd notes in his book: “While other disadvantaged ethnic American groups 

suffer disparate health outcomes for which race plays some part, African Americans deserve 
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specific studies because they are the oldest, and largest, minority group in the United States both 

numerically and chronically and have the most oppressive race-based health history in the 

country.  Representing the flashpoint of the nation’s health dilemma for more than 300 years, 

they also serve as excellent surrogates for the experiences of other minorities.”27  The 

perseverance of African American alterity, then, is embedded into a long history of our nation 

and its healthcare system. 

Historian Natalia Molina, who primarily studies the medical and social status of Mexicans during 

the Progressive Era and beyond, similarly believes that although “the old understanding of race 

as a black-white binary construct was transformed to accommodate gradations of color, the end 

points of the hierarchy remained the same: black marked the bottom and white the top.” 28 

Hence, this study of the impact of race on our medical system’s growth incorporates the top and 

bottom rungs of status as a discursive means to understand the extremes of medical-racial caste.  

Chapter one examines the evolution of a racial medical caste system beginning in the colonial 

era and evolving into the liberal Republican period.  The medical-racial script that will be 

discussed throughout the book laid its seeds during healthcare’s colonial growth by exploiting 

African American bodies to promote medical practice and research, while debasing the alacrity 

of African American healers as a threat to orthodox medical legitimacy.  The chapter will end 

with the origins of the AMA, showing how organized medicine consolidated American doctors 

and established itself as the voice of legitimate American medicine by promoting an already 

normalized medical-racial script. 

 
27 Byrd and Clayton, An American Health Dilemma, pp. 3-4. 
28 Molina, p. 14, 40.  She also writes that Mexicans, in their quest to retain citizenship, accepted the US racial 
hierarchy.  “They were not challenging the terms of he debates but rather saying that they were on the right 
side of the color line.”  
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Chapter two focuses on the racial conundrums facing the AMA during and after the Civil War 

and how discussions of race posed a threat to the unity of orthodox American medicine.  Prior to 

the war very few African American doctors practiced in America, and thus the AMA never faced 

the dilemma of including orthodox African American doctors into its orbit.  This changed after 

the Civil War when a small cadre of African American doctors and institutions sought inclusion 

in American orthodoxy.  How the AMA responded to this challenge, and how African American 

doctors reacted to that response, will form the nidus of the chapter.  The chapter demonstrates, 

contrary to prior studies, that the AMA’s racial moment in 1870 represented the only time it 

overtly confronted race, and thus was not a moment to be demonized but rather the singular 

spark of discourse that acknowledged African American doctors as worthy of discussion.  The 

AMA’s prior and subsequent silences proved to be a more effective means of rendering African 

American doctors and bodies invisible, enabling the AMA to exclude African American doctors 

from its orthodox orbit without having to overtly address such exclusion. 

Between 1900 and 1920, as shown in Chapter Three, the AMA leaped upon the Progressive 

movement and worked with regulatory reformists, corporate philanthropies, and academic 

medical leaders to coopt the medical system.  Its role in drafting the Flexner Report in 

1911proved pivotal to the AMA’s hegemonic control of American healthcare, including the 

report’s explicit edicts that relegated African American doctors to the margins of the health care 

system.  This chapter explores the continuity between the medical-racial script devised during 

the colonial and liberal periods and its natural evolution into a disciplinary biopolitical device 

that extirpated African American physicians from both legitimacy and survivability. 

The paper concludes by describing how the AMA’s medical-racial script, fully normalized by 

1920, impacted the African American professional class and led to several troubling outcomes.  
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After its Progressive moment, capped by the power it achieved after the Flexner Report, the 

AMA assailed all deviation from its foundational base, leaving African American doctors and 

patients out of mainstream medicine, both marginalized and vulnerable.    

Conclusion: 

In a 2008 JAMA article accompanying the AMA’s apology, the authors attribute the AMA’s 

exclusion of African American doctors in 1870, and subsequent racist posturing of the Flexner 

Report, to a need to maintain North-South unity in a “society deeply divided over slavery, but 

largely accepting of systemic racial inequities and theories espousing black inferiority.”  They 

acknowledge that not all the players and events involved in the AMA’s racist acts can be 

perceived as good vs. bad.  “It is tempting to simplify this story into one of heroes, villains, or 

victims,” they write stating that “History rarely offers simple mortality tales….”29  However, the 

article’s authors rely heavily on demonizing a small cadre of AMA leaders to make their case. 

The authors are correct that the lessons learned from the AMA’s growth and professionalization 

are not easily distilled into an oppositional binary.  The story of the AMA’s rise is a tale that in 

many ways reflects the changes occurring in American society in general regarding science, 

progress, and white dominance.  But the AMA’s medical-racial script is not one best explained 

by a need to mend a North-South divide, nor was it simply a tale of racial prejudice and racist 

events.  Rather it represents a manicured fabric of intersubjective racial marginalization and 

exclusion that infused in the AMA disciplinary power over the entirety of America’s medical 

industrial complex as it emerged after 1911.   

 
29 Baker, “Origins of racial divide,” pp. 306-12. 
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Normalized notions of African American medical differentness have not disappeared.  As 

historian Deirdre Cooper Owens writes in her study of medical pioneer Dr. Marion Sims, his 

contention that African American women feel pain less than whites (that he used to justify 

experimenting on African American women without using anesthesia) has persisted in today’s 

medical Zeitgeist.30  So too have notions that African American bodies manifest diseases and 

respond to treatments differently than do bodies with white skin31  In my own medical education, 

completed at progressive institutions with large African American student bodies, doctors taught 

that African Americans have a different form of blood pressure than do whites and respond to 

different medicines, that their laboratory measurements of kidney function are different than 

whites, and that they have unique medical physiology compared to whites.32  These may be 

superficial residues of a racialized medical system, but their persistence and scientific validation 

in the minds of doctors demonstrates that the foundational racial bricks of our health care system 

remain buried in its core, even if some of the fringed edges have been snipped away. 

The AMA’s rise reflected the ascension of the most robust and accepted medical scientific 

principles of the time, even if abhorrent to us today.33  In fact, during and after its Progressive 

 
30Deirdre Cooper Owens, Medical Bondage: Race, Gender, and the Origins of American Gynecology (Athens: 
University of Georgia Press, 2017), pp. 123-6. 
31 Alan Roth and Andy Lazris, “Avoiding Racist and Judgmental Clinical Documentation,” American Family 
Physician 109, no. 6 (June 2024), pp. 575-7; hen L, MMY Lee, PS Jhund, CB Granger, IS Anand, AP Maggioni, 
MA Pfeffer, SD Solomon, K Swedberg, S Yusuf, and JJV McMurray, "Revisiting Race and the Benefit of RAS 
Blockade in Heart Failure: A Meta-Analysis of Randomized Clinical Trials," JAMA 331, no. 24 (June 25, 2024): 
2094–2104, https://doi.org/10.1001/jama.2024.6774; Reddick B., "Fallacies and Dangers of Practicing Race-
Based Medicine," American Family Physician 104, no. 2 (August 1, 2021): 122–123, PMID: 34383449; Westby 
A., E. Okah, and J. Ricco, "Race-Based Treatment Decisions Perpetuate Structural Racism," American Family 
Physician 102, no. 3 (August 1, 2020): 136–137, PMID: 32735444 
32Wilkerson, Caste, Chapter 24, shows that hypertension is more based on class than race and that Africans 
do not have a predilection to hypertension.  In fact, Africans have lower rates of high blood pressure than even 
whites in this nation, and that only after coming to America are African Americans more prone to stress 
diseases such as high blood pressure. 
33 Willoughby, Masters of Health, pp. 9-10.  He writes:  The strong foundation of racial science, and its ability 
to shape political and social ideologies, “is why scholars avoid terms such as ‘pseudoscience’ to describe 
antiquated racial science.  Polygenists would certainly be considered pseudo scientists today.  In the 

https://doi.org/10.1001/jama.2024.6774
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victory, the AMA fought for science and against pseudoscience.  Sadly, that science, imbued as it 

was with orthodoxy’s intersubjective medical-racial script, helped to decimate the African 

American medical professional class and has largely defined American healthcare today.  

  

 
nineteenth century, however, they were on the cutting edge, claiming that their opponents opposed secular 
science and lacked an empirical understanding of race.”  See also Rachel Walker, Beauty and the Brain: The 
Influence of Appearance on Cognitive and Emotional Processing (New York: Springer, 2019), Walker writes: 
Labeling debunked medical ideas “as pseudoscience might make us feel good because it assures us that we 
are somehow better and more enlightened than people in the past.  In the end, though, the word 
pseudoscience merely allows scholars to condemn problematic discourses of bygone eras while maintaining 
an uncritical veneration of science itself.”   
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Chapter One: The origins of the AMA and its medical-racial script. 

“Whether by design or by chance, physicians’ objectification of black people’s bodies in slave 

societies became an essential component to the development of the medical profession in the 

Americas.”  

-Rana Hogarth34 

 

In 1849 Nathan Davis, a young and energetic physician in Chicago, addressed the Rush medical 

school class, evoking the spirt of liberalism by extoling scientific certainty and the need for a 

gifted experts to move healthcare into the modern age.  Stating that “from the very nature of 

things it is impossible to build up a professional aristocracy in this country” given the 

proliferation of quackery and substandard medical requirements, Davis insisted that high-level 

medical schools—with their costs defrayed by the States and their curriculum crafted by 

orthodox medical leaders—were needed propel American medicine out of the wilderness by 

germinating a well-educated medical aristocracy.35   

Most historians of the AMA credit Nathan Davis as being the AMA’s founder and leading force 

for its first fifty years.  Born in New York, he graduated from the Medical College of Western 

New York in 1837.  He practiced medicine in Broome County and helped to strengthen first the 

Broome County Medical Society and then the New York State Medical Society, which he used to 

forward campaigns to tighten licensing laws and educational requirements.  He believed that 

only a national medical society that united orthodox doctors under a banner opposing “quackery” 

 
34 Rana A. Hogarth, Medicalizing Blackness: Making Racial Difference in the Atlantic World, 1780–1840 
(Chapel Hill: University of North Carolina Press, 2017), pp. 1-8. 
35 Nathan Davis, “Address on Free Medica Schools in Rush Medical College,” printed for the class, 1849, pp. 4-
7, 9-12.  Accessed at the Nathan Davis archives, Newberry Library, Chicago. 
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could enable regular doctors to achieve the status and income that he deemed to be necessary for 

medicine’s survival.36   

There is no evidence in Davis’s own writings or in the writings of his biographers that he 

harbored any overt racist tendencies. It is interesting that in his history of the AMA, Davis 

equated opposition to the institution of slavery to the need for a powerful medical organization.  

In 1855, for example, he wrote: “For instance, nothing is more easy than for anti-slavery men to 

meet and resolve that slavery is a great moral, social, and political evil.  But to devise a 

practicable mode of doing it away, which shall be just to all parties, is a task defying the 

profoundest intellect and the purest philanthropy.”  While we can’t know Davis’s view of slavery 

in choosing to make this particular comparison, it certainly hints that he did not endorse the 

institution, as many of his statements during the Civil War will attest.37  

While it is doubtful in his upstate New York practice Davis encountered many African American 

patients or doctors, it is likely that his medical school utilized African American bodies for 

anatomy and even comparative biology, that he had been exposed to the normative ideas of 

craniology that scientifically proved African American inferiority, and that the racial science 

preached by doctors who wrote about and experimented on African American bodies composed a 

large part of his curriculum, as it did throughout the nation.  He also worked with Southern 

doctors who directly promoted a racial-medical agenda, such as Paul Eve, both a future vice 

president and president of the AMA; Richard D. Arnold, who co-founded the AMA and served as 

an early vice president; and Marion Simms who practiced in New York and became active in the 

 
36Morris Fishbein, A History of the American Medical Association, 1847 to 1947 (Philadelphia: W. B. Saunders, 
1947), pp. 3-11, 21-2. 
37 Nathan Davis, The History of the AMA, p. 75, available at AMA archives.  
https://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=e7b3b08e-5d2a-40d6-ac45-
b8b6ada9325f%2Fama_arch%2FAD000001%2F0040HIST  

https://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=e7b3b08e-5d2a-40d6-ac45-b8b6ada9325f%2Fama_arch%2FAD000001%2F0040HIST
https://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=e7b3b08e-5d2a-40d6-ac45-b8b6ada9325f%2Fama_arch%2FAD000001%2F0040HIST
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AMA and eventually one if its presidents.  All engaged in research on African American bodies.  

He praises many southern medial scientists too in his writings, something not unusual for an 

orthodox doctor in the mid 1800’s.38  While Davis said little about race, a medical-racial script 

had become so foundational to American health care by the time he practiced that those ideas 

were clearly imbedded in his medical gaze. 

The roots of American medicine’s medical-racial script budded in the colonial period, gained 

traction in the liberal scientific revolution of the early Republic, and became codified by the 

AMA after its founding in 1847.  By the time the AMA called its first meeting in Philadelphia, 

American medicine’s racial intersubjective norms already stamped the imprint of racial caste on 

the medical system.  The twin scientific pillars that composed the medical-racial script—

debasement of African American bodies that enabled them to be exploited for medical discovery 

and teaching, while positing them as a biologic threat to whites; and the relegation of African 

American healers to the binary antithesis of European-trained orthodox doctors—constituted the 

fuel that ignited the AMA’s engine.   

Colonial Evolution 

Most doctors during the colonial period received cursory training in Galenic techniques, 

typically in one of the larger medicinal schools in Europe or through local apprenticeships if they 

had any training at all.  In Galenic theory, body composition consisted of four humors whose 

 
38 Nathan Davis, History of Medical Education in the United States, pp. 31, 128-36, 152, available at AMA 
archives. https://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=e7b3b08e-5d2a-40d6-ac45-
b8b6ada9325f%2Fama_arch%2FAD000001%2F0041HIST  One of the many southern doctors he praised was 
Dr. John Mitchell who wrote an article “An essay on the causes of different colors of people in different 
climates.”  Paul Eve experimented on African American bodies, while Nathan Arnold owned slaves, 
researched yellow fever, and likely used African American bodies (since it is common in yellow fever 
research), but we don’t know definitively.  https://www.geni.com/people/Richard-
Arnold/6000000041853825868  See Cooper Owens, Medical Bondage, pp. 19-20, 41, 116 especially with 
regard to Paul Eve’s experiments. 

https://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=e7b3b08e-5d2a-40d6-ac45-b8b6ada9325f%2Fama_arch%2FAD000001%2F0041HIST
https://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=e7b3b08e-5d2a-40d6-ac45-b8b6ada9325f%2Fama_arch%2FAD000001%2F0041HIST
https://www.geni.com/people/Richard-Arnold/6000000041853825868
https://www.geni.com/people/Richard-Arnold/6000000041853825868
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own ratios to each other determined one’s state of health.  If symptomatic or sick, people had an 

imbalance of their humors, and by altering the humors through Galenic science the symptoms—

and thus the illness—could be eradicated.  Typical treatments consisted of bleeding, purging, 

blistering, and the use of herbal remedies.  Symptom resolution implied treatment success.  No 

standards existed as to what constituted a doctor; some received formal training, others simply 

apprenticed.  No licensing laws existed to regulate the profession, and virtually anyone could call 

himself a doctor if others in the medical community supported that claim.39  

Emerging concepts of medical science in eighteenth century Europe introduced the pillar of 

experimentation as a path to scientific medical revelation, in many ways challenging prior 

Galenic assumptions.  Doctors sought to better understand the nature of disease, and as such they 

required patients upon whom to experiment, delving inside the patient beyond the superficiality 

of symptoms.  Such doctors, trained in European medical science, were called orthodox or 

regular doctors, to distinguish themselves from those who clung to Galenic notions of care.  In 

America, orthodox doctors, although adhering to European ideals, achieved their success through 

the exploitation of African American bodies.  In many ways, the treatments offered by white 

orthodox doctors—even if often brutal and ineffective—shifted the power dynamics from 

enslaved person to master, in that slave healers lost agency and masters gained agency when they 

hired an orthodox doctor.40 

Colonial doctors experimented on African American bodies to generate a new field of research, 

proving the validity of racial difference as a means of establishing their expertise in racial 

 
39Paul Starr, The Social Transformation of American Medicine: The Rise of a Sovereign Profession and the 
Making of a Vast Industry (New York: Basic Books, 1982), pp. 37-47; Zachary Dorner, “No One Here Knows 
Half So Much of This Matter as Yourselves,” The William and Mary Quarterly 72, no. 2 (2015): 300. 
40 Gretchen Long, Doctoring Freedom: The Politics of African American Medical Care in Slavery and 
Emancipation (Chapel Hill: University of North Carolina Press, 2012), pp. 28-30. 
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medicine.  Such studies exploited African Americans as a means of career advancement, 

attaining academic renown, and helping to prove African American inferiority to justify racial 

slavery.41  Rana Hogarth shows that early doctors “invested blackness with medical meaning to 

justify their own professional existence.”  She notes that the degradation and use of African 

American bodies proved essential to the development of a medical profession in America.42  The 

science of race became enshrined into medical gospel, not only in America but in Europe too, 

and led to a persistent belief in fixed racial difference, denigrating African American bodies to 

being subhuman.43  This idea grew into the first part of a medical-racial script that served as the 

nidus of American medical growth through its academic expertise in blackness.   

Many colonial doctors used the cloak of science to generate new diseases both to explain African 

American behavior and to enhance their own positions among slaveholders.  For instance, the 

creation of Cachexia Africana—a disease invented to explain African American malnutrition— 

“epitomizes how white physicians employed blackness to subjugate black bodies in the 

furtherance of their professional pursuits.”44  Inventing unique African American diseases also 

helped to marginalize African American bodies and justify their separation from whites, while 

portraying many of these diseases as a threat to white bodies.45   

 
41Suman Seth, Difference and Disease: Medicine, Race, and the Eighteenth-Century British Empire 
(Cambridge: Cambridge University Press, 2018), pp. 7,19,247-82; Jim Downs, Maladies of Empire: How 
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15-17, 28-32, 81-4, 122; Katherine Johnston, The Nature of Slavery: Environment and Plantation Labor in the 
Anglo-Atlantic World (Oxford: Oxford University Press, 2022), pp. 9-11, 14, 35-40, 89-90. 
42 Hogarth, Medicalizing Blackness, pp. 1-23 
43Londa Schiebinger, Secret Cures of Slaves: People, Plants, and Medicine in the Eighteenth-Century Atlantic 
World (Stanford, CA: Stanford University Press, 2017), pp.30-3, 90-103 ; Johnson, Nature of Slavery, pp 144-
55, 168; Downs, Maladies of Empire, pp. 4-6; Harriet A. Washington, Medical Apartheid: The Dark History of 
Medical Experimentation on Black Americans from Colonial Times to the Present (New York: Doubleday, 
2006), pp. 50-3; Hogarth, Medicalizing Blackness, pp. 25-41, 
44 Hogarth, Medicalizing Blackness, pp. 82-94. 
45 Washington, Medical Apartheid, p. 147; Schienberger, Secret Cures of Slaves, pp. 95-6.   
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Another crucial use of African American bodies occurred when American medical schools 

budded in the late colonial period, necessitating slave bodies, both alive and dead, to provide 

human fodder for students to learn anatomy and physiology.  During this time, laws and customs 

prohibited the use of cadavers for the purpose of dissection.  At the same time, medical education 

and practice relied on such cadavers given the new medical-scientific focus on the hidden body 

as being the crucial lens through which to understand disease and physiologic norms.  To resolve 

this, doctors robbed graves, particularly those of African Americans (enslaved and free persons) 

since such desecration elicited few objections from officials or the white community.  In the 

South, robbing African American graves enabled doctors to create an academic environment for 

new doctors to learn anatomy.  Even in the North, an early medical school in Philadelphia 

received the bulk of its cadavers from an African American graveyard built on public land.46  The 

use of African American bodies in this way also enabled white students and academics to tout 

their expertise in racial medicine, allowing them to demonstrate scientifically the unassailable 

truth of medical difference, and claim that they “remained on the cutting edge of medical 

knowledge,” as Rona Hogarth states.  It also shifted power dynamics, further degrading African 

Americans and demonstrating that even after death white men owned their bodies.47 

Plantation medicine fed a steady stream of patients to colonial doctors, especially in the South 

and the British islands.  Many doctors who started a medical practice relied on plantation owners 

to provide them with an income and a patient base.48 It is crucial to realize that such doctors had 

 
46David C. Humphrey, “Dissection and Discrimination: The Social Origins of Cadavers in America, 1760–
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47 Hogarth, Medicalizing Blackness, pp. 105-9; Long, p. 28. 
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for experimentation that transcended the narrow window of self-interest predicated upon improving the 
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as their employers not their enslaved patients but the plantation owner who employed them.  

Their medical objectives, then, focused on the needs of their employers, typically by maintaining 

the health of the owners’ human property at a reasonable cost.49  To prove their unique skills as 

slave doctors they wrote about and sometimes published articles discussing their observations 

about racial difference and why treating slaves required medical proficiency that transcended 

merely imprinting white medicine on African American patients. In this way, they adapted 

concepts of racial difference to justify their expertise in treating enslaved persons. 

Enslaved healers and midwives posed a serious threat to orthodox doctors.  They performed their 

services locally, they cost the slave owner nothing, and their methods were generally accepted by 

fellow enslaved persons who subscribed more to spiritual and herbal treatments than the more 

draconian cures of orthodox doctors, such as using purgatives and bloodletting.  Many historians 

show, often using documents written by plantation owners, that enslaved healers proved more 

effective than orthodox doctors.50  But too, their agency in treating fellow enslaved persons, and 

their ability to make decisions about whether enslaved persons could work, provided enslaved 

healers with a perceived power that white doctors exploited for their own purposes.51   

 
health of slaves, primarily by purchasing slaves (those either problematic to owners or who could no longer 
work) at low prices or for the exchange of medical service.  They also established hospitals in which studies 
and observations could be conducted easily, convincing slave owners that such hospitals provided a 
beneficial refuge for sick slaves since the slave owners would not have to provide food, medical treatment, or 
other services while their slaves languished in the hospital. Rana A. Hogarth, "A Case Study in Charleston: 
Impressions of the Early National Slave Hospital," in Medicine and Healing in the Age of Slavery, ed. Sean 
Morey Smith and Christopher D. E. Willoughby (Baton Rouge: Louisiana State University Press, 2021), pp. 144-
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To counter the threat of enslaved healers, orthodox doctors in America expanded their medical-

racial script to debase African American healers and by inference elevate their own orthodox 

credentials.  Sharla Fett notes that doctors benefited by scripting an oppositional dichotomy 

between slave medicine and emerging European-derived orthodox medicine, portraying enslaves 

healers as backwards and their own orthodox techniques as scientifically valid.  

“Overwhelmingly white and male in profile, orthodox medical practitioners sought to carve out a 

more secure foundation of professional identity by establishing exclusive medical legitimacy,” 

she writes.”52 As noted by Todd Savitt, “[P]oor health led to medical intervention that often 

became a contest between white medicine and the medical beliefs and practices of the slave 

community.”53  Such a contest, if couched as positioning emerging orthodox medical science 

against deleterious slave medicine, helped colonial doctors gain the confidence of plantation 

owners.  Doctors also convinced planters that slave medicine empowered slaves and gave them 

agency to instigate slave revolts.  Slave owners and physicians in Jamaica, for instance, equated 

the naturalist-spiritual art of healing Obeah practices to witchcraft and rebellion.54 Eliminating 

enslaved healers as a professional threat helped orthodox doctors gain a foothold, especially in 

the South.   

Thus emerged the second part of the medical-racial script, that of marinizing and degrading 

African American healers and healing practices, a dogma that also persisted beyond its colonial 

origins and proved necessary for the growth of medical orthodoxy.  The South passed laws to bar 

 
52 Fett, Working Cures, pp. 4-11. 
53 Savitt, Black Health on the Plantation, p. 14.  Fett, Working Cures, pp. 134-40, 159, 174-88; Sharla M. Fett, 
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Black women—to realms of ‘quackery,’ ‘ignorance,’ and ‘superstition.” 
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slave medicine and to prevent any African Americans from practicing medicine, and white 

doctors refused to work with African American healers.55 Ironically, white doctors 

commandeered effective slave medical techniques and herbal remedies for themselves while 

ascribing poor outcomes to the spiritual nature of enslaved healers, creating a binary between 

established orthodox methods of practice and more backwards slave medical practices based on 

superstition and dangerous cures.  By isolating slave medicine and declaring it to be ineffective 

and even self-promoting—such as by enabling slaves to claim illness so as to avoid working—

southern doctors carved out a niche that could only be filled by them.56  Emerging colonial 

doctors thus achieved biopolitical control over their most salient threat, and created conditions 

that enable disciplinary actions to prevent African American healers from prospering.57 

Whether or not American physicians supported or even engaged in the slave system is not 

relevant to how they benefitted from the medical-racial script they crafted.  As colonial America 

broke away from European hegemony, its doctors utilized both rungs of the script—scientific 

expertise in the study of racial difference, and the degradation of African American healers—to 

advance their own status, to secure jobs, and to inaugurate a unique American healthcare system.   

Medical Orthodoxy in America 

The codification of the medical-racial script at the dawn of American independence can be seen 

through the eyes of two founding fathers and good friends, Thomas Jefferson and Benjamin 

Rush.  Jefferson, always the scientist, owned enslaved persons and mused about the nature of 
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blackness, concluding that black skin represented a manifestation of unalterable biologic 

difference.  He wrote that “the blacks, whether originally a distinct race, or made distinct by time 

and circumstances, are inferior to the whites in the endowment both of body and mind.”58  Likely 

a polygenist, believing that African Americans stood as a unique race created differently than 

whites, Jefferson merged science with his own cognitive dissonance to arrive at what he 

considered to be a proven truth.59  He even experimented on his slaves to understand more about 

blackness and used African American bodies to better understand disease and treatments, 

including vaccination.60 

Jefferson’s good friend Benjamin Rush, perceived a shared humanity between the races, 

vehemently opposing slavery and the perception by slave holders that only African Americans 

innately could toil in southern fields.61  He befriended African American leaders in Philadelphia 

and tried to understand how diseases differed among various races.  Although an abolitionist, he 

believed in racial difference, sending African Americans into a Philadelphia during a yellow 

fever epidemic because he assumed them to be immune (many died), and experimenting on 

black skin to try to remove it because he believed it to be a form of leprosy.  As one of the 

leaders of University of Pennsylvania Medical School, and someone who taught a new flock of 
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American doctors, Rush advocated theories of racial difference, while simultaneously never 

overtly advocating for African American admission into the medical field.62  

Many scholars of racial medicine assert that the manufacture of scientific distinctions between 

white and African American bodies grew out of a need to support the slave system, mostly 

trumpeted by southern physicians who either owned enslaved persons or who worked within the 

slave system.63 Clearly, those suppositions are true, but they do not fully account for how a 

medical-racial script helped spur the growth and power of American medicine both North and 

South and among slave apologists and abolitionists, as the  ideas of Jefferson and Rush 

demonstrate.  While the nature of racial difference could be debated, as it was between Jefferson 

and Rush, the existence of difference remained enshrined in a dogmatic scientific norm that few 

disputed, even abolitionists such as Rush and scientists such as Jefferson.  As American medicine 

grew in the early 1800’s, the perseverance of that difference only became more entrenched, in 

many ways helping to fuel the growth of a unique brand of American healthcare ultimately 

coopted by the AMA, which is often referred to as orthodox liberalism.   

Liberalism, born from the Enlightenment, embraced notions of individual freedom and scientific 

truths that could be discovered by experimentation. But, too, liberalism as conceived by its 

proponents and philosophers never intended freedom to be applied to all; the very ideal of 

liberalism, according to Foucault, could only function if tied to normalization and 

homogenization enforced by discipline, meaning that some must be punished and marginalized if 

they deviated from the norm for others to be free.  “The Enlightenment, which discovered the 
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liberties, also invented the disciplines,” he writes, stating that disciplinary power “is exercised 

through its invisibility….”64  In liberal states, the need to extirpate those deemed to be infused 

with alterity, who are a threat to the liberal order, are quietly disciplined, often by merely 

preventing them from partaking in the benefits of liberal society. 

As other historians such as Lisa Lowe have shown, the architects of liberalism, especially in 

England and France, saw the identification and subsequent removal of non-white “others” as 

being a necessary condition for white men to partake in liberty. She writes that inequities occur 

from “processes through which ‘the human’ is ‘freed’ by liberal forms, while other subjects, 

practices, and geographies are placed at a distance from ‘the human,’” later adding: “as modern 

liberalism defined the ‘human’ and universalized its attributes to European man, it 

simultaneously differentiated populations…as less than human.”65  In the world of healthcare, 

orthodox liberal doctors achieved this objective by defiling African American healers, 

scientifically differentiating African Americans and white Americans by declaring biological 

distinctions between those with white and black skin, and positing African American bodies as a 

threat to white society due to their proclivity to spread diseases and gain power by feigning the 

role of a doctor. 

Across Europe and into the Americas, the very nature of medical care and experimentation 

underwent a dramatic change in the early nineteenth century’s liberal ascent.  Using tools such as 

the stethoscope and new surgical techniques, the medical gaze shifted from a patient’s subjective 

symptoms to one in which disease was believed to emanate from measurable abnormalities and 
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uniform truths only discovered when doctors probed beneath the skin and beyond information 

provided by patients.66  This became known as the Paris school of medical liberalism, exported 

from post-Revolutionary France to America’s orthodox physicians.67 The corpus of fixed racial 

difference proved fragile when exposed to a humeral lens, but became more definable under the 

gaze of new notions of physiological difference.68 

American medical orthodoxy borrowed ideas from the French school, seeking to train 

gentlemen—white men—to become the nation’s first uniquely American liberal doctors.  Using 

Lowe’s conception of a liberal binary, America’s colonial system of healthcare grew and gained 

footing by discrediting African Americans so that liberal white doctors could prosper. 

By the end of the colonial period, two factors helped to embalm racial medicine into the 

emerging liberal orthodox liturgy, both of which occurred subtly and in both sections of the 

nation.  First, it became far more difficult for doctors to train in Europe.  Great Britain had been 

the primary locale for the training of American orthodox doctors, and the split from England 

essentially truncated that route of education.  With Europe at war for twenty years, Americans 

were forced to construct their own medical educational system and to adhere to a model of care 

 
66 Foucault, The Birth of the Clinic, pp. xii-xxi, Foucault portrays the new science as a “cutting up of things” 
and altering the language to move it from being symptoms specific to that of hidden absolute truths within 
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167, 195-202). 
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mirroring the schools of Europe.69  Many of the doctors who helped construct these schools and 

teach at them, if not directly involved in racial medicine, had been trained in it and viewed it as 

normative.  Secondly, American doctors and researchers needed bodies upon whom to conduct 

research and provide educational opportunities, including dead bodies for anatomical dissection 

and live bodies for medical research.  African American bodies proved to be convenient for these 

tasks.  Racialized medicine enabled American doctors to stand out as experts in a niche field, all 

of which proved necessary to the advancement of the American medical profession and its 

educational framework.70   

The emergence of respected medical thinkers and researchers who gained prominence by 

demonstrating expertise in the science of medical racial difference helped American medicine 

evolve from being a backwater of medical primitivism to one that accepted and advanced ideals 

of medical orthodoxy.  Much of the change in America occurred slowly, contingent on proving 

that new diagnostic and therapeutic techniques produced tangible benefit to doctor and patient 

alike.71  Under the lens of scientific probing, and using African American bodies to prove their 

scientific mettle, these esteemed American medical researchers helped to construct a firm 

academic medical base in American that fed medical schools and doctors racially tinged 

scientific facts that became quickly normalized. 
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The hedging of doctors like Benjamin Rush about racial difference only being skin deep 

evaporated into an unassailable dogmatic belief that unmalleable physiological differences 

separated whites from African Americans, mirroring Jefferson’s conclusions.  Much American 

medical literature during the early and mid-nineteenth century derived from experiments on 

African American bodies as a means of using science to prove racial difference, leading to a new 

niche field of academic research.72 Half the original articles in the 1836 Southern Medical and 

Surgical Journal, for instance, related to experiments performed on African American bodies.73 

These researchers, whose works established the reputation of American medicine and whose 

findings became normative liturgy in American medical textbooks and schools, collectively were 

known as the American School.   

Marion James Simms is emblematic of the racially derived liberal medical profession that 

emerged in the nineteenth century.  A pioneer of American medicine, Simms is the father of 

American gynecology, the founder and leader of a woman’s hospital in New York, a prominent 

member of the New York Academy of Medicine (NYAM) and President of the AMA, his status 

eternalized by a memorial to him in Central Park across from NYAM headquarters on Fifth 

Avenue.74   

As an orthodox physician who practiced and conducted research in the South during the mid-

1800’s, Dr. Simms adhered to strict notions of racial difference.  Sims conducted his research on 

African American bodies, often on enslaved women who had no recourse but to comply.   He did 

not provide them with pain medicine, contending that African American women experience 
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minimal pain.  He published copiously, never noting the race of those women used in his 

research, and never doubting that his experimental discoveries—conducted on a race of people 

he disparaged and exploited—could be generalizable to white women too.  The normalization of 

racial difference had become so established in medial orthodoxy, historian Diedra Cooper Owens 

claims, that nearly all gynecological doctors and academics used it for their professional 

advancement.  “Gynecological surgeons during the early and mid-nineteenth century were 

neither exceptionally cruel nor sadistic physicians who enjoyed butchering black women’s 

bodies, as some scholars have argued,” she writes.  “They were elite white men who lived in an 

era when scientific racism flourished.”75 While Sims is often demonized as being an aberrant 

doctor, in fact he represented the foundational medical-racial script that had deeply penetrated 

orthodox medicine and was considered to be established science. 

Owens and others have shown that as orthodox American medicine grew in the early and mid-

1800’s, that Northern and Southern doctors, many of whom published internationally and 

became bulwarks of American medical liturgy, spoke through a racial lens legitimated by 

science.  Academic medical progress and American medical journals, she states, were built upon 

the foundation of race.76  Even common agricultural journals, like Southern Planter, published 

articles that codified racial difference.  Slave owners and doctors in the South voraciously 

published articles that proved racial difference, African American biologic inferiority, and the 
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medical threat posed by African American bodies.77  In spurring the growth of American 

medicine from the start of the Republican period to the establishment of the AMA, doctors relied 

on the medical-racial script already constructed.  The use of African American bodies for 

experimentation and teaching accepted and advanced the notion of racial difference, and the 

marginalization of African healers—and later doctors—remained inscribed in orthodox dogma as 

a an intersubjective truth that elevated the status of white doctors in a binary opposition to those 

of color inscribed with alterity. 

Several other American School scientists deserve mention as being instrumental in normalizing 

the medical-racial script.  Lous Agassiz, a Harvard professor in the mid 1800’s, studied racial 

difference as a way of understanding the physiology of whites, publishing papers read in all 

orthodox circles and relegating African American bodies to being more animal than human.  

Samual George Morton, a prominent academic doctor from Philadelphia, worked with medical 

scientists in Europe to advance the discipline of craniology, which used “precise” measurements 

of cranial dimensions to determine racial difference.  He carefully chose his skulls to degrade the 

African American race and place it on the bottom of the physiological scale, and his notions of 

cranial evaluation remained fixtures in American medical textbooks and medical schools for 

decades, not challenged by doctors in America or Europe.78 Henry Ramsay, a Southern academic 

in the mid-1800’s, exploited African American bodies to research racial difference; he became 

widely published and a respected medical scientist in the North and abroad.79  Samuel 

Cartwright, ridiculed today as the inventor of the disease drapetomania which he contended 
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caused slaves to run away, achieved national renown and academic success as an expert in 

orthodox racial medicine.  Like all the American school scholars, Cartwright’s work became an 

enshrined component of medical education and ideology in America.80 

If Micael Foucault defined the Paris school by its shift in medical gaze from the patient to an 

apparently objective truth discoverable within the body, American orthodoxy developed a 

clinical-racial gaze.  Historian Christopher Willoughby shows, by examining medical curricula 

North and South and medical theses written in the mid to late 1800’s, that the notion of 

scientifically proven racial difference “instead of a niche field was a foundational part of the 

fabric of US medical training, a part that was spread through the mundane operations of 

institutional medical education” and that “once they graduated, physicians acted as foot soldiers 

for racial science and medicine, and they were part of an emergent managerial class in American 

life.”  Across the country no salient variation existed in textbooks, courses of instruction, or in 

the use of African American bodies, dead and alive.  Racial fixity and African American 

difference and inferiority became pivotal ingredients of American medical education and 

practice.  He writes: “By the beginning of the US Civil War, anatomists had built a system of 

medical education that deliberately trained physicians to describe Black people as physically, 

socially, and intellectually inferior.”81  The value of medical-racial scripts, leading to a clinical-

racial gaze, did not merely serve slavery apologists, as some historians suggest, but rather fed the 

entirely of America’s growing orthodox medical establishment, being as important in the North 

as it was in the South. 
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Controlling the narrative of medical-racial scripts justified both the ability of white doctors to 

exploit African American bodies because of their innate difference from whites, and to exclude 

African American practitioners from orthodox practice.  As significantly, such scientific-medical 

truths flowed into society as proven norms, impacting, for example, the 1840 census, which 

derided free African Americans as dangerous, sick, and likely to become extinct.82 By adapting 

medical-racial scripts, American doctors gained influence, prestige, and respect as medical 

scientists. 

As orthodox doctors began to profligate in America, alternative means of healing also flourished 

and challenged the efficacy and truth of orthodox medical dogma.  Throughout the antebellum 

period, enslaved healers continued to work on many plantations despite calls from orthodox 

doctors to dispense with their dangerous and ineffective theories.  Many plantation owners 

believed that medicines touted by orthodox doctors proved often lethal or dangerous, while slave 

healing was cheap and effective.83  If orthodoxy seemed in theory to provide an answer to illness 

by using objective science rather than more patient-centered traditional treatments, the truth of 

such claims verged sharply from their consequences, and also proved to be financially costly; 

doctors charged fees, enslaved healers did not. 

In many ways mimicking the patient-centered, naturalistic zeitgeist of indigenous and enslaved 

healers, other medical philosophies similarly disputed the worth of orthodox dogma.  The 

 
82 Washington, Medical Apartheid, pp. 145-53.  She points out that the 1840 census, supported and in many 
way buttressed by extant notions of racial difference, ascribed multiple physical and mental deficiencies to 
black bodies, basing the information on what was considered a scientific fact that freed blacks were going to 
be extinct because they could not survive independently.  When America’s first orthodox trained African 
American doctor, James McCune Smith (more about Dr. Smith in chapter 2), use statistical methods to decry 
the findings, his data was ignored.  Washington writes: “This manipulation of public health data specifically in 
furtherance of a racial agenda illustrates that public health and medical research are not mutually exclusive.  
Worse, the erroneous figures and conclusions persisted in medical journals.”  
83 Savitt, Medicine and Slavery, pp. 153-168.   
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challenge to orthodox medical authority by alternative practitioners whose treatments were less 

toxic than those of regular doctors proved to be the most salient challenge in orthodoxy. 84  

Homeopathy, for instance, put the patient first rather than focusing on truths hidden in the body.  

Homeopaths shared the emphasis of Galenic doctors and African American healers on symptoms 

as being the primary means of diagnosing disease.  They relied on low doses of medicines to 

counteract symptoms, and also used herbs and natural techniques, many of which were less toxic 

and less expensive than traditional treatments.85  Many slaveholders, including James Henry 

Hammond from South Carolina, turned to homeopaths rather than to enslaved healers or 

orthodox providers86.  Thomsonianism, a similar medical philosophy practiced primarily in New 

England, preached that every person could be his or her own doctor by following herbal formulas 

of health.87  Both of these philosophies threatened orthodox medicine, especially given that their 

cost was far lower than what regular doctors demanded and their outcomes better.  Many people 

and even plantation owners placed more faith in these alternative ideas than they did on the 

allegedly scientific and infallible medical liberalism practiced by orthodox doctors.88 

To counter alternative medicine and to promote the ideal of orthodoxy in the nation, it became 

clear to many doctors, both North and South, that they needed to unite to more effectively 

extirpate “quacks” and healers from the medical landscape.  Many State medical societies 

worked to restrict medical practice to white orthodox doctors, demanding more stringent 

licensing laws.  But in a liberal era that stressed individual freedom, States did not comply with 

 
84 Rosenberg, “The Therapeutic Revolution,” pp. 486-7.   
85 Irvine Loudon, "A Brief History of Homeopathy," Journal of the History of Medicine and Allied Sciences 46, 
no. 3 (1991), pp. 607-9; John Haller, The History of Homeopathy (New York: Arno Press, 1979), pp. 5-7, 12-18, 
25,66; Harris L. Coulter, Divided Legacy: The History of the Schism in Medical Thought (Novato, CA: 
Normandie House, 1973), pp. vii-x, 119-20, 156.   
86 Long, pp. 29-30. 
87 Savitt, Medicine and Slavery, pp. 167-8. 
88  Savitt, Race and Medicine, pp. 98-103, 106; Savitt, Medicine and Slavery, pp. 171-9; Starr, pp. 47-56.   
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licensing demands, as it was believed that orthodox doctors had no more claim to medical 

legitimacy than other medical providers.89  The archives of both the New York Academy of 

Medicine and the Maryland Medical Society at this time indicate a frustration at the 

unwillingness of their respective States to pass licensing laws.90  In the end, orthodox doctors 

realized that they must build a national organization to consolidate and provide a platform to 

advocate for change.  With its medical-racial script in tow, leading orthodox doctors finally 

constructed a central pillar of their medical faith in 1847, the American Medical Association 

(AMA), leading the way to imprinting its liturgy on American healthcare from the top down. 

The emergence of the AMA 

Given the challenges to their profession by alternative practitioners and a lack of oversight 

regarding licensing and education, it became contingent on regular doctors to clean up the 

profession, organize as a cohesive unit adhering to a unified medical dogma, and portray 

themselves as competent professions as opposed to the perceived “quacks” that they demonized. 

Racial medicine proved to be a unifying concept, as it clearly differentiated scientific liberal 

orthodoxy from quack healers and homeopaths, and it had become an established medical truth 

that had propelled the growth of medical research and medical education.  To confront their own 

feckless state, orthodox doctors came together under a singular banner, one helped by a universal 

adherence to the medical-racial script.  As Paul Starr states: “Doctors and other professionals 

have a distinct basis of legitimacy that lends strength to their authority.  They claim authority, not 

 
89 Starr, pp. 44-6,57-9; Willougby, Masters of Health, pp. 27-8.   
90 New York Academy of Medicine Minutes of Meetings, December 12 1846-October 29, 1862;  Van Ingen, 
New York Academy of Medicine It’s First Hundred Years, NYAM archives, p. 6; Proceedings of the Medical and 
Chirurgical Faculty of Maryland, 1799-1859, pp. 6-9, 22-5, 67-70, accessed at Maryland Medical Society 
archives in Baltimore; Nathan Davis, History of Medical Education in America, pp. 65-6; Starr, p. 90.  Davis 
notes attempts in both Maryland and New York to enforce licensing laws that ultimately failed.  Starr states 
that many doctors opposed medical licensing because it may threaten their own credentials to practice. 
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as individuals, but as members of a community that has objectively validated their 

competence.”91  This became the driving force for the creation of the AMA as a mechanism of 

liberal orthodoxy’s consolidation 

The AMA’s Lester King, who wrote a history of the organization’s founding, compares the AMA 

to a guild, one whose goal is to advance the interests of its members.  “A medical society is not a 

philanthropic or altruistic organization,” he notes, stating that its goal is to establish power by 

delineating acceptable standards. To do this, orthodox doctors first had to organize and disciple 

their own flock.92 As AMA historian Morris Fishbein notes, the AMA “decided that there were 

too many doctors in the United States [and] the oversupply of doctors was largely responsible for 

the risks of quackery and charlatanism….”93  Thus did a few orthodox doctors come together to 

propose a singular notion of what constituted a competent doctor, leading to the formation of the 

AMA. 

The purpose of the AMA is clear from Nathan Davis’s own words at the beginning of his history 

of the organization: “It has been said by someone that associated action constitutes the main-

spring—the controlling motive power—of modern society.”94 The crux of his pity statement is 

clear: orthodox doctors needed power if they were to triumph.  In the current medical landscape, 

orthodoxy’s rejected claim to authority led to excessive competition and subsequent poor status 

and pay of all doctors.  Never in his writings does Davis question the validity of orthodoxy, or 

even suggest that the competence of regular doctors was as grim as public perception.  Rather, all 

 
91 Starr, pp. 12-18. 
92 Lester S. King, "The Founding of the American Medical Association," Journal of the American Medical 
Association 173, no. 13 (1960), pp. 1749-52.  King states that while in 1800 five schools graduated 20 doctors 
a year, by 1849 38 schools graduated 1370 people, and the number of alternative schools grew similarly, 
creating what was perceived as an excess of inferior medical providers. 
93 Fischbein, pp. 45-6.   
94 Davis, History of the AMA, AMA archives, p. 17. 
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his ire is directed toward a poorly regulated medical environment that allowed substandard 

education and the proliferation of quack healers to destroy the very foundation of American 

healthcare.95 

The youngest orthodox doctors in America like Nathan Davis, the ones trained in newly minted 

American medical schools and who felt most threatened by alternative providers and poorly 

trained orthodox doctors, led the push for a national organization. Davis discusses how he helped 

to convince many State medical societies and some of the most prominent orthodox doctors, 

North and South, to push for a national organization.  He also notes problems he encountered 

from several prominent doctors who felt that medical organizations threatened autonomy by 

instituting top-down change, a concept enshrined in liberal thinking.  Overcoming these barriers 

by demonizing quackery and demonstrating the importance of adhering to a singular orthodox 

dogma helped convince reluctant doctors to join his effort.96   

Several aspects of the AMA’s founding ideals are important to this study.  First, from the start, 

Davis assured that the organization be federalized, with State medical societies assuming more 

importance than the national organization in determining policy and choosing which doctors 

could become AMA members.97  The reliance on States to set the agenda and the need for that 

 
95 Davis, History of the AMA, pp. 29, 57-8; Davis, History of Medical Education, pp. 22-3,68-9, 94-9, 103-4.  
Davis lauds Southern states for their restrictions and guidelines about practice and education (he does not 
directly note their racial restrictions, but those clearly dominated their laws), and in declaring a need to stop 
quackery through legislation points out the failure to properly regular “Indian doctors, or any other name or 
title, involving quackery of any species, from practicing their deceptions, and imposing on the ignorance and 
credulity of their fellow citizens.”  This could be construed as also an attack on the herbal medicine practiced 
by African Americans at the time, although he does not specifically note that.   
96 Davis, History of the AMA, pp. 24-33; Fischbein, pp. 14-29; Starr, pp.  90-2.   
97 Davis, History of the AMA, pp. 54-5. Proceedings of the National Medical Convention, 1846-7, AMA archives, 
pp. 56-7; Fishbein, pp. 30-3. Fishbein discusses William Welch, an important player in the AMA’s racial history 
later in the story, who believed that the federal construct, while often feckless in terms of making policy, 
proved necessary in the organization’s first fifty years since the zeitgeist of the nation and its medical 
community disparaged top-down control. 
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agenda to be universally accepted necessitated the perseverance of orthodoxy’s medical-racial 

script, which not only propelled medical research and education but also proved necessary to 

entice Southern doctors. Second, all doctors and medical societies must adhere to a code of 

ethics, drafted by several of the founders (including Davis and racial scientist Paul Eve), that 

disqualified from membership any alternative providers or any doctors who even worked with 

alternative providers, who the AMA founding documents claim “swarm like locusts in every part 

of the country [who] like so many epidemics have, in successive ages, excited the imagination 

with extravagant expectations of the cure of all diseases and the prolongation of life beyond its 

customary limits.”  AMA historian Morris Fischbein states that “From the very first the 

American Medical Association has prosecuted its war on quackery….”98  Third, as a national 

organization representing all the States, AMA members must adhere to a strict unassailable 

unified orthodox script that AMA leaders would delineate from extant orthodox tenants.  Fourth, 

the AMA must spearhead reform of medical education based on orthodox principles to establish 

a uniform curriculum across the nation.  99  Fifth, it would demand strict licensing laws 

controlled by the AMA and its local medical affiliates.100  And sixth, it would be a gathering 

place for orthodox doctors to share research, collaborate medically, and organize as a fraternal 

unit.101  The seeds of medical orthodoxy that flowed from colonial ideas into American 

liberalism—including the embalmed medical-racial script—germinated the foundational ideals 

of the AMA, even if not explicitly stated. 

 
98Proceedings of the National Medicine Conventions, 1846-7, AMA archives, pp. 71, 83-7, 
https://ama.nmtvault.com/jsp/PsSearchResults.jsp; AMA Code of Ethics, 1847, AMA archives, pp. 99-102, 
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/ethics/1847code_0.pdf; 
Davis, History of the AMA, pp. 57-8; Fishbein, pp. 31. The initial AMA documenting its founding convention 
contains multiple references to quackery and the need to expunge it cluttered the pages. 
99 Davis, History of the AMA, pp. 43-58; Proceedings of the National Conventions 1846-7, pp. 17, 64-7.     
100 Davis, History of the AMA, pp. 136-9. 
101 This part of the objective is noted throughout Davis’s history, as well as some of the founding documents. 

https://ama.nmtvault.com/jsp/PsSearchResults.jsp
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The first AMA meeting in 1847 attracted a small following of 266 orthodox doctors (60 of whom 

came from Southern states) and elected as its president Dr. Nathaniel Chapman of Philadelphia 

and AH Stevens of New York as the second President.  Paul Eve served as an early Vice-

President and the group’s tenth President.102  Much of the agenda of this and subsequent 

meetings revolved around cries for medical education reform and licensing regulations, although 

no concrete strategies are discussed in the AMA Transactions of those early years.103  It is 

pertinent that dozens of medical studies are presented at these meetings, many written by 

Southern doctors about such issues as anatomy, malaria, and yellow fever.104  Just how much of 

this research occurred on African American bodies and discussed issues of racial difference is not 

easily determined, yet it is likely given the penetration of racial science in American medical 

literature.  We do know that the AMA in these early years, despite a modest number of Southern 

delegates, did have a strong Southern presence.  Seven out of fourteen meetings and six out of 

fourteen presidents of the AMA before 1870 hailed from Southern states.105 

What is also striking is the complete absence of any discussion of race or racial difference in 

AMA archives.  Nathan Davis wrote lengthy histories of both medical education and the AMA’s 

birth, both of which he published early in the AMA’s tenure to help publicize the organization.  

Within those documents, and also in his many available letters and writings, he does not allude to 

 
102 Savitt, Medicine and Slavery, p. 14. Chapman himself is known to adhere to scientific theories of racial 
difference, although there is no evidence about his or Dr. Knight’s racial beliefs otherwise.   
103 Review of Transactions 1848-1860, no notation of specific action plans or attempts to concretely impact 
legislation are discussed, accessed through AMA archives, 
https://ama.nmtvault.com/jsp/PsSearchResults.jsp  
104 Transactions of the AMA, 1848, pp. 49-82, 235-42, 311-13. 
105 D.M. Haynes, “Policing the Social Boundaries of the American Medical Association, 1847-70.” Journal of 
the History of Medicine and Allied Sciences 60, no. 2 (2005): p. 170. 
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any issues of race.  Similarly, nothing about race appears overtly in the AMA transactions (each 

of which amounts to hundreds of pages) during its first 20 years of existence.  

What is the meaning of these silences?  Given how profoundly the orthodox building blocks of 

the AMA relied on a medical-racial script, the silences are stark.  Were they intentional to prevent 

sectional strife?  Were they designed to obfuscate the racial bricks with which a unified orthodox 

American health care system had been built?  I suspect that the absence of race in the AMA’s 

official documents reflects a normalization of racial difference rather than an intentional neglect 

of it, a means of rendering it invisible so that it can operate its disciplinary and cohesive 

biopolitical power beyond the scrutiny of other doctors or the public.  It also speaks of an 

unspoken violence against African American bodies and doctors, all of whom are effectively 

erased from the AMA’s gaze, serving as a silent but powerful binary oppositional intersubjective 

reality that united white doctors.  The racial scientific-medical consensus that penetrated all 

quarters of American orthodox medicine existed between the lines of policy directives and 

speeches, and it both fueled the growth of orthodox medicine and codified orthodoxy’s assault on 

African American bodies. 

The AMA remained a small organization without much impact on the medical landscape for 

many of its early years, having little money or power and claiming a small membership.106  In 

1858 President Paul Eve praised the AMA’s ten years of success, and the next year the AMA 

stated in its transactions: “we have seen [the AMA], in its brief existence, gating into its fold 

thousands of members—members from every state of the republic and, without possessing real 

legislative power, exercise a most potent force for good.”107  But the transactions of meetings 

 
106 Starr, pp. 90-1 
107 Transactions of the AMA, 1849, pp. 1-15. 
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during this time attest to the organization’s frustration at being unable to convince its ill-defined 

audience to press for licensing and educational reform even as it praised its own 

accomplishments. 

The AMA, while not yet a force for change, took the first step of consolidating the profession 

with a unified medical liturgy that would eventually reconstitute health care in the country under 

an orthodox rubric.  For that to happen, it had to remain unified behind firm unassailable 

dogmatic walls. Foucault writes that orthodox doctors advocated a “strict, militant, dogmatic 

medicalization of society,” and states that “medicine would be practiced “more in accordance 

with normality than with health; it formed its concepts and prescribed its interventions in relation 

to a standard of functioning and organic structure, and physiological knowledge [that sat] at the 

very center of all medical reflexion.” 108  The AMA followed just that course.  Having taken the 

first step in its formation, the AMA needed to police its members, grow its base, and remain 

united under its stated gospel that it vowed to keep sacred.  That a medical-racial script had 

helped orthodox medicine to grow and define itself seems well established.  And while 

protecting its fundamental beliefs, the AMA too maintained a racial unity that served as a crucial 

glue silently holding doctors together, one that became threated as the nation drifted toward Civil 

War. 

  

 
108 Foucault, Birth of the Clinic, pp. 40-1, 85-95.   
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Chapter Two: The AMA’s Racial Moment 

“The ideal of our profession is that of complete and thorough oneness.  What is scientific truth 

for one is scientific truth for all.” 

 -William O. Baldwin from Alabama, President-elect AMA, 1868, first Southern president 

elected since the onset of the Civil War.109 

 

In 1847, the year of the AMA’s formation, several prominent doctors in New York City organized 

a medical society, the New York Academy of Medicine (NYAM), to combat the promulgation of 

irregular doctors within the city. Although not directly connected to the AMA, the society 

acknowledged the AMA’s emergence as a national voice of medicine and many of its members 

helped profligate the AMA’s influence into the city’s medical community. 

NYAM spouted in a state and a nation that already boasted multiple medical societies.  Tied to 

the precepts of orthodoxy, these societies helped to organize white doctors bound to certain core 

principles including a European inspired scientific gaze, a rejection of alternative philosophies 

such as homeopathy, and the prevailing medical medical-racial script endorsed by the American 

school and embedded in the curricula of the nation’s medical schools and institutions.  In many 

ways, the AMA’s own founding reflected a means of uniting these scattered medical societies 

into a singular entity to enforce disciplinary uniformity under a shared orthodox umbrella.  But 

what if non-white orthodox doctors sought membership in the club? Given the medical-racial 

script’s discreditation of African American healers as the binary opposite of orthodoxy, could an 

African American orthodox doctor fit into the AMA’s new order?  As sectional discord 

 
109 Transactions of the AMA, 1869, p. 55. https://ama.nmtvault.com/jsp/PsSearchResults.jsp  
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highlighted racial tension in the nation, this issue blindsided orthodoxy, including at the AMA 

and at local societies such as NYAM. 

James McCune Smith, a prominent surgeon in New York City, founder and chief surgeon of a 

hospital for orphaned children, educated at prestigious Glasgow Medical School with subsequent 

training in several of the most prominent hospitals in France, and the author of several scientific 

articles in Scotland, had been nominated for membership at NYAM.  But despite strong support 

from NYAM fellows, the board refused to accept Dr. Smith into its ranks.  Its Committee on 

Admissions wrote: “The committee finds no objection to the recommendation of James McCune 

Smith of New York for Resident Fellowship in the Academy from any wont of professional 

testimonials, medical status, or of moral character, but believes that the agitation of the question 

in the Academy at this early stage of its existence would perhaps disturb the existing ‘union of 

harmony’ which is one of the leading objects of its organization as set forth by the constitution 

without any corresponding advantage for it.  It is therefore ordered that the subject be laid up the 

table for further consideration.”110  The rejection of Dr. Smith, while a mere sidenote in NYAM 

annals, highlighted one of the greatest challenges that the AMA and American orthodoxy would 

face in mid-century.  How these organizations reconciled orthodoxy’s medical-racial script with 

the emergence of an African American orthodox medical professional class would define 

American healthcare for the next 100 years. 

Dr. Smith, the only orthodox African American doctor in New York and the first in the country, 

worked seamlessly with his white colleagues who nominated him.  He had hospital privileges in 

the city, shared patients with white doctors, and directed several African American health 

 
110 NYAM, Minutes of Meetings, 1846-1882, pp. 1-5, Constitution, at NYAM archies New York. 
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facilities in conjunction with white colleagues. When the committee voted unanimously in 

February 1857 to bar his entrance to NYAM, never in the documents did the physicians of the 

Academy allude to his race or the color of his skin. A month later, Dr. Smith’s sponsor, Dr Blis, 

demanded that the Academy reconsider Dr. Smith’s election, and the Academy printed a letter by 

Dr. Smtih pleading his case.  The doctors who nominated him, Smith wrote, “hadn’t any 

‘agitation’ in view in nominating me, the first having effected, the second having offered, to 

make the nomination on purely professional grounds.”  He then stated that it would be 

unfortunate if the committee rejected him based on fallacious accusations of “agitation” since as 

a committed orthodox doctor he subscribed to the committee’s values about the medical 

profession.111  

What “agitation” he was referring to remains unclear.  Dr. Smith campaigned for both abolition 

and integration, which may have put him on the radar of those who sought no controversy in a 

State heavily dependent on the slave economy for its growth. He also had written papers 

ascribing racial difference to environmental conditions rather than biology, as well as writing 

several papers debunking the 1840 census that had debased the African American biological 

sustainability based on fallacious data.  While he did practice strict orthodox medicine and 

rejected homeopathy and other alternative health systems, he also pushed against a firm racial 

barrier that had defined American orthodox medicine from its colonial origins, a barrier made all 

the more apparent by Dr. Smith’s advocacy of African American liberty. Most likely, though, his 

 
111 NYAM, committee on admissions, 1847-1885, pp. 11-30; Neil Krishan Aggarwal, "The Legacy of James 
McCune Smith, MD—The First US Black Physician," JAMA 326, no. 22 (December 14, 2021) ,pp. 2245-6; 
Washington, Medical Apartheid, pp. 94, 148-50. 
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“agitation” did not penetrate deeper than the color of his skin; by merely being black, Dr. Smith 

agitated against orthodoxy’s entrenched medical-racial script.112 

For the rest of the year, the committee archives record letters by Dr. Smith and his supporters 

demanding reconsideration, but the committee tabled them.  In mid-1847, NYAM amended its 

constitution to stipulate that no fellows of the academy could nominate a doctor for fellowship; 

while not overtly connected to the case of Dr. Smith, that two fellows had nominated him seemed 

to put the matter to rest.  In October the committee formally stated that it would permanently 

table the nomination.  Subsequent to that, no protests or mention of Dr. Smith appear in any 

NYAM documents.113  Dr. Smith continued to practice in the state.  He published medical articles 

but could not deliver them in person to any medical organizations; white doctors presented them.  

In 2018, after voting it down for decades, the NYAM offered membership to Dr. Smith 

posthumously, apologizing for but never fully explaining its prior exclusive stance.114 

In 1847, then, the NYAM defined the boundaries of its medical-racial gaze.  Even one of the 

most prestigious orthodox doctors in the nation could not join the ranks of American orthodoxy 

 
112 Long, pp. 32-4.  Several New York doctors did publicly repudiate Smith’s denunciation of racial science.  Dr. 
James McDonald and James Poudfit worked with Smith at the Colored asylum and wrote in the Physician’s 
Report that “black children were ill suited to the climate of New York” and should be removed from North 
American back to Africa. 
113 Philip Van Ingen, The New York Academy of Medicine: Its First Hundred Years (New York: Columbia 
University Press, 1949), pp. 19-20; Gerald A. Spencer, Medical Symphony: A Study of the Contributions of the 
Negro to Medical Progress in New York (New York, 1947), both accessed at the NYAM archives.  Van Ingen’s 
official history of the NYAM, written in 1949, has two paragraphs about Dr. Smith’s rejection, never mentioning 
his name or race.  “One nomination caused much trouble.  The credentials, medical standards, and moral 
character were entirely satisfactory, but it was felt ‘unition and harmony’ were threatened.  The Chairman, Dr. 
Francis, called on the gentleman and explained their decision to delay action.  He seemed satisfied, but 
insisted action be taken before th year was over….  When in October the gentleman demanded action on his 
name, the Committee resolved to consider his name ‘as if not presented’ an referred the matter to the 
President and Secretary, who upheld the Committee’s action.” A book written by African American doctor 
Gerald Spencer in 1947, a member of NYAM, Medical Symphony, discusses the history of the state’s most 
renowned African American doctors, and while touting the many professional and academic 
accomplishments of Dr. Smith, it never discusses his rejection, which seemed to be buried in the archives 
and never discussed again until the current century. 
114 Much of this information was provided by NYAM archivist, Arlene Shaner. 
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if his skin proved to be too dark.  The archives never confront race directly; rather, they fabricate 

devices to side-step the issue, delving into racial silences that obfuscate their true purpose.  The 

archives do not discuss other African American physician seeking membership in NYAM until 

1929, when NYAM rejected a prominent Harvard trained African American physician, Dr. 

Wright, without stated reason. Not until 1936 did NYAM elect its first African American Dr. 

Peter Marshall Murray.115  Dr. Murray would go on to obtain AMA membership and inclusion in 

the AMA’s House of Delegates, although little is written about this in the AMA archives or any 

AMA documents, including the 2008 AMA apology article. Indeed, the racial walls of orthodoxy 

remained not only impregnable in New York City, but also remained concealed.  To discuss race, 

as members of the NYAM learned in 1847, invited debate and conflict.  To erase race and 

obscure motive enabled unity. 

As medical societies grew and promoted orthodoxy in the nineteenth century, no societies south 

of Maryland accepted African American doctors, and few did in the North. The Massachusetts 

Medical Society in 1854 is the first to accept an African American doctor.  Dr. John Van Surly 

DeGrasse, the grandson of French naval commander Admiral DeGrasse who secured victory for 

George Washington at Yorktown, and who graduated from Maine School of Medicine in 1850 

and then studied in France, had light skin and a powerful pedigree.  There is no record of 

Massachusetts Medical Society accepting another African American doctor, or any other 

 
115 Spencer, pp. 22-35.  Arlene Shaner states that through her research the reason for the rejection of Dr. 
Wright related to a political squabble regarding the integration of Harlem Hospital which resulted in some 
white staff being removed and Dr. Wright being instated, and that white staff largely led the campaign to 
assure that he would not be a member of NYAM.  She also states that Dr. Murray, unlike Drs. Smith and 
Wright, had few enemies, generally worked alongside white physicians and medical institutions without trying 
to penetrate them, and did not pose a threat to the largely segregated medical infrastructure in New York. 
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Northern society accepting one, until late in the nineteenth century, and few records exist from 

mid-western medical societies.116   

Maryland’s medical society, founded in the latter part of the eighteenth century, stipulated in its 

constitution that only gentlemen could become members, a word that at the time implied white 

men.  Again, like at NYAM, the society did not explicitly mention race, but instead couched 

racial exclusion in code.  No mention in the archives demonstrates that any African American 

physicians in the state applied for or were considered for admission to the society until 1882.  

Then, after what seemed to be a bitter fight in which four members of the society resigned in 

protest, the society elected Harvard trained Dr. Whitfield Winsey, President and founder of 

Provident Hospital.  To effectuate his admission, the society passed a constitutional amendment 

“changing the word gentleman to the word person.”117  Again, nothing in the archives illuminates 

if other African American doctors sought membership, the details of Dr. Winsley’s nomination 

fight, or the role he played in the society.  They don’t even allude to his race.  Silence seemed to 

be necessary to avoid contention among united white orthodox doctors. 

As local societies either deftly grappled with issues of race or simply expunged any discussion of 

race from their printed documents, the AMA’s gaze pointed toward more pragmatic concerns 

including uniting doctors under its orthodox banner, quelling internal conflicts, and establishing 

organizational potency to effectuate change.  Race hardly constituted the AMA’s primary concern 

 
116 Jill L. Newmark, Without Concealment, Without Compromise: The Courageous Lives of Black Civil War 
Surgeons (Carbondale: Southern Illinois University Press, 2023), pp. 90-3.    A survey by me of available 
archives of the Massachusetts Medical Society illuminates nothing about Dr. DeGrasse, including any 
controversy about his appointment or his subsequent role in the society. 
117 Proceedings of the Medical and Chirurgical Faculty of Maryland 1799-1859, 1801 pp. 1-7; 1815, 6-9, 7-
8,19-29, 1858, 8-25, 1884, p.26, available at Maryland Medical Society archives, Baltimore. Also based on 
research done by archivist Meg Fielding, whose research is available at the archives and was reviewed. 
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in the mid 1800’s, especially given the paucity of African American orthodox doctors in the 

country.   

By the time of the Civil War, the AMA and affiliate medical societies counted few victories in 

their core goals regarding physician recruitment, control over education and licensing, and the 

elimination of “quack” doctors.  Given the liberal atmosphere at the time, States veered away 

from passing any licensing laws that favored orthodox doctors; the prevailing belief in individual 

choice caused even States that had passed such laws to rescind them.  Much to the AMA’s 

chagrin, medical schools grew at an alarming rate, with some essentially handing out diplomas; 

no uniform standards of admission or graduation existed, despite AMA advocacy of a singular 

orthodox curriculum.  Alternative medicine like homeopathy continued to grow and be popular, 

and the reputation of orthodox doctors—as well as their salaries—suffered in the public eye.  

Thus, the emergence of African American orthodox doctors after the Civil War posed a challenge 

to the AMA’s medical-racial script and fragile consensus that it could not afford to tolerate.118 

It is at this juncture that many historians, including the authors of the AMA apology and others 

such as Byrd and Clayton, suggest that the AMA could have opened its doors to African 

Americans.  Historian Londa Sshienbinger states that had the AMA accepted marginalized 

African American doctors in 1848 “to protect the vulnerable, history might have turned out 

 
118 Washington, Medical Apartheid, pp. 145-153; Long, pp. 37-8.   Race had largely become a settled issue in 
the nation’s medical establishment by the time even the AMA came into being.  The 1840 Census is one 
example of the normative racial-scientific dogma that became ingrained in orthodoxy medical liturgy.  The 
census data was largely derived by orthodox doctors and reached the conclusion that free blacks suffered 
more mental illness and overall disease (including black-only diseases “discovered” by doctors from the 
American school) than whites or enslaved blacks, and that African Americans would become extinct if freed. 
Washington discusses Dr. McCune Smith’s analysis of the numbers and his repudiation of the medical data, 
and his case was taken up by John Quincy Adams although John Calhoun used the census to prove the value 
of slavery. According to Long, many journals, including the Southern Literary Messenger used the census to 
prove what they already proclaimed to be a scientific fact: that all African Americans living free were prone to 
physical and mental illness and were worse off physically than they had been as slaves. 
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differently.”119  But it is somewhat naïve at this juncture to suggest that the AMA could unite the 

nation’s doctors if it violated its entrenched medical-racial script.  Given Southern views of race, 

and the fact that orthodox medical schools upheld a racially normative curriculum, any attempt 

by the AMA to open its racial doors would be potentially self-destructive.                              

Most African American doctors trained in the mid-1800’s clung to strict orthodox notions of 

care,120 but their mere existence posed a threat to orthodoxy’s foundational principals and 

unifying dogmas of racialized medicine, especially the oppositional binary pitting white doctors 

against the intersubjective myths of dangerous and incompetent African American healers. 

Orthodox doctors, even someone as reputable as McCune Smith could fracture the AMA, 

especially since Smith openly contested the validity of racial medicine and his success 

challenged the assumption that African American doctors represented a threat to orthodoxy.  

Before the Civil War, policing racial boundaries became moot given the paucity of African 

American providers in the nation.  But as African American medical schools, hospitals, and 

physicians proliferated, helping to build an African American orthodox medical professional 

class, the AMA responded subtly but forcefully to retain its dogmatic racial walls, confronting 

the issue only once (in 1870) before it disappeared from its archives and records, fading into a 

disciplinary and violent silence that it did not relinquish for over 100 years. 

 
119 Londa Sshienbinger, Secret Cures of Slaves, pg. 89.   
120Margaret Humphreys, Searching for Dr. Harris: The Life and Times of a Remarkable African American 
Physician (Chapel Hill: University of North Carolina Press, 2023) pp. 145, 148-50. In the Civil War, Humphreys 
relates the story of African American doctor J.D. Harris, who adhered to orthodox beliefs (he signed his letters 
with the slogan: PS Homeopathy is folly) and worked with Dr. Ira Russell who used the war to research black 
difference.  Harris, like most Arican American Civil War doctors, was marginalized by even lower-ranked white 
soldiers, but even as he resisted any notions of being inferior, he accepted the truth of some racial difference. 
“While he recognized the many social determinants of heath (to use the modern phrase) that created 
differences among the races, Harris was also open to the possibility of differential disease susceptibility that 
depended on race.”   This demonstrates just how deeply the racial norms penetrated the very essence of 
orthodoxy in American, even by African American doctors. 
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How, then, did the AMA contend with the new fleet of orthodox African American doctors who 

slowly spread across the country after the Civil War and sought recognition by organized 

medicine?  The answer only lies at the periphery of the archives, with a vibrant discussion of 

race ensuing between 1870-1874, but then evaporating.  That that the AMA remained only 

accessible to white doctors for at least another half-century or more—despite never overtly 

declaring any racial bias nor recording any controversy voiced by it members about racial 

exclusion until 1960—demonstrated its need to strictly enforce a medical-racial script and erase 

issues of race from its gaze in order to promote a unified face of orthodoxy.  When it did open 

the floor to discussion in 1870, that one issue threatened an orthodox unity that the AMA had so 

carefully worked to build.  It would never happen again. 

The AMA and the Civil War: Cohesion amidst Division 

Throughout its first decade of existence, AMA archives did not discuss any issues of race, 

slavery, sectional differences, or any foreshadowing of an impending crisis; meetings continued 

unabated right up until the Civil War, with both Northern and Southern doctors at meetings 

focused on medical issues only.  In 1858 segregationist and racial scientist, President Paul Eve 

evoked a “moral call” for doctors to be healers, not businessmen. The conference itself 

disparaged “quacks” and implored the Supreme Court to only validate medical diplomas for 

members of the AMA.  The following year, in Louisville, more accolades of accomplishments 

ensued, and in 1860 the President Henry Miller said nothing of the sectional struggle, focusing 

instead on curtailing the number of doctors in the country.121  AMA historian Morris Fishbein 

writes: “Throughout the nation there was great turmoil…but there is nothing in the discussions of 

 
121 Transactions of the AMA, 1858 pp. 10, 30-55, 63-10; 1859, pp. 9-10 22-3, 35; 1860, 57-65. 
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the American Medical Association at that time indicating any thought that war was impending.  

The basic questions leading to the war were not discussed….”122 The AMAs blindness to race 

and to any discord race might instigate proved necessary to its focus on cohesion and growth.  

The medical-racial script enabled unity despite sectional discord under an orthodox scientific 

framework, while its racial silences maintained the guise of racial consensus.  It was assumed 

that politics may divide the nation, but that a singular orthodox script knew no sectional divide. 

The war itself, while severing the nation’s doctors from each other, did not at all challenge a 

perceived orthodox scientific unity among them or the allegiance of orthodox doctors to its 

medical-racial script.  There is some evidence that Northern and Southern doctors continued to 

collaborate and speak during the war, showing their scientific comradery.  Christopher 

Willoughby states, that “the strength of physicians’ and racial scientists’ professional 

identity…was able to withstand the deadliest war in US history.”123 Orthodoxy did not 

acknowledge sectional conflict because according to AMA dogma medical science remained 

objective and universal. 

In addition to maintaining professional cohesion in the face of conflict, doctors fighting for the 

Union cause used the opportunity to conduct medical research on African American bodies.  

Several Union doctors, many of whom subscribed to principals of abolition and African 

American freedom, tested vaccines on African American freedman, conducted experiments that 

verified African American physiologic difference, and treated African Americans as biologically 

distinct and in need of unique treatments and surveillance so that they did not spread illness to 

 
122 Fishbein, p. 66. 
123 Willoughby, Masters of Health, pp. 183-4. 
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whites.124 Again, despite the fact that many historians cited viewed such racial depredations as 

outrages not consistent with Northern sensibilities, it is clear that by this time that physiological 

difference between the races had been enshrined in American medical orthodoxy, so the very fact 

that these doctors sought to focus on African American bodies for research while promoting the 

Union cause is not inconsistent.125  In addition, these doctors defined African American soldiers 

and freedpeople as biologic threats, spreaders of disease, who had to be contained lest they infect 

white soldiers.126  Again, these ideas flowed from the entrenched medical-racial script and did 

not represent an inconsistency between fighting to end slavery and adhering to racial scientific 

norms as  many historians have suggested.  

The war’s divisive disruption of the AMA’s growth angered many of its Northern leaders, who 

believed that politics should not impinge medical-scientific cohesion.  In 1861 and 1862 the 

AMA cancelled its meetings, primarily due to the need for doctors to work with their respective 

armies.  Nathan Davis, who assailed “the sectional animosity and wickedness which had been 

threatening the peace of our country for several years [that] culminated in an open, unjustified, 

and monstrous rebellion,” believed that science, not sectionalism, should untie the nation’s 

doctors.127    

 
124 Margaret Humphreys, Intensely Human: The Health of the Black Soldier in the American Civil War 
(Baltimore: Johns Hopkins University Press, 2008), pp. 51-6; Jim Downs, Sick from Freedom: African-
American Illness and Suffering during the Civil War and Reconstruction (Oxford: Oxford University Press, 
2012), pp. 34-41,103,153-9; Downs, Maladies of Empire, pp. 123-6, 145-8.   According to Humphreys, the US 
Sanitary Commission sought information about the black soldier to help understand the nature of their 
vulnerabilities as they differed from whites, and much of the research emanated from that focus.   
125 Downs, Maladies of Empire, pp. 127-35; Humphreys, Intensely Human, pp. 100. 142.  The most well-known 
and well published of these doctors was Ira Russell from Massachusetts, who we briefly mentioned above.  
An abolitionist, he adhered to the scientific normalization of racial difference enshrined in orthodox dogma.   
126 Long, pp. 50-1. 
127 Transactions of the AMA, 1864, pp. 9-12; Nathan Davis collection, Letter from Dr. Condie to Dr. Davis, 
1862, Newberry Library, Box 24, Folder 313; Nathan Davis collection, Letter from Dr. R. Butler, 1862, Box 25, 
Folder 336.    There is some suggestion that Davis wanted the meetings to continue.  A letter to Nathan Davis 
from Dr. D. Francis Condie of the AMA implores Davis to hold no meetings during the war so as to not alienate 
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When the AMA met again in 1863, absent its Southern contingent, President Wilson Jewel 

beseeched the nation’s doctors to “turn from contemplation of our national trouble” when “the 

storming of Fort Sumpter echoed its treasonous pearls over the land” and to instead rally around 

a scientific agenda which unifies the nation’s doctors.128  While the nation’s orthodox doctors hid 

behind a medical-scientific banner that transcended sectional geography , these statements make 

it clear that their adherence to a fixed medical-racial script did not necessitate their support of 

slavery or the Southern rebellion; politics of race and scientific notions of race did not have to 

converge to make the latter a potent force of cohesion. 

In 1864 and 1865 Nathan Davis took over the AMA’s reigns as President.129 He wrote: let us 

hope “that time is not far distant when we may again offer to our Southern brethren the hand of 

professional fellowship which it is our privilege to extend to you this day.”  While extolling the 

large contingent of Northern doctors attending the meeting, and often uttering statements such as 

“the dominion of science properly knows no sectional drift,” it would not be until 1868 that 

Southern members began to return in their prior numbers.  At that time, the AMA elected 

Alabamian William Baldwin as President and declared it would hold its next meeting in the 

South, this time in New Orleans.  In accepting his nomination in 1868, Baldwin, citing the unity 

of science (as quoted at the start of this chapter), and noting that many Southern doctors believed 

 
Southern doctors, “many of them loyal at heart, if their mouths closed, for a season, but the overwhelming 
force of circumstances, and whom we would desire to see flocking to the annual session of the Association, 
as soon as the present most wicked and unnatural rebellion shall be extinguished.  In these views the great 
majority of those of the profession with whom I have conversed concur.”  He says that it would be “impolite to 
call the meeting” and would alienate fellow Southern doctors.  Another letter by Dr. R. Butler also in 1862 
asks Dr. Davis to postpone the meetings until “our Southern brethren will be able to work with us in the 
meeting….  I wish to see our profession to come out of this conflict without out ranking wounds at all.”   
128 Transactions of the AMA, 1864, pp. 51-60. 
129 Fishbein, pp. 69-73.  According to Morris Fishbein, the AMA biographer, Davis’s election proved 
contentious and only passed after a resolution protesting his election disappeared.  It is unclear the nature of 
the protest, but in Davis’s election speech he inveighed against political divides.   
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that they were being held in disfavor by their Northern colleagues, wrote: “I come here to lend 

my humble example to the work of reestablishing our former relationships.”  In his presidential 

address the following year, 1869, Baldwin praised the organization for remaining unified.  “The 

war engendered the bitterest feeling on every other national organization whether scientific, 

political, or Christian; but the members of this association, without words of crimination or 

reproach for one another, assumed their respected places assigned them by the obligations of 

citizenship.”130  The war, then, did not divide the nation’s orthodox doctors or in any way 

endanger the endurance of the AMA’s medical-racial script.  Rather, it proved to be a small bump 

easily surmountable by war’s end, a bump during which the Northern doctors continued to 

experiment on, disrespect, and disparage African Americans while they fought to end slavery..  

Davis and others hoped that with the sectional conflict resolved that race could be effectively 

buried beneath the prevailing umbrella of white orthodox unity.  But what many Northen army 

doctors knew, and what the AMA soon was forced to accept, was that a crop of African American 

orthodox doctors also fighting for their freedom had come to the table and were requesting a 

place at it. 

African American Physicians in the Civil War and Reconstruction: Promise and Peril 

By the start of the Civil War, virtually no American medical school accepted African American 

applicants.  As noted, America’s first orthodox African American medical doctor, James McCune 

Smith, received his training in Europe after failing to achieve admission to any American 

medical schools.131  A few medical schools did admit an occasional African American doctor but 

rarely allowed them to matriculate.  Harvard, for instance, accepted African American applicants 

 
130 Transactions of the AMA, 1864, 9-12, 51-60; 1865, 1-10, 65-10; 1866, 10-11; 1868, 35-8; 1869, 55-64. 
131 Aggarwal, “The legacy of John McCune Smith, pp. 2245-6. 
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based on an arrangement with the American Colonization Society whereby all African American 

doctors graduating from Harvard were obligated to emigrate to Liberia.  However, even under 

these restrictions, no African Americans earned a degree from Harvard as the backlash from 

white professors and students proved too steep a barrier for them and the institution to surmount.  

Yale and Dartmouth each graduated one African American doctor, both of whom had affluent 

roots, and one of whom passed as a white man.  A few schools in Ohio and Iowa graduated 

African American doctors primarily at the onset of the Civil War, likely due to the paucity of 

white applicants.132 

By the time that African Americans entered the Civil War as soldiers, approximately ten 

orthodox medical doctors had been trained in the United States or Canada, and all partook in the 

Civil War as surgeons or assistants.  Their stories are replete with racial barriers, typically 

enforced by Union doctors from the North who, despite fighting against the South’s slave 

system, refused to demean themselves by working under African American doctors.  All but two 

doctors received subordinate positions as medical assistants, and the two African American 

doctors promoted to officer status had their assignments frequently changed to prevent them 

from caring for white soldiers or supervising white doctors.133   

Three such doctors are important to this study, as their professional advancement became 

entangled with the AMA’s racial wall five years after the war ended.  These are Alexander 

Augusta, Charles Purvis, and Alpheus Tucker.  Augusta worked as a barber in Baltimore and 

applied to University of Pennsylvania, which rejected him, as did other schools.  He received his 

 
132 Newmark, pp. 8-12, 57, 74, 90-5, 131-6, 160-2, 181-4, 200-4; Humphreys, Searching for Dr. Harris, pp. 139-
43; Long, pp. 119-134.   Dr. Henry Greene, who graduated Yale medical school, seemed to be admitted as a 
white man, which too helped him when he joined the Navy. 
133 Newmark, pp. 74, 96-106; Humphreys, Intensely Human, pp. 63-5. 
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education in Canada.  As the first African American doctor to apply for an army medical post, he 

only received a commission based on the insistence of Secretary of War Stanton.  Almost 

immediately, white nurses and doctors refused to work under him, and the army moved him to an 

African American regiment.  “Augusta’s qualifications were not under attack by these white 

surgeons.  What they objected to was a Black man’s position as a ranking medical officer,” 

writes historian Jill Newmark.  Charles Purvis, the son of abolitionists, grew up wealthy in 

Philadelphia, and was the first black graduate from Case Western, gaining admission due to 

pressure from influential family friends.  He was not commissioned as an officer, only receiving 

a job as a contract surgical assistant before moving to the Freeman’s Hospital after the war.  “By 

appointing Black physicians as contract surgeons, the government could more easily dismiss 

them or end their contracts if protests by white surgeons developed,” Newmark writes.  Finally, 

Alpheus Tucker was one of three African Americans to attend a new school in Iowa, Keokuk 

Medical School.  Tucker had been accepted to the University of Michigan but was forced out 

after students and faculty protested.  He too only received a job as a contract surgeon for African 

American soldiers.  134  All three trained as orthodox doctors, all three adhered to orthodox 

principles, but none of them seamlessly fit into a medical system constructed with the bricks of a 

medical-racial script.  Like the other African American doctors who served in the army, their 

presence as doctors in a white medical world proved contentious, prompting their 

marginalization within the army due to a concerted white backlash 

Even though the Civil War demonstrated that the status of African American doctors remained 

subservient to that of whites—while also embalming scientific truisms of racial difference into 

the actions of white doctors who experimented on African American soldiers and freedmen—it 

 
134 Newmark, pp. 15, 31-4, 173-75, 200-6; Long, pp. 115, 129-34. 
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did create a small cadre of African American physicians who now had experience in the white 

world.  Reconstruction brought new opportunities for both African American doctors and those 

who sought membership into the orthodox medical community. Much of the story of African 

American professional advancement occurred after the Civil War as part of the Freeman’s 

program.  The Freeman’s Bureau established a Freeman’s Hospital in Washington DC and 

ultimately an African American medical school affiliated with it, Howard University.135  This 

inspired the creation of other medical schools to train African American physicians, many of 

which received either funding from benevolent associations or from proprietary tuition payment.   

Howard University, in particular, helped inaugurate an African American medical class that 

adhered to the precepts of orthodox medicine but that sat outside the racial boundaries 

established by the AMA.  Howard University received a charter in 1867 as part of the 

Freedman’s Program, being affiliated with Freedman’s Hospital and named after Major General 

Oliver Howard.  The medical school emerged as part of the original charter and opened in 1868 

with eight students and one African American faculty, Dr. Alexander Augusta.  The school 

operated only in the evening since all the students needed to work to pay tuition; Howard 

remained a night school until the AMA forced it to change in 1910.136  Ultimately Drs Purvis and 

Tucker joined the faculty, meaning that three African American doctors taught and practiced at 

Howard.  The driving force for the school was Robert Reyburn, a white orthodox physician who 

 
135 Downs, Sick from Freedom, pp. 9-10; Long, 93-7.  In fact, the government created more than 40 hospitals 
staffed by 100 doctors specifically to care for African American freemen.  The funding for these Freedman’s 
hospitals were linked to taxes to be paid by African American laborers “as an attempt to impose a definition of 
a back community that could be held collectively responsible for the ex-slaves’ healthcare,” according to 
Long.  Thus, from the start, the Freedman hospitals would be funded by and attentive to the African American 
community, being separated from the white medical establishment and even the white citizenry. 
136 Archives Howard University, “History” by Sterling Lloyd, 2006, pp. 1-13, 
https://medicine.howard.edu/about/history; Humphreys, Searching for Dr. Harris, pp. 211-13. 

https://medicine.howard.edu/about/history
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taught at Georgetown and rejected notions of biologic difference between the races.137  Dr. Silas 

Loomis and Charles Cox, who like Dr. Reyburn served as active delegates to the AMA, joined 

Howard’s faculty; all three figured prominently in fights to come and rejected the AMA’s erasure 

of African American participation in mainstream medicine.138 

The doctors trained at both newly minted Howard University, as well as at other medical schools 

that proliferated during and after Reconstruction, typically worked outside the boundaries of 

orthodox medicine’s racial wall (the AMA did not even allude to them in their archives) but 

practiced orthodox medicine. The paradox that these new schools created was one that instigated 

discordance in the AMA: how to handle doctors who subscribed to orthodox medicine and to the 

AMA’s ethical code, but whose blackness deviated from the racial script that orthodoxy 

endorsed? Given the lack of strong licensing laws or any state or federal restrictions of medical 

practice, such doctors successfully navigated the landscape of racial restriction, and now they 

wanted to join the club.  How would the AMA respond? 

Crisis at the AMA: 1870 

The rift in orthodoxy’s racial script began at Washington DC’s medical society, and one of the 

AMA’s prominent members, Dr.  Robert Reyburn, the leader of Howard University, instigated it.  

In 1869 Drs. Augusta and Purvis applied for membership in the Medical Society of the District 

 
137 Downs, Sick from Freedom, pp. 118, 159-60. 
138History of Howard University, archives.  https://medicine.howard.edu/about/history; Kelly, Howard A.; 
Burrage, Walter L. (eds.). "Cox, Christopher Christian" . American Medical Biographies . Baltimore: The 
Norman, Remington Company; 
https://en.wikisource.org/wiki/American_Medical_Biographies/Cox,_Christopher_Christian.  As written in the 
Howard history archives:  “Dr. Silas Loomis was named the Medical Department’s first dean.  He, along with 
Dr. Reyburn, also taught at Georgetown University.  Dr. Loomis was dismissed from his position on the 
Georgetown faculty on account of his connection with a rival college.  Soon thereafter, Dr. Reyburn resigned 
from Georgetown or also was dismissed.”   Dr. C.C. Cox, a professor of medicine in Philadelphia and 
practicing physician and teacher in Baltimore, his place of birth, also served as the Maryland Lieutenant 
Governor after the Civil War.    

https://medicine.howard.edu/about/history
https://en.wikisource.org/wiki/American_Medical_Biographies/Cox,_Christopher_Christian
https://en.wikisource.org/wiki/American_Medical_Biographies
https://en.wikisource.org/wiki/American_Medical_Biographies/Cox,_Christopher_Christian
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of Columbia (MSDC), believing that many professional opportunities proved contingent on 

inclusion.  The MSDC committee, though, rejected their applications, claiming that they had no 

legitimate medical diplomas and were in fact practicing medicine illegally.139  It did not note the 

applicants’ race. 

MSCD possessed more authority than many sectional medical societies. It came to fruition in 

1817 and received sanction by Congress in 1818 to grant medical licenses to all doctors with a 

medical diploma.  The Society constitution, although not overtly exclusive of women and 

African Americans, stated that only gentlemen need apply, which at the time meant white men.  

Wrote one white delegate, MSCD members “were descendants of that better class of settlers who 

came to America…bringing with them the tastes, the courtesies, and much o the wealth of the old 

European life.’” From the start they positioned themselves as an exclusive club that fought any 

encroachment by the city’s alternative doctors.  As the history of MSDC states, “the prevalence 

of quackery in this District lay at the foundation of the original formation of the Society.”  In 

1847 it worked closely with Nathan Davis to build the AMA, sending many delegates to the first 

and to many subsequent meetings.140  

The MSDC rejected not only the three African American doctors, but also their sponsor, Dr. 

Reyburn.  This attempt to “force admission of physicians of African descent into the Medical 

Society,” as Dr. S.S. Busey, a member of MSDC wrote, instigated a bitter fight which he 

 
139 Newmark, pp, 46-7, 178.  As noted previously, both doctors graduated from legitimate medical schools, 
served as medical officers in the Union Army, and adhered to medical orthodoxy. 
140 Archives of the Medical Society of DC (MSDC), “History of the Medical Society of the District of Columbia,” 
published 1909, pp. 2-8, 25-27, 47-8, 
https://archive.org/details/historyofmedical00medi/page/n5/mode/2up;  Karen Morris, “The Founding of the 
National Medical Association,” Thesis Yale University School of medicine, 2007. Pp. 4-5.  Morris shows the 
prominent positions held by MSDC members at the AMA from 1847-1888. 

https://archive.org/details/historyofmedical00medi/page/n5/mode/2up
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described as “the most angry, turbulent, and widespread of any that has occurred.”141  Reyburn 

rebuked the society on two fronts.  First, he and the three African American doctors, as well as 

other white physicians from Howard University, formed an alternative medical society in DC in 

1870, the National Medical Society (NMS) open to all races of orthodox male doctors.  

Secondly, he pushed the conflict to the Senate, where he convinced Senator Sumner to propose a 

resolution “’repealing the charter of the Medical Society of the District of Columbia, and of such 

other legislation as may be necessary in order to secure for medical practitioners in the District of 

Columbia equal rights and other opportunities, without distinctions of color.’”  MSDC appealed 

to Congress, stating that the three doctors did not meet qualifications needed for membership and 

that color played no role in their actions.  Senator Sumner, citing the fact Congress had the power 

to monitor HSDC, said: “In my opinion, these white oligarchs ought to have notice, and I give 

them notice now, that this outrage shall not be allowed to continue without remedy if I can obtain 

it through Congress.”  The Senate voted four times on the measure to force MSDC to admit the 

doctors, and most Senators, including Republicans, tabled it.142   

Rayburn then brought his request directly to the AMA, which was meeting in Washington in 

1870, asking them to accept the NMS and its three African American members into the AMA 

fold.  Rayburn, a prominent AMA member and supporter of orthodoxy, led the AMA’s 

 
141 History of MSDC, pp. 99-102; Herbert W. Nickens, "A Case of Professional Exclusion in 1870: The 
Formation of the First Black Medical Society," JAMA 253, no. 17 (1985), p. 2550.  The MSCD history states: “So 
many years, the life indeed of one generation, have passed away since the trouble of 1869-1872, that few of 
the present members of the Society have any recollection of it.” This simple statement speaks two important 
truths. First, the controversy that spilled over from this event occupied and disrupted the society for many 
years.     
142 History of MSDC, pp. 100-2; Nickens, pp. 2250-1; Morris, The Founding of the National Medical 
Association, pp. 24-35; Newmark, pp. 48-9.  Most Senators, including Trumbull, Patterson, and Thurman—all 
radical Republicans—objected to Congressional overreach in opposing Sumner.  Newmark notes that 
“Sumner acknowledged that ‘good men, practitioners in Washington have been excluded on account of color’ 
and the society had acted ‘as if slavery still ruled with its proscriptions, exclusions, and tyrannies.’” 
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credentialling committee which determined which doctors could be admitted.  To him, these 

doctors represented the best of orthodoxy and deserved a place in the organization despite the 

MSCD’s intransigence. 

Thus, the request of one its most respected members to accept three African American orthodox 

doctors, while seemingly innocuous and consistent with the AMA’s code of ethics that stipulated 

all regular medical providers could join, challenged the organization’s covert racial exclusion,143   

Historian Douglas Haynes writes: “In response to the new possibilities for blacks in 

medicine…the AMA took steps to vigorously police the racial boundaries of the national 

profession.”144  Could the AMA defy the MSDC, one of its foundational member 

organizations?145  Could it expand orthodoxy in defiance its medical-racial script and still 

maintain its core unity and principles?   

While the AMA could not simply refuse their admission based on racial criteria, since that would 

tarnish its image of scientific objectivity and violate its code of ethics stipulating that all 

orthodox doctors properly trained deserved membership, its leaders understood that the 

admission of doctors barred from their own local medical society, could unravel the fragile 

consensus it sought to maintain so soon after the Civil War.146 The debate that raged through the 

 
143 AMA Code of Ethics, 1847, AMA archives, https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-
browser/public/ethics/1847code_0.pdf.  The AMA designed its Code of Ethics as the glue to unite doctors 
under a set of shared values.  Construed in 1847 it omitted any reference to race and stipulated that “no 
intelligent regular practitioner, who has license to practice from some medical board of known and 
acknowledged respectability recognized by this association, and who is in good moral and professional 
standing in the place in which he resides should be fastidiously excluded from fellowship or his aid refused in 
consultation when It is recognized by the patient.”   
144D.M. Haynes, “Policing the Social Boundaries of the American Medical Association, 1847-70.” Journal of the 
History of Medicine and Allied Sciences 60, no. 2 (2005): p. 170. 
145 Morris, “The Founding of the National Medical Association, “pp. 40-1.   
146 AMA Code of Ethics, 1847, pp. 95-102.  https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-
browser/public/ethics/1847code_0.pdf  Throughout the code of ethics the authors state that any doctor who 
meets the orthodox educational criteria are deemed to be accepted orthodox doctors. “A regular medical 
education furnishes the only presumptive evidence of professional abilities and acquirements, and ought to 

https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/ethics/1847code_0.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/ethics/1847code_0.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/ethics/1847code_0.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/ethics/1847code_0.pdf
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AMA in 1870 is well documented in its transactions and it constitutes the only time in AMA 

history before the 1960’s in which issues of race dominated its meetings.147  For only four days, 

as outlined below, issues of racial exclusion shattered the AMA’s covert consensus, before 

evaporating into a persistent silence. 

Likely much of the wrangling about this issue occurred even before the AMA meeting began, 

since both sides came in ready to fight, one wing led by Dr. Rayburn and Dr. Cox who prepared a 

minority report, and another led by Nathan Davis who prepared a majority report.  The very 

notion of race as an exclusionary criteria riled Dr. Reyburn who “began by remarking that the 

committee had disgraced itself and lowered itself to the level of a political caucus.” Davis found 

race to be a distraction, declaring that if the convention continued “discussion on non-important 

points, that there would be no time for business.”  The business at hand included a report on 

veterinary colleges, a discussion of the acoustics in the hall, and then a fight between Dr Busey 

of the MSDC and Dr. Cox about each other’s ethics violations. The notion of ethical violations 

spurred from an MSDC accusation that Dr. Cox lived in DC but attended the AMA meeting as a 

delegate from Maryland.  “There was much discussion on this subject, when it was moved that 

the delegates of the District of Columbia find a room in which to fight out their battles.  

[Laughter].”148 

 
be the only acknowledged right of an individual to the exercise and honours of his profession,” the document 
states, adding that, “Medicine is a liberal profession, and those admitted into its ranks should found their 
expectations of practice upon the extent of their qualifications, not on intrigue or artifice.” 
147 Transactions of the AMA 1870, pp. 367-84; Nickens, pp. 2551-2; Robert B. Baker, “The American Medical 
Association and Race,” AMA Journal of Ethics 14, no. 6 (2012), pp. 479-83; Robert B. Baker et al., “African 
American Physicians and Organized Medicine, 1846–1968: Origins of a Racial Divide,” pp. 307-9; Morais, pp. 
52-8, 219-24; W. Michael Byrd and Linda A. Clayton. An American health dilemma, pp. 391-400. 
148 Transactions of the AMA, 1870, pp. 367-70; Morris, pp. 41-2; Baker, et al, “African Americans and Organized 
Medicine,” p. 3; Nickens, pp. 2551-2; Fishbein, pp. 41-2. 
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The second day began with a motion to have a social reunion annually after each convention, and 

this occupied much of the time, clearly falling under the purview of being an important issue to 

discuss.  After that, Dr. Alfred Stille, the President-elect, discussed violations of the 

Massachusetts Medical Society for consorting with homeopaths (these charges later provoked the 

central controversy of 1870) and violations by Dr. Cox of ethical violations because he had 

involved Senator Sumner in what should have been AMA business. The ethics committee 

allowed the Massachusetts society to apologize and face no reprisals, although the repercussions 

of this “insult” would last for years.  Writes Baker, et al., in the 2008 AMA apology article: 

“Exclusion was achieved through selective enforcement of membership standards: allowing 

lenience to…all-white delegations that had breached scientific credentialing standards, while 

stringently applying standards of collegial behavior to an integrated society—and immediately 

thereafter, officially absolving itself of the charge of racism.” 149  In fact, the Massachusetts 

insult proved to be an enduring stain on the AMA, while shutting down debate on race was 

consistent with AMA policy since its inception. 

It was clear at this point that Nathan Davis, who truncated discussion of inclusion, sought to 

marginalize the doctors who had written the minority report.  Dr. Reyburn presented the minority 

report at the end of the second day.  In it he accused the MSDC of ethical violations, while 

stating that the credentials of the African American doctors and the other white doctors from 

Howard and the NMS were reviewed and deemed acceptable for admission to the AMA by the 

credentialing committee over which he presided.150 There is no evidence of any discussion of the 

minority report at the time. 

 
149 Transactions of the AMA, 1870, pp. 367-71; Baker, et al, “African Americans and Organized Medicine;” 
Nickens, pp. 2551-2. 
150 Transactions of the AMA, 1870, pp. 371-6. 
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At the end of the third day, Dr. Davis presented the majority report, and President-elect Stille this 

time presented the minority report.  Neither report commented on racial issues or specific doctors 

seeking admission to the AMA; rather, the majority report accused the NMS and Howard of 

ethical violations, and the minority report refuted such charges.  The majority report also accused 

Dr. Reyburn of ethical violations and sought to remove him from the AMA.  The room then 

broke into debate about whether members of the MSDC were entitled to vote on the reports, and 

by 115-90 they were given that right, although in a twisted irony only the fact that the MSDC 

delegates could vote on whether they could vote created a majority. Had the MSDC members not 

voted, then the motion would have failed, and that may have altered the subsequent votes on the 

two reports.151  After this “Dr. Cox endeavored to speak, but amidst cries of ‘sit down’ was 

forced to desist.”  The delegates then voted to table the minority report by a vote of 107-85, with 

all Southern and border state delegates voting to shut down debate.  Again Dr. Cox protested, but 

“during his address was frequently called to order.”152 

On the fourth day, many doctors protested the tabling of the minority report, including Dr. 

Palmer of Maine who believed that Howard University deserved to have delegates in the AMA, 

and Dr. Sullivan from Massachusetts who offered a proposal stating: “Resolved that no 

distinction of race or color shall exclude persons claiming admission to this association who are 

duly accredited thereto.” According to the transactions, during Dr. Sullivan’s remarks “the 

speaker was met with a storm of hisses, which compelled him to stop.  Cries of ‘Go on,’ ‘Go on’ 

were heard and he said he would do so when the serpents became quiet….   During the delivery 

of the speech, great confusion reigned, and had it not been for the persistent efforts of Dr. Yandell 

 
151 Nickens, p. 2552. 
152 Transactions of the AMA, 1870, pp. 380-1. 
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of Louisville, Ky… Dr. S would not have been able to have concluded his remarks.  Dr. Yandell 

appealed to the sense of the convention to allow him to proceed, stating that he was a Southern 

representative, but that he desired fair play, and trusted that Dr. Sullivan would be heard.”153  

Clearly, the AMA faithful wanted to restore decorum and an illusion of unity, and so most 

assailed those who spoke against the majority while offering a pretense of parliamentary fairness.  

They did not want to be seen as censoring members, which would be against the Code of Ethics.  

The best solution was to let the few discontents speak and then move on. 

The AMA refused the admission of the African American doctors—and expelled their white 

sponsors, including Dr. Rayburn and Cox—by convicting them of subverting an established 

medical society and thus breaching the AMA Code of Ethics.  Herbert Nickens in a 1985 JAMA 

article writes: “The solution was simple.  The black physicians were not to be excluded; the 

organization of which they were all members was to be denied admission.  Thus, at once the 

‘colored men’ and the ‘hostile faction’ could be dispensed with” without having to discuss the 

issue of race.154  Despite their impeccable orthodox credentials, the three African American 

doctors whose alacrity challenged the AMA’s medical-racial script, and the white doctors who 

brought the fight to the AMA’s floor, needed to be expunged lest the racial breach grow even 

larger and the issue fracture the AMA’s precarious consensus.   

At the end of the final day, AMA founder Nathan Davis read the verdict from the ethics 

committee that found the “aberrant” NMS to be in violation of AMA ethical standards including 

charter infringement, defaming an extant medical society (MSDC), and of course the 

omnipresent accusation of consorting with homeopaths and women. “Dr. Robert Reyburn rose to 

 
153 Transactions of the AMA, 1870, pp. 382-3. 
154 Nickens, p. 2551. 
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reply to the report but was called to order as not being a member.”  By being part of the now 

exorcised organizations, Reyburn and Howard’s other white doctors forfeited their AMA 

membership and could not partake in the subsequent discussions.  The measure passed 106-60.  

Then a doctor from Boston offered an amendment stating that the report did not base its 

conclusions on issues of race.  The amended report then passed 112-37.155  

What is little discussed in the current historiography of the AMA’s racial posturing in 1870 is that 

in refusing admission to African American doctors, the AMA also removed people like Dr. 

Reyburn, Cox, and Lummis who threatened both the AMA’s adherence to orthodoxy’s medical-

racial script and its need to remain silent on issues of race.  Although clearly a racial issue, the 

AMA and its members maintained silence the racial component of its decision and ostracized any 

white doctors who breached racial protocol.156  Discipline would be served silently between the 

lines of policy and discussion. 

Dr. Reyburn, not easily dissuaded, attempted to ignite the issue again in 1872 and 1874.  His 

presence at the 1872 AMA Convention ignited controversy and contention until procedural rules 

silenced him since he was no longer an AMA member.  In 1874 his actions barely received any 

ink in the transactions.  Nowhere in the transitions are discussions of debate about his appearance 

nor any evidence that some AMA members rallied behind him.157  In fact, at the end of the 1874 

 
155 Transactions of the AMA, 1870, pp. 383-4. 
156 “Black Doctors for Black Patients”, New York Times, May 7, 1870; “The Doctors: The Question of Color,” 
New York Times, May 7, 1870, p. 3 both disparage the AMA decision.  Interestingly, little in the African 
American press at the time, or even in books like DuBois’ Black Reconstruction—which covers this very 
period of American history—speaks about what transpired at the AMA in 1870.   
157 Transactions of the AMA, 1872, pp. 33,53-57.  Based on the 1872 AMA Transactions, in 1872 the very first 
order of business was to shut down discussion of any new members until reviewed by the ethics committee.  
On the last day, Nathan Davis again reiterated the sanctions against Howard, the Freeman’s Hospital, and the 
NMS “on account of want of good standing on the part of those institutions, as indicated by the action of this 
Association at its annual meetings in 1870, '71, and by information communicated to that committee,” citing 
the same sanctions as in 1870. Dr. Reyburn did receive time to speak.  
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meeting, Davis proposed a resolution that acknowledged only one authorized medical society 

from DC, and named the MSDC as that singular society, thus assuring no further controversy 

from the nation’s capital.158 

Interestingly in 1871, AMA President Stille—who had helped to author the minority report with 

his friend Dr. Reyburn—disparaged what had transpired in 1870, but the reaction to his speech is 

not recorded.  He suggested that “the colored physician, and even his white representative, [was] 

refused admission upon that the proposal is an outrage to the Association and a personal insult to 

many of its members” is deplorable.  But such was but one brief sentence buried in a very long 

speech, likely more in reference to his friend than to the racial actions of the Association, 

especially given his overall praise of the AMA.  He spent more time discussing the unsuitability 

of women to become physicians, saying: “On the whole, then, we believe that all experience 

teaches that woman is characterized by a combination of distinctive qualities, of which the most 

striking are uncertainty of rational judgment, capriciousness of sentiment, fickleness of purpose, 

and indecision of action, which totally unfit her for professional pursuits….  The ignorance, the 

inexactness, the untrustworthiness, the unbusiness-like ways of women, are appalling…  and 

especially in the practice of a scientific art, it nevertheless may be true, and probably is so, that 

she usually displays a strange ignorance of the logic of reason, and a profound contempt for the 

logic of facts.”159 While many historians praise Stille for his racially sensitive sentence, it is clear 

by dissecting his entire speech that his words did not constitute a liberalization of policy or of 

 
158 Transactions of the AMA, 1874, pp. 33-7, 45-6; Morris, p. 62.  The actual proposal is not documented in the 
Transactions, but the discussion is.  Also, Dr. Reyborn’s attempt to again seat himself and those in Howard 
Medical School are not fully documented.   
159 Transactions of the AMA, 1871, 95-6.    
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position.  By 1874, then, the feckless protest against racial exclusion evaporated against the 

backdrop of a need to maintain orthodox unity. 

After 1874 the AMA and its delegates remained silent on race other than stating opposition to 

discriminatory practices in general.  Even as it systematically excluded African Americans due to 

their inability to gain membership in local societies, the AMA and its members did not debate 

race or advocate the admission of African American doctors moving forward.  Those who spoke 

up in 1870 remained silent thereafter.160   

While the AMA apology of 2008 and most historians exploring the organization’s racial 

exclusion point to 1870 as the organization’s defining “racist” moment, in fact it proved to be the 

only moment that the AMA discussed race, making it perhaps the AMA’s first and last moment in 

which it placed it medical-racial script under the lens of debate.  In fact, were it not for the 

inclusion of MDC members in the original vote, it is likely that the NMS would have gained 

entry.  Rather than denouncing the verdict of 1870, it is the subsequent silences that cemented 

racial exclusion into the AMA’s corpus, normalizing its medical-racial script by never subjecting 

that script to any discussion or scrutiny.  That silence persisted for another 80 years. 

By isolating a few bad apples involved in the 1870 debate, AMA leaders now have exonerated 

the organization by expunging those it has chosen to demonize.  This includes Nathan Davis, the 

organization’s founder and the author of the majority report, who worked to maintain unity and 

 
160 Baker, 2014, pp. 483-4.  The author notes 12 occasions when the AMA specifically “reiterated its 
condemnation of discrimination and yet, in very same years, invoked Davis’s ‘local autonomy’ principle to 
vote against motions prohibiting racial discrimination by member medical societies.”  See also transactions 
of the AMA, reviewed 1875-1890.  In these transactions no discussion of racial issues, black doctors, black 
medical organizations, or black medical schools can be found beyond a few lines regarding being opposed to 
discrimination but having no authority to pass anti-discriminatory amendments, tabling all further 
discussion.  Much of the discourse revolves around recruitment of doctors, advocating for licensing laws, 
educational reforms, and sanctions against those who consort with homeopaths.  Never again until 1965 did 
the AMA consider admitting a black doctor, although by that time many were in authorized medical societies. 
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not overtly assail the AMA’s medical-racial script so soon after the Civil War.  In 2021 AMA 

CEO and Executive Vice President, James Madara, squarely placed the blame for racial 

exclusion on the shoulders of Nathan Davis.  “Dr. Davis’s answer for maintaining the AMA as a 

national organization was to explicitly exclude women and Black physicians from representation 

in our House of Delegates,”161thus appeasing many state and local medical societies who barred 

all but white men from their membership. He writes.  “This historical fact defines Dr. Davis’s 

role in blocking integration and promoting and embedding racism in the AMA.”  To remedy this 

injustice, Madara removed the bust of and display about Dr. Davis from AMA headquarters and 

from the name of an AMA award.  “These are two small but necessary steps toward reconciling 

the AMA’s past and laying the groundwork for our future,” he writes.162 But by erasing Davis 

and ascribing the entire issue of exclusion to his bigotry, Madara and others have whitewashed 

the complicity of American orthodox medicine in marginalizing and debasing African Americans 

as part of its unifying medical-racial script  As the AMA 2008 apology notes in a more nuanced 

tone, some of those who voted for racial inclusion in 1870 also fought against basic racial 

equality in society, such as equal voting rights.163  Also, no one in the AMA publicly protested its 

racial position after 1870 or attempted to alter its constitution, likely learning the disciplinary 

lesson taught to Dr. Reyburn and others who sought to impugn the organization’s racial 

boundaries. 

Complicity for 1870’s normalization of racial exclusion and the AMA’s efforts to buttress its 

racial boundaries lies not on the shoulders of Dr. Davis or any particular individual, but rather 

 
161 As a side note, the House of Delegates did not come into existence until 1903. 
162 James L. Madara, “Reckoning with Medicne’s History of Racism,” AMA archives, pp. 1-7. 
163 Baker, et al, “African American Physicians and Organized Medicine,” p. 312. 
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with the AMA and American orthodox medicine as a whole.164  In fact, looking at letters written 

to Nathan Davis after 1870, none even allude to the racial issue, while many of them point to the 

damage done to the AMA by threatening to reprimand the Massachusetts Medical Society for 

conferring with homeopaths, an asterisk of 1870 not mentioned by historians of AMA exclusion 

but of paramount importance to those in an organization that remained fragile and impotent. One 

letter by a Massachusetts representative written in 1874 states: “It was indecorous on the part of 

the Association to exclude delegates from any sovereign State from its meetings under such a 

flimsy pretense as it excluded for a time those from Massachusetts.”  Another letter to Dr. Davis 

(writer unknown) and marked Strictly Confidential, written in 1874, implores Dr. Davis to “make 

things right” and perhaps even elect a president from Massachusetts lest the issue implode.165  

Race had seemingly already dissipated as a concern by those who looked back on 1870. 

An interesting sidenote, one that demonstrates the precarious position of the AMA in 1870 and 

why it had to tread lightly on racial issues, occurred in Congress that same year.  Two well 

regarded orthodox physicians—Dr.Cox and Dr. William Bliss of New York (not the same Dr. 

Blis who supported the inclusion of Dr. Smith in the NYAM), both ardent Republican 

abolitionists who had been appointed to the Commissioner of Pensions and thus were now 

working in Washington—advocated for a National Medical University that would, among its 

other duties, admit African American students.  Dr. Tullio Verdi, the country’s most prominent 

 
164 Haynes, pp. 173, 176, 185-191.  Haynes writes that the “discourse rendered the absence of blacks and 
white women in medicine as natural through the use of masculine, affective rhetoric that defined the AMA as 
a distinctive space for white males.”  Haynes, also highlighting the figure of Nathan Davis, states that “the 
AMA succeeded not in spite of slavery but, rather, because of it” as it remained one of the few organizations 
before and after the war to hold its members together by not directly addressing the race issue and assuring 
that local medical societies could act independently on racial issues.   
165 Nathan Davis Letters, Newberry Library, Box 24, File 323.Several letters in the Nathan Davis collection 
admonish the organization for discipling the Massachusetts Medical Society and suggesting it could fracture 
the AMA.  No letters allude to the racial issue. 
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homeopathic physician, joined the effort.  In fact, Verdi successfully urged Congress to authorize 

a Washington Homeopathic Medical Society to sit alongside the orthodox MSDC and to receive 

Federal sanction and funding; the society charter barred any exclusion of membership based on 

skin color or sex.  The push for an integrated National Medical University fizzled in Congress, 

and little evidence of its fate remains other than it being assailed by the AMA for being a partisan 

endeavor, as all the sponsors were radical Republicans.  Of course, the advocacy of it by 

homeopaths must have rankled the AMA. As historian Harris Coulter notes, homeopathy “was 

identified in the public mind with the cause of Negro and female emancipation and with 

Republicanism in politics.” At its 1870 conference, a similar debate ensued about the policy of 

admission for people of color and women.  The organization ultimately voted to sustain an 

amendment to the constitution that stipulated that admission to the AIH would occur without 

regard to race or color.  At the 1872 AIH meeting, Dr. Verdi lamented the chaotic state of the 

AMA’s meeting and organization, stating that “they have the negro question, and, therefore, they 

are kept all apart. Let the people in Washington see what our Society is composed of, and it will 

help us a great deal,” although no mention is made as to whether any African American doctors 

applied or were accepted into AIH.166   

Those who advocated for African American inclusion, including Verdi, Cox, and Bliss, did 

achieve one victory in 1871 when the newly created DC Board of Health, which would 

“supervise the medical practice of the District’s physicians,” appointed them as directors.167  

Hence, even after the AMA imprinted an indelible racial wall on institutional orthodoxy, the 

 
166 Transactions of the AIH, 1870, Volume 1, pp. 53-8, https://homeopathy.sonoran.edu/document-library; 
Transactions of the AIH, 1872, p. 59; Leslie A. Falk, “Black Abolitionist Doctors and Healers, 1810–1885,” 
Bulletin of the History of Medicine 54, no. 2 (1980), p. 260; Coulter, Divided Legacy, pp. 290-300; Case 
Western Reserve Archives,  (https://case.edu/ech/articles/l/leach-robert-boyd).   
167 Coulter, Divided Legacy, pp. 290-7. 

https://homeopathy.sonoran.edu/document-library
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AMA’s feckless position, and the persistence of both homeopaths and regulars who opposed the 

AMA’s medical-racial script, continued to impact the country’s medical landscape.  No wonder 

the AMA could not simply exclude African American physicians and appear on the surface as a 

racially insensitive organization; with homeopaths gaining ground, and the Republicans in 

charge of Congress, such a position could have compromised its standing among Northern 

Republicans.  Instead, it simply did not publish any discussions about race (if any existed) for 

nearly a hundred years and built its edifice behind racially restrictive walls. 

The aftermath of 1870: the growth of an African American medical class 

If 1870 lives in the memories of those historians who attribute the AMA’s racism to that singular 

event, and who also infer that such exclusion created a racial barrier to African American 

physician succuss, the reality on the ground between 1870 and 1900 tells a different story.  AMA 

records from this period, including transactions of national meetings and, after 1883, in its 

published writings—when the AMA first published the Journal of the American Medical 

Association (JAMA)— document no evidence of African American doctors trying to seek 

membership.168 The two most cited biographies of the AMA—one written by an AMA insider, 

Morris Fishbein, in 1947 for the group’s centennial celebration, and the other written twenty 

years later as a more critical analysis—barely mention 1870 or race.169   

 
168 The Transactions during the period do not allude to race or to what transpired in 1870 beyond an 
occasional glance, such as is described later in the paper.  An interesting lens through which to view the issue 
of the 1870-2 exclusion centers around letters written to Dr. Nathan Davis in the period after these 
contentious meetings, all of which are available in Chicago’s Newberry Library.  Not a single letter written by 
or to Dr. Davis alludes to the issue of racial exclusion or African Americans medicine in general.  However, 
what seemed to be a sidenote of the 1870 meeting—a motion to reprimand the Massachusetts Medical 
Society for consulting with homeopaths, a motion ultimately defeated—generated a great deal of ink in letters 
written to Dr. Davis for many years.   
169 Fishbein’s 1200-page history of the AMA mentions 1870-1874 in a racial context in the course of two 
paragraphs, offering no commentary on it and not evoking the issue of race throughout the remainder of his 
analysis.  Burrow’s subsequent history does not even mention 1870 or race.   
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The AMA had erased race from its gaze, but beneath its vision African American doctors 

practiced and organized, apparently unconcerned about their exorcism from the AMA. In fact, 

African American physicians seemed to move on; there is little written about 1870 or the AMA 

in memoirs from African American physicians at the time.170  During this period, African 

American doctors created their own medical schools, societies, and hospitals as they navigated 

the perilous white medical world largely outside the boundaries of an AMA that lacked power to 

control them.   

During the late nineteenth century, African American doctors constructed a self-styled 

professional movement to circumvent local Jim Crow conditions on the ground separate from the 

barriers organized orthodox medicine erected. This was not a movement seeking integration or 

even inclusion into white medical society, nor one steered by centralized leadership, but rather 

one intent to create a potent community of African American physicians parallel and ultimately 

working with their white counterparts.  Historian Thomas Ward writes, “Very much in tune with 

Booker T. Washington’s theory of self-help, accommodation, and separate development, in the 

late nineteenth century black physicians turned inward to create their own professional 

institutions.”171  These doctors largely graduated from newly created African American medical 

 
170 Washington Bee (June 2, 1906); The Freeman (June 5, 1897).  Between 1890 to 1910 dozens of African 
American newspapers causally announced AMA meetings with some praise, such as a small piece in the 
Washington Bee that stated: “The AMA will convene at Boston, Mass, June 4th to the 10th.  Eminent doctors 
from all parts of the world will be there.” Also, many articles laud predominant African American doctors.  An 
article in The Freeman from Indianapolis listed a dozen local African American doctors who achieved national 
recognition.  The gist of these articles suggests not only a vibrant African American medical class but also no 
animosity to the AMA. 
171 Thomas J Ward, Black Physicians in the Jim Crow South, (Fayetteville: The University of Arkansas Press, 
2003): pp. 191-200; David Macbride, Caring for equality: A history of African American health and Healthcare, 
(Lanham: Rowman & Littlefield, 2018): pp. 30-7;  David Chanoff and Louis Wade Sullivan, We’ll fight it out 
here: A history of the ongoing struggle for health equity, (Baltimore: Johns Hopkins University Press, 2022): pp. 
31-2;  Todd Savitt, “Entering a White Profession: Black Physicians in the New South, 1880-1920.” Bull Hist Med 
61 (1987), pp. 507-8.   
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schools and adhered tightly to orthodox medical dogma, even if they sought inclusion in an 

orthodox medical world whose medical-racial script limited their entrance. 

One barrier faced by African American doctors emanated from African American patients who 

had been taught that African American physicians lacked medical skills.  Those with money 

typically flocked to white doctors and were admitted to segregated hospitals staffed only by 

white physicians, while others without money resorted to folk remedies that many poorer African 

Americans trusted more than the crude and dangerous medical profession.172   

Also,white physicians sometimes shunned the entrance of African American doctors into their 

communities.  Already overcrowded with doctors, white doctors controlled local hospitals and 

medical societies and relegated to newly arrived African American doctors only nonpaying 

African American patients or those for whom they did not want to care.  Both white and 

integrated hospitals excluded African American doctors who were forced to relinquish care to 

white doctors if their patients were hospitalized.173  In Augusta, Georgia, for example, the 

Medical College of Georgia (MCG) owned many local hospitals and permitted only white 

doctors on the staff.  African American doctors did admit their patients to a small public hospital 

called Lamar established during Reconstruction as a Freeman’s hospital, but in 1902 MCG 

bought Lamar and expelled all the African American doctors, still caring for African American 

patients but now under white physician control.174 

The African American medical professional class combatted barriers to their growth in a 

multifaceted way.  On a national level, African American doctors and progressive whites helped 

 
172 Savitt, “Entering a White Profession,” pp. 514, 517-26.   
173 Savitt, “Entering a White Profession,” pp. 521-6. 
174 Pollard, pp. 87-89. 
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construct and finance medical schools.  Few extant medical schools North or South admitted 

African American applicants, and before 1870 only Howard trained African American doctors.  

By 1900 a dozen schools existed, the other most prominent being Meharry in Tennessee which 

grew out of white philanthropy and utilized African American faculty.175  To accomplish the 

expensive task of building medical schools and associated hospitals, “African Americans again 

reinvented themselves” to come together as a medical community and cross barriers that proved 

dangerous and difficult.  This included attaining licenses for construction, fund raising, and 

rallying communities behind efforts.  Much of the money and help came from African American 

churches and local residents, as well as newly minted African American doctors.176 

Between 1870 and 1920 twelve African American medical schools emerged.  Of this group, 

Howard continued to receive Federal funds and the support of white philanthropists to keep it 

afloat.  Four other missionary schools—Meharry, Lincoln, Straight, and Leonard—received 

significant money from philanthropic organizations, although much of the funding dried up 

because, according to Todd Savitt, “By the late 1880’s and 1890’s, the strong sense of mission 

that had stimulated and sustained Northern interest in the welfare of former slaves was waning.”  

These schools limped on with the exception of Meharry, which had more stable funding from its 

founders.  African American doctors also founded six proprietary schools whose only source of 

money was tuition from students.  They also had difficulty finding staff or having their students 

pay.  Most provided brief and limited medical education, but enough to grant graduates an MD.  

Many folded after their founders died or their coffers emptied.  These schools graduated dozens 

of African American doctors each year.177  The number of African American doctors increased 
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exponentially, essentially creating a viable African American medical professional class where 

barely any existed before 1870. 

Locally, due to their exclusion from white medical societies, African American doctors 

established their own.  By 1900 dozens of such societies sprinkled the nation, North and South, 

and provided African American doctors with a means of working together, engaging in 

continuing education, and building hospitals and clinics for their patients.178  An 1896 African 

American newspaper from Chicago stated that “It has only been in recent years that the Nego has 

been given the opportunity to study medicine” and has made tremendous strides since then.  “But 

it has been argued that the Negro doctor is not received into the white Medical Associations of 

the South.  Well, that gives them the impetus that they need, and as a necessity is the mother of 

invention, so are they stimulated to organize their own associations.  They have them now in 

Texas, George, Arkansas, Tennessee, and Kentucky” among others.”  In Tennessee, for example, 

African American doctors worked together to create a local medical society in 1880.  The new 

medical society enabled black physicians to review academic papers, promote black hospitals, 

organize as a group to help each other, and develop postgraduate training programs all denied to 

black doctors in the state.  The article cites that 1,000 African American doctors now practiced in 

the country.179   

African American hospitals sprung up across the nation as well, primarily financed by African 

American doctors and white charitable organizations.  They not only enabled African American 

doctors to care for their own patients and perform surgery—from which they had been barred in 
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most hospitals even in the North—but also to train African American medical students.  Most 

were severely underfunded and understaffed, having only remedial equipment and services.  But 

some, like a new hospital in Tuskegee Alabama, grew to become sophisticated institutions expert 

in both treatment and teaching.180  As the decades progressed, these facilities helped African 

American doctors circumvent their exclusion from the insulated white medical world that grew 

more restrictive during Jim Crow, their growth endorsed by some local white doctors who sought 

to help build a viable segregated health care system to care for poor African American patients.  

Several African American doctors at the time wrote memoirs and their stories open a window to 

this new growth of African American medical professionalism in the late 1900’s, while their 

silences in regard to organized medicine and specifically the AMA speak to the fact that their 

gaze did not focus on that aspect of medical exclusion. 

A graduate of the newly formulated Eclectic College of Physicians and Surgeons in Indianapolis 

in 1892, Dr. Thomas Burton practiced in Ohio.  He helped to establish the state’s first African 

American medical society that he modeled on the Southern societies.  Even though in Ohio he 

claims that he could have joined an integrated medical society (there is no evidence as to whether 

or when the Ohio State Medical Society accepted African American doctors into its fold), he 

advocated separatism.  “Some may tell you that an organization of colored men in Ohio is not the 

proper thing… and that we are drawing the line on ourselves; but I fail to see it in that light and 

will say to you that is one of the reasons why the Negro is so far behind today, and because he is 

too dependent and not enough independent.”  Touting the value of science and higher education 

in his orthodox mindset, Burton emphasized that in the world of Jim Crow African American 
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doctors must make a place for themselves apart from the white medical establishment.  Asking 

“How shall our patients be taught to place confidence in us as practitioners?” and acknowledging 

that “as Negro physicians, dentists and druggists [we] have to outlive a mountain of obstacles 

and impediments,” he insisted that African American doctors must develop their own institutions 

and societies and earn the trust of their communities.181 

Dr. Aaron Moore, a doctor in North Carolina at the end of the nineteenth century and a graduate 

of Leonard Medical School, established an African American-run medical infrastructure in 

Durham.  Quoted from his daughter’s biography, he stated that “’Discrimination hits you on 

every side.  And when [Dr. Burton] came [to Durham] the white people—the white doctors—had 

to tell our people that he wasn’t a quack doctor, wasn’t a root doctor.  They never heard of black 

doctors.’”   The notion of “root doctors” is a disparaging caricature of slave healers as portrayed 

by orthodoxy’s medical-racial script, a notion likely transferred to African American physicians 

even by African American patients.  In 1898 Moore built the city’s first African American 

hospital that admitted and trained African American doctors, receiving support from the white 

Duke family and praise by white doctors for his willingness to create a segregated medical 

infrastructure.182 Efforts such as these show that doctors like Dr. Moore fought to control local 

conditions and carve a niche within the segregated medical society. Not once did he mention 

1870, the AMA, or larger national issues that transcended his local interests. 

Probably the most quoted black doctor is Dr. J. Edward Perry, whose 450-page memoir spans the 

era before and after the AMA’s professional ascendency in 1911.   He graduated from Meharry in 
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1895 and then began a career in Missouri.  Quoting a white man from town when he first arrived, 

he states: “’I would not care if you were to come here, but the practice among your people is 

done by white brethren in the profession and it would be a mighty hard thing for a man of your 

age and most especially your color to wring it from there hands.’”  He spoke of white doctors 

stealing his patients and preventing him from working in the hospital.  With time, though, he 

slowly and against great financial hardship proved his worth, one patient at a time, until he 

became a respected doctor in town.  “The serious-minded citizens had begun to note the 

significance and activities of ‘the colored doctor,’” he said.  After several years, he decided he 

needed more training and applied and was accepted to a hospital in Chicago, but when he arrived 

the superintendent said, “’Dr. Perry, when we were corresponded, we did not know you were a 

colored man.  We cannot tell you that we will not take you because it would be a violation of the 

laws of the state, but I can tell you that we had rather not have you, and further, there is not much 

we can do for you.’”  Dr. Perry persevered, even though initially no student looked him in the 

eye.  He received his degree, and then helped consecrate an African American hospital in 

Missouri, Provident Hospital, as well as the Perry Sanitarium and Nurses Training School.183  

His memoir is an uplifting tale of self-help and perseverance against local obstacles, focusing 

more on his own self-made triumphs as a doctor than on the men and institutions whose bigotry 

he surmounted.  He never mentions the AMA or the events of1870. 

In reading the words of African American physicians, one is struck by their sense of optimism 

and a hope for the future, something that discredits the prevailing historiography that places the 

AMA’s 1870 exclusion as a pivotal event decimating the African American professional medical 
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class.  As Dr. Burton said: “The brighter the true light of science shines, the farther will bigotry 

and prejudice roll into oblivion.  The walls of paper that stand between parties in medicine are 

being perforated and torn to pieces….  A day is coming when…prejudice and intolerance will 

melt before the singing rays of science like snowflakes before the scorching sun.”184  All three 

doctors attended African American medical schools that did not exist before 1870.  They 

belonged to African American medical societies created after 1870.  They built African American 

hospitals not envisioned before 1870.  As Reconstruction collapsed and Jim Crow descended 

upon the South, African American doctors orchestrated their own professional success not 

dependent on, or concerned with, the AMA.  They adhered to orthodox principles and worked 

with white doctors beyond the AMA’s gaze. 

Did African Americans physicians gain access to the AMA during these years despite deafening 

silences suggesting otherwise?  In its own apology, and in subsequent articles acknowledging 

past racial lapses, many AMA leaders and historians cite the mid-1960’s as the date of the 

organization’s integration.  As the 2008 apology states, the AMA’s “professional segregation 

lasted well into the Civil Rights era.”  But that same paper notes that Dr. Peter Marshall 

Murray—the first African American doctor inaugurated into the NYAM in 1936, as noted at the 

start of this chapter—had become an AMA member by 1940 and was elected to the House of 

Delegates in 1950.185  Such discrepancies seem to show a more porous racial wall than the AMA 

archives would suggest. 

The story gets more muddied when digging through African American newspapers.  

Occasionally, the presence of an African American AMA member receives mention, even if such 
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references are cursory and shed little light on how and why they joined.  For instance, in a brief 

1894 article about Dr. Sumner Furniss in The Freeman—an Indianapolis African American 

newspaper—the author notes that the doctor belonged to both the Marion County Medical 

Society and the AMA.  “He is the first and only colored man in the state to enjoy these 

distinctions,” the article states.186  In a letter to the editor by “A Negro Physician” written in the 

Savanah Tribune in 1892, the physician rebukes a local society of doctors who he believes to be 

unethical.  He writes of the group: “They are not keeping with the laws and spirts of the 

American Medical Association, to which all regular physicians are said to belong.”187  Are we to 

assume that the “Negro doctor” who penned this belonged to the AMA, or that other African 

American regular doctors like him had gained membership?188  We simply do not know, but it is 

intriguing to contemplate just how porous the AMA’s racial walls became, and how its silences 

provided its most potent means of protecting its racial boundaries.  Even if the AMA did open its 

doors quietly to a few African American members, it did not let such breaches invite debate or 

even notice. 

In addition to empowering themselves locally, several African American doctors found the need 

for a national organization to parallel the AMA and give some cohesion to African American 

physicians.  The National Medical Association (NMA) grew from the defrocked National 
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Medical Association of DC, modeled as a national society in which African American doctors 

could meet, educate themselves, and form networks of medical provision.  Montague Cobb, one 

of the NMA’s pioneering doctors, wrote that the NMA “was a loser’s best alternative after 

prolonged and angry strife.” Another preeminent member of the NMA, John Kenny, wrote that 

the fermentation of the idea of a national  medical society occurred at Booker T. Washington’s 

1895 Cotton States and International Exposition in Atlanta, adapting Washington’s philosophy of 

self-help that did not assail but rather accommodated to the white medical community: “Here 

was the enunciation of a platform which, while not pleasing to all, yet was such that leaders of 

both races in the South could maintain their dignity and work side by side in the development of 

this section of the country….”189 

The NMA remained a small group (less than 100 members) that met infrequently.  In the 

late1900’s it became more professionalized and offered appealing benefits, such as malpractice 

insurance, to attract more members. It published its journal for the first time in 1909, and the 

message in its first two years was one of hope for the future and the power of self-help. 

G.W. Hubbard, the Dean of Meharry Medical college, emphasized the theme of self-help in the 

Journal of the National Medical Association (JNMA), listing eight reasons African American 

doctors fail, only one of which he attributed to racism, and all of which were remediable with 

study and effort.  He wrote that “Everything considered, the condition and position of the colored 

physician [is] encouraging.  First, they have been well patronized by their own people.  Second, 

they have been well received, encouraged, and assisted by the white medical profession.  Third, 

taken as a whole, their professional work has been most satisfactory.” In the opening address to 
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the NMA conference in 1909, President P.A. Johnson stated that the NMA “was born out of the 

exigencies of peculiar racial needs, made necessary by the distinctness of our existence as a 

social group, apart from the organic life of this Republic.”  But, he said, “We should not fail to 

realize that what tends to elevate us in public estimation must be of our own creation,” and “we 

are the architects of our own professional fortunes.”190  No articles alluded to, or ascribed blame 

to, the AMA. 

 With every issue, even when discussing the race question, the authors of JNMA articles 

articulated a message of self-help and hope that echoed the words of Booker T. Washington, 

whose institute in Tuskegee published JNMA.  In 1910 JNMA’s editor and most prolific 

contributor, Dr C.V. Roman, said of the NMA in a worthy summary of the growth of the African 

American medical profession after 1870 and the optimism of African American doctors: “Our 

Association is not an imitation but an evolution; not a schism but a creation; not a negative 

protest against existing conditions, but a positive advance toward that adaptability to 

environment which finds its highest expression in the survival of the fittest….”191  Indeed, even 

as late as 1910, the NMA and the African American professional medical class peered at their 

growth through a sanguine lens, one completely severed from the AMA’s medical-racial script 

and the 1870 exclusion.  It preached its own orthodox tale, one of hope and professional growth, 

segregated, yet ascendent. 

The aftermath of 1870: the AMA and its mission 
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While the NMA fermented, the AMA limped through the nineteenth century attempting to enact 

licensing laws, reign control over medical education, squelch alternative medical philosophies, 

and be recognized as the sole bastion of orthodoxy.  After 1872 the AMA largely federalized its 

organizational structure, allowing local medical societies significant authority to carry out the 

AMA’s objective to retain orthodoxy medicine’s wall against non-orthodox providers or those 

with dark skin. 

The floundering state of the AMA during these years is well documented, not only in the official 

histories of the organization, penned by Burrow and Fischbein, but also by medical historians 

such as Paul Starr.  Not until the turn of the century did the AMA’s grasp of power take a new 

turn, and at that juncture the events of 1870 seemed not only forgotten but also inconsequential. 

By 1900- the AMA had 8,000 members out of 100,000 American doctors.192  Michael Byrd in 

American Health Dilemma notes that at least in the latter part of the nineteenth century, the 

American public “was unwilling to grant the medical profession the cultural authority to oversee 

the health care system at the legal and regulatory level.”  This, he notes, did not change until the 

era of professionalization in 1900.193  AMA historian James Burrow writes of the AMA in the 

late nineteenth century: “After more than 50 years of painful growth, the position of the 

American Medical Association was still insecure.  It could speak neither for the entire healing 

profession, nor for the practitioners of conventional medicine in any section of the nation,” 

noting that “throughout the nineteenth century the Association struggled along with a 

constitution that discouraged the development of skilled and experienced executives to conduct 
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its affairs.”194  The AMA also lost much control over its local societies, including a two-decade 

battle with the New York Medical Society over its alleged embrace of homeopathic doctors that 

threatened its unity.195  This came off the tail of the fight with the Massachusetts Medical Society 

in 1870 that came close to fracturing it then, as noted earlier. 

 
194 James G Burrow. AMA: Voice of American Medicine, (Baltimore, MD: Johns Hopkins University Press, 
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sat on the public health board on which some of New York’s regulars worked too.  The New York Medical 
Society voted in 1882 to amend its code of ethics to allow such cooperation, and the AMA responded by 
preventing it from sending members to the AMA meetings.  For several decades two medical associations 
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The fight with New York caused the most damaging breach in AMA history and almost tore the organization 
apart.  Multiple letters to Nathan Davis during this period suggest that many members opposed his 
intransient stance against New York’s violation of what seemed to be an antiquated code of ethics, and some 
suggested removing Davis from the organization. To those historians who contend that a fight over racial 
exclusion dominated the AMA’s conscience, it seems that between the battle against Massachusetts in 1870 
and against New York in the 1880’s the organization had more dangerous schisms to surmount than the more 
settled racial issue.  In the end, the AMA had to change its code of ethics in 1903 when various orthodox 
doctors pushed back against the clause that prevented consultation with homeopaths, even allowing 
homeopaths into the organization. Thus, to survive, the AMA discarded its founding principle in allowing 
homeopathic inclusion, while remaining silent and firm about racial exclusion.  Orthodox doctors absorbed 
the AMA’s racial script silently, it being far more entrenched than even the battle against “quacks.” 
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In the end, the AMA remained muted about race.  Discipline, as Foucault noted, is best 

administered when invisible.  Allowing a few “exceptional” African American orthodox doctors 

into the club did not disrupt the AMA’s medical-racial script given that these members and what 

they could have represented never entered the organization’s public records.  As long as the 

AMA did not discuss race, as long as it remained largely impervious to the African American 

medical class that it erased from its gaze, the AMA could function with its foundational racial 

bulwark in place. 

To maintain orthodox unity required political control over African American bodies.  Since the 

AMA lacked any power to disrupt the African American medical class, it simply avoided 

controversy over race, perhaps letting in a few African American members to prevent another 

fight such as what occurred in 1870, but likely relegating this trivial inclusion to a harmless 

aberration. The intersubjective myths that helped compose the AMA’s core beliefs did not 

change.  And as a new century dawned, the AMA found allies in corporations and Progressive 

reformers, reformulating its organizational and ethical foundation to gain control over the core of 

American health care provision.  Within a decade of its transformation, its scientific notions of 

race and its exclusion of African American medical providers gained a voice, not through its own 

transactions or actions, but rather through a report written for the Carnegie Foundation in 1911 

but inspired by the AMA leadership.  After that moment, the AMA’s medical-racial script became 

the medical law of the land.
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Chapter Three: The AMA’s Progressive Moment 

“The Negro must be educated not only for his sake but for ours [because he has] the tremendous 

importance that belongs to a potential source of infection and contagion…. A well-taught negro 

sanitarian will be immensely useful; an essentially untrained negro wearing an MD degree is 

dangerous.” 

-Chapter 14, Flexner Report, 1911196 

 

At the AMA’s 1876 Convention in Philadelphia, President Marion J. Simms implored the 

organization to turn its gaze forward and circumvent internal conflict.  Simms stood as one of the 

most renowned doctors in America, the father of American gynecology who advanced 

gynecologic surgery by experimenting on African American enslaved persons without their 

consent and without using anesthesia, never alluding to the race of his subjects.  He beseeched 

the AMA to similarly avoid discussing race.  “Who can forget the last meeting held in this city in 

1872, when so much time was wasted in discussing the woman question and the negro question, 

incidentally arising out of the question of representation? Fortunately for us these vexed 

questions are now all settled quietly and in the most natural way,” he stated in his Presidential 

speech, suggesting that if “any colored man should rise to the dignity of representing a State or 

County Medical Society, we must receive him as such.”  In the end, he told the gathered 

orthodox doctors: “Gentlemen, I congratulate you with all my heart on having eliminated these 
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troublesome questions, so as to devote your time hereafter wholly to matters of scientific and 

professional interest.”197 

Simms embodied the AMA’s medical-racial script while at the same time imploring the AMA to 

erase any discussion of race.  His words proved prescient: best to bury the AMA’s intersubjective 

racial narrative behind a wall of silence and move forward to advance an agenda more germane 

to its mission of licensing, education, and recruitment.  While theoretically African Americans 

could join the AMA by being part of an authorized local society, the fact that few, if any, did 

maintained the illusion of racial neutrality in the face of racial exclusion.  The silences of the 

AMA regarding race became embedded in its path forward, as the organization turned its back on 

the African American professional class and did not discuss the normative racial wall of caste 

that helped inaugurate its inception and growth. 

At the same convention, Dr. E.R. Squibb of New York proposed that the AMA focus its lens on 

regulating and helping to advance pharmaceuticals.  He suggested an amendment stating: 

“Resolved, That the American Medical Association take the whole subject of the National 

Pharmacopeia into consideration, for a review of its management.”  Squibb went on to found one 

of the nation’s largest pharmaceutical firms, priding itself on the purity of its products.  He wrote 

his own textbook of drugs when the AMA did not act on his suggestion to take the lead.198  

Both Simms and Squibb struck chords that the AMA heard but did not have the organizational 

capacity to institute at that moment in 1876.  The AMA’s liberal constitution enabling all 
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members to partake in debates about policy, while at the same time allowing local societies to 

script their oven agendas, prevented the AMA from establishing an efficient and effective 

management apparatus.  The transactions of 1876 to 1890 demonstrate only endless debates, 

ethical purges, revisions to constitutional verbiage, and discussion of social meetings. In 1876 

the AMA sat on the periphery of insignificance, offering nothing tangible to most orthodox 

doctors who stayed away.  Thus could African American doctors and institutions survive despite 

the AMA’s refusal to acknowledge them.  Doctors simply did not need the AMA as part of their 

professional existence. 

However, societal changes starting in the late 1800’s, punctuated by the AMA’s publication of its 

own journal, Journal of the American Medical Association (JAMA) in 1883 under the leadership 

of its founder, Dr. Nathan Davis, helped the organization alter its strategy and leap on a 

Progressive tide that transformed the AMA into an influential reform organization.  The AMA 

inner circle focused on creating a cadre of leadership, an alliance with powerful corporations, a 

focus on revenue, and a gravitation away from its democratic ideology.  By 1900, the AMA 

heeded the words of Simms and Squibb and reset, becoming the organizational leader of 

American healthcare, it had always envisioned itself to be.  Along the way, it merged its medical-

racial script into the growing Progressive ideology of eugenics to further its own goals by allying 

with politicians and corporate foundations that shared its focus.  The script itself, with its 

promotion of scientific racial difference and the degradation of African American providers, fit 

well into emerging Progressive ideology, and found its way into the AMA’s most salient 

achievement in 1911: the Flexner Report.  Along the way, the AMA remained silent about race 

and did not address any racial issues overtly, even as it exploited its racial position to gain allies 

and achieve power. 
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Progressivism and the AMA 

If French liberalism sparked orthodox medicine’s growth into a dogmatic field relying on 

research science to understand the diseases of mankind, German Progressivism proved to be the 

impetus for the AMA’s evolution into the leader of American healthcare.199  The Progressive 

movement had many faces, but virtually all of them sought to improve society through top-down 

reforms by creating institutional bureaucracies led by experts.  As historian Daniel Rodgers 

states: “Social politics does not flow up from the masses [according to Progressives]; more often 

it is imposed as a set of rescue operations from above.”  German educated Progressives 

questioned many aspects of liberalisms’ focus on laissez faire capitalism, democracy, and 

individua rights.200  

Two fundamental aspects of Progressivism appealed to AMA leaders. First is the use of science 

as a vehicle for reform.  Second, the concept of bureaucratic rule to impact change.  The AMA 

had tried to create administrative oversight over the medical field but lacked the tools to institute 

real change.  Its constitutionally mandated reliance on input from any member doctors who 

sought a voice mired its meetings and committees in stagnation.  Always perceiving itself as a 

progressive organization (a theme that runs through its transactions), the AMA easily adapted 

Progressive ideology in forging a top-down model of power, one that revised its old codes to fit 

new realities.  “Nothing was more integral to Progressivism than its extravagant faith in 

 
199 Thomas C. Leonard, Illiberal Reformers: Race, Eugenics, and American Economics in the Progressive Era 
(Princeton: Princeton University Press, 2016), pp. 17-23, 38,52. Historian Thomas Leonard notes that the 
triple lessons of German Progressives—the power of educated elite experts who wield science to drive 
reform, a focus on communalism rather than the individualism that had been the hallmark of liberalism, and 
a skepticism for democratic participation in reform—helped to shaped American Progressive ideology   
200 Daniel T. Rodgers, Atlantic Crossings: Social Politics in a Progressive Age (Cambridge, MA: Belknap Press 
of Harvard University Press, 1998), pp. 22-3,82-97,109. 
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administration,” writes Thomas Leonard.201 Nothing defined the AMA’s Progressive revolution 

more than the reconfiguration of its administrative cogs to transform it into a bureaucratic 

institution bereft of liberal notions emphasizing democratic leadership or individual physician 

autonomy and choice. 

The AMA’s ascension to power—which occurred at the turn of the century, buttressed by 

organizational restructuring and alliances with state medical societies and corporate 

philanthropies—must be seen as being part of rising professionalism during the Progressive Era.  

Paul Starr states that “the federal structure the AMA adopted in 1901 was, in fact, copied from 

other national associations.”  While the drive of the AMA to institute licensing requirements 

faltered during the nation’s more laissez faire liberal epoch, Progressives pushed licensing in 

many fields, including health care.  In 1888 and again in 1898 the Supreme Court issued two 

rulings legitimating medical licensing at the State level and hegemony over licensing by State 

medical societies.202   

The AMA stood to gain by a general disdain among Progressives for the proliferation of poorly 

trained doctors and potentially dangerous drugs.  In 1850 52 medical schools dotted the nation; 

by 1900 the number reached 160, with few schools adhering to any standards or requiring 

oversight.  While some schools like Harvard and the newly formed Johns Hopkins modeled their 

curricula on German medical theories, they produced fewer doctors than the less rigorous 

schools.  Writes Starr: after its own reorganization in 1903, “the American Medical Association 

 
201 Leonard, p. 9. 
202 Starr, pp. 105-6. 
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made reform of medical schools a top priority.”203   This educational thrust mirrored the goals of 

Progressivism to impose rigid top-down standards on education and practice. 

Many who would lead the AMA embraced the German model of medical Progressivism, some 

studying in Germany and bringing their lessons home.204  German medical science relied on the 

laboratory to enable doctors to probe into the body and discover universal medical truths not 

previously accessible, turning its gaze away from a subjective patient-centric focus.  If the liberal 

French school adopted the physical exam as a means of depersonalizing and standardizing 

medical care, the Germans believed in blood tests and pathological studies to enable doctors to 

understand the true physiology of illness and health.  Tests, not personal encounters with 

patients, provided the substrate for Progressive orthodox medicine, and from those tests came a 

litany of treatments, from surgery to the expanding armamentarium of drugs.  German medical 

students studied in the lab primarily, with full-time scientific experts teaching them physiology, 

chemistry, histology, pathology, and anatomy.  Beyond Harvard and Hopkins, no American 

 
203 Starr, pp. 102-6, 112-17. 
204 Donald Fleming, William H. Welch and the Rise of Modern Medicine (Boston: Little, Brown, 1954), pp. 33-
47, 119-30; Thomas Neville Bonner, Iconoclast: Abraham Flexner and a Life in Learning (Baltimore: Johns 
Hopkins University Press, 2002), pp.97-8; Thomas P. Duffy, "The Flexner Report―100 Years Later," Yale Journal 
of Biology and Medicine 84, no. 3 (September 2011), pp. 269–276.  William Welch, the founder of Johns 
Hopkins, studied for many years in Germany and believed that the German model stressing laboratory and 
physical sciences, taught by scientific experts in a top-down manner, would be the blueprint for improved 
medical education, a template he tried to introduce at Hopkins.  Abraham Flexner, who would draft the 
Flexner Report in 1911 inexorably revamping American health care, also studied in Germany and sought to 
duplicate the German system of medical education in America.  Medical historian Thomas Duffy writes: 
“Throughout his life, [Flexner] was an ardent proponent of the German pedagogic style of medical education. 
He was resolute in his belief that medicine was a scientific discipline that could be best realized by using the 
German model as the prototype in America. This was a system in which physician scientists were trained in 
laboratory investigation as a prelude and foundation for clinical training and investigation in university 
hospitals.” Duffy shows how the Hopkins circle (led by Welch) and the Rockefeller Foundation also used a 
German template to institute medical reform. 
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schools delved so deeply into lab and medical sciences, and thus many reformers believed that 

the change must start there.205 

AMA leaders started to alter course in 1900 by adapting Progressive scripts that they believed to 

be crucial to their own mission.  As AMA biographer Morris Fischbein writes: “The year 1900 

marked another turning point in the life of the American Medical Association; now came the 

transition from adolescence to adulthood.  This was the beginning of the reorganization!”206  

Many AMA leaders—such as William Welch who drove many of the radical changes to AMA 

organizational restructuring and policy during these years--studied in Germany.  Welch founded 

Hopkins medical school and attempted to imprint the German model there.  The Rockefeller 

General Education Board (GEB), with whom the AMA worked during these years, also pushed 

for a German-style educational system, holding out Hopkins as the model that all medical 

schools should emulate.207 

The building blocks of the AMA’s new bureaucracy encompassed several arenas including: 

modifications to its ethical framework to enable more doctors to join its ranks and to increase its 

financial coffers; an increased emphasis on JAMA to augment revenue and recruitment; a more 

centralized leadership structure placing the gears of control in a small cadre of AMA executives; 

a more robust relationship with pharmaceutical companies and corporate philanthropies; a 

working relationship with Progressive reformers on the State level to codify and standardize 

 
205 Starr, pp. 113-16.  It should be noted that although Hopkins did emphasize lab sciences, given that it’s 
founder and primary leader Willam Welch practiced pathology and sought to emulate the German example, 
the true heart of Hopkins lay in a different approach in the person of Willaim Osler. 
206 Fischbein, p. 197. 
207 Rockefeller GEB annual report, 1902-14, pp. 60-66, accessed at Rockefeller Foundation Archives 
https://dimes.rockarch.org/collections/SQU7LeW9VoEDgUZ4wNjhVu; Abraham Flexner Letters, Library of 
Congress, Box 15  Abraham Flexner in 1905 describes the strong German influence in healthcare reform, 
especially that of pathology, and the leadership needed by German-trained lab doctors such as Welch and 
Billings, both of whom served as AMA presidents and helped institute the AMA reorganization.   

https://dimes.rockarch.org/collections/SQU7LeW9VoEDgUZ4wNjhVu
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licensing laws and educational standards; programmatic annual reviews of the nation’s medical 

schools that graded each school based on new orthodox Progressive standards of excellence; and 

the establishment of lobbying councils.  The AMA did not have to relinquish its medical-racial 

script to achieve its power; rather, it relied on it to garner corporate sponsors and state-sanctioned 

reforms.208 

Reorganization and Licensing:    

First, an attention to membership rules and licensing helped the AMA expunge those doctors it 

had removed from its own orbit—atypical practitioners, women, and African American, to name 

a few—and incentivize white, male orthodox doctors to join them and provide a unified front for 

reform. The AMA from its liberal inception enabled white male orthodox doctors to 

democratically control its apparatus.  Reading the transactions from the years prior to 1900 

reveals copious debates and arguments often about minutia devoid of substantive policy 

discussions.  The AMA’s meetings squandered much of its agenda defending its ethical ban on 

non-orthodox doctors.  After 1900, all that would change, largely due to the efforts of a small 

contingent of Progressive leaders within the organization who reconstituted the AMA’s 

constitution and code of ethics.  

The AMA sought to tighten its central control while relying on local societies to attract members. 

Little incentive existed in 1900 for doctors to join local societies or the AMA.  In 1900 8,000 

orthodox doctors held AMA membership, 33,000 belonged to local societies, and 77,000 

belonged to no organization.  In 1901 the AMA created the House of Delegates as a means of 

relegating specific pragmatic functions to local societies while streamlining legislative authority 

 
208 Many of these changes can be found in JAMA, which replaced the Transactions as the primary source of 
AMA activity, although a most of the details of the reorganization are not accessible through the archives. 
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to a small group within the AMA itself.  Rather than a hodgepodge of doctors attending AMA 

meetings and impacting policy discussions, the House of Delegates steered policy with a fixed 

cadre of leaders set at 150.  Under the new model, local societies served as the House of 

Delegate’s army on the ground.209  To do this required such societies to offer something tangible 

to doctors so they would join, which became one of the AMA’s top priorities.210  

The AMA’s new constitution homogenized state societies under a unifying rubric geared to 

tighten licensing laws and attract members, and thus did the AMA buttress its local army on the 

ground by providing societies with crucial benefits to their member doctors and by assuring that 

State medical boards perceived such societies as being bastions of Progressive orthodox medical 

stability.  As the AMA’s Committee on Education (COE) founder and leader NP Colwell wrote, 

unless “State boards adopt effective safeguards they are apt to become the dumping grounds for 

the illiterate, poorly trained output of…low-grade colleges.”211  What this meant in practice was 

to reshape local societies into potent conduits of orthodoxy that helped State boards draft 

licensing laws.212  The means to that end, according to the AMA, was to broaden the base of 

 
209 AMA Transactions, 1900 (1558-9), 1901 (1642-3), 1902 (1642) delineates the constitution changes, which 
the architects presented to the AMA Convention in 1901-2 to be approved in total without debate, preventing 
any discussion of individual components of it. The stated goal was to create “a uniform and more systemic 
organization of the profession of the whole country.”  The delegates overwhelming accepted the new 
constitution, and the first meeting of the House of Delegates occurred in 1902, although nothing in the 
Transactions delineates who gained membership to this body.  Transactions after that date relegate the AMA 
meetings to just a few pages, since no longer would any business be conducted at such meetings, and they 
would morph to be scientific conferences only.  Fishbein writes that “there were some—particularly among 
older members—who regretted the innovation,” and states as late as 1908 that the role of the AMA President 
itself now held only symbolic importance.  “Dr. Bryant’s address to the House of Delegates complained that 
there was little for the President to do in the organization,” he writes.  (pp. 213-15, 253).  By this time, the AMA 
had become a centralized group run by a few members apart from the more visible conventions. 
210 Starr, pp. 109-10. 
211 1913 COE annual report, found at AMA archives, p. 35; Starr 109-112. 
212 AMA Transactions, 1901, Dr. Wiliam Welch instructions to local medical societies, pp. 1638-42; Fishbein, 
p. 205. Dr. J.M McCormack led the drive to reform State societies and place them all in line with the new AMA 
organizational structure. Throughout the Transactions during this period, a handful of men—primarily Welch, 
McCormack, and Simmons—led the drive of consolidation and homogenization.  
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orthodox doctors who joined its societies so that society membership itself—and the rules that 

comprised such membership—drove licensing reform. 

One strategy for empowering local boards lay in malpractice protection.  During the late liberal 

era, a tsunami of malpractice suits struck doctors, forcing them to turn to a growing insurance 

industry that proved costly.  In 1900, the AMA worked to place the apparatus of malpractice 

protection within State societies.  In fact, “it became almost impossible for patients to get 

testimony against a physician who was a member” of an AMA-affiliated State society, writes 

Paul Starr.  “The local medical fraternity became the arbiter of a doctor’s position and fortune, 

and he could no longer choose to ignore it.”  Given that many local societies encouraged or even 

necessitated AMA membership, this boosted the membership of the organization from below.213 

At the same time, the AMA established a Committee of Medical Legislation that lobbied State 

legislatures and health departments to tie licensing to both membership in state societies and to 

graduation from an AMA approved school. Over time, and with top-down pressure exerted by 

the AMA and its local societies, State Boards of Health appointed doctors only from authorized 

State societies, something appealing in that such societies had central leadership eager to work 

with the Boards.  In 1905 the AMA created a national physician directory that listed doctors 

based on their AMA membership and graduation from AMA-approved medical schools; African 

American physicians received a special designation after their name identifying them as “negro,” 

a policy the AMA did not abolish until 1936.214   

One of the winners in the AMA reorganization proved to be homeopathic doctors, many of 

whom attended orthodox medical schools in addition to their homeopathic training.  AMA 

 
213 Starr, 109-112. 
214 Burrow, pp. 49-56; Byrd, An American Health Dilemma Part One, pp. 371-81, 401-3.  
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leaders, especially after their exhausting fights with the Massachusetts and New York medical 

societies, removed from its code of ethics any restriction on collaboration with homeopaths.215  

With homeopaths now able to join State societies and to push for licensing reform that kept 

osteopaths, Christian Scientists, and graduates from proprietary medical schools from practicing 

(these new medical groups had started to grow by 1900 and threatened both orthodox and 

homeopathic doctors, so curbing their power appealed to both groups of doctors), the AMA 

increased its ability to wield power and institute reform.216  It is telling that the AMA shed its 

most intrinsic ethical rule, and arguably the very ideal upon which it formed and grew in its 

battle against non-orthodox doctors, to augment its power, while at the same time ignoring a 

large group of African American orthodox doctors who could too have helped it to increase its 

numbers and influence.  This demonstrates the enduring and unassailable authority of its 

medical-racial script even as it loosened its regulatory rules to attract a wider array of medical 

providers. 

Thus, by 1910, the AMA reorganized into a federation of mostly all-white medical societies 

controlled by a centralized bureaucracy, tied physician solvency to membership in those societies 

and ultimately to the AMA itself, and convinced State licensing boards to regulate the education 

and training of doctors in the mold it desired. African American doctors, long denied 

 
215 William Welch led this effort, and a new code passed in 1902. See Transactions of the AMA 1902, pp.1649-
51 Transactions of the AMA, 1905, p. 255; Fishbein, p. 224-27.  By 1905 the New York Medical Society 
consolidated and rejoined the AMA in total, something that had been a paramount goal of the AMA in its 
control of local societies since 1902 when leader Frank Billings (soon to be AMA president) led the effort to 
call for changes to the code of ethics as an olive branch to local societies. 
216 Starr, pp. 107-9; Coulter, Divided Legacy, pp. 428-435.  Ironically, as Starr states, their incorporation into 
the ranks of organized medicine only diminished their numbers, as many simply shed their homeopathic shell 
and became indoctrinated into orthodox liturgy.  “When homeopathic…doctors were shunned and 
denounced by the regular profession, they thrived.  But the more they gained in access to the privileges of 
regular physicians, the more their numbers declined,” he writes. 
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membership to AMA affiliates, especially in the South, did not partake in this bounty because 

they remained outside the AMA’s gaze. 

JAMA and the pharmaceutical industry 

Second, a turn toward the pharmaceutical industry helped the AMA expand its financial coffers 

and align with both Progressive reformers and corporate foundations. With money, the AMA 

now had the power to hire lobbyists and to spread its tentacles into the medical mainstream.  

When Nathan Davis compelled the AMA to create a journal in 1880, one of the driving forces of 

his decision was to increase revenue.  As Dr. Lewis Sayre stated in his 1880 AMA Presidential 

address, the British Medical Journal had saved the British Medical Association from insolvency 

due to its wide circulation and copious advertising, increasing both membership and profits.  But 

advertising created a dilemma that challenged the AMA’s code of ethics condemning the use of 

proprietary drugs, the very drugs that companies sought to advertise.  In fact, between 1880 and 

1900, the AMA transactions are filled with contentious discussions about “clean advertising” 

amendments that sought to eliminate all proprietary drug ads from the journal, something only 

being done sparingly.217  If indeed JAMA’s prime directive of increasing revenue necessitated 

proprietary drug advertising, and if the AMA’s Code of Ethics prevented any endorsement of 

such drugs, how could the journal raise excess funds or even pay for itself? 

The pharmaceutical industry had blossomed during and after the Civil War, and its profits were 

largely contingent on proprietary drugs, many of which contained “secret” ingredients that could 

 
217Frank Billings, “The Medical Profession and Medical Journal in Relation to Nostrums,” 1906, pp. 6-10.  
available at the AMA archives, Chicago; Fishbein, pp. 100-3, 112, 161-9, 182-4.  Also, in a paper by former 
AMA President Frank Billings as late as 1906, he inveighed against proprietary medicines and journals that 
advertised them.  Recently the pages of JAMA have been purged of some of the objectionable advertisements 
but still admits some medicines with very objectionable statements as to the therapeutic effects,” he writes, 
stating that “The proprietary medicine evil is due chiefly to the credulity of the medical profession.”  
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not be copied by other companies.  Such a lack of transparency is what violated the 1847 Code 

of Ethics and irked so many in the organization, but such drugs also reaped large profits for 

companies that provided platforms for advertising.  Not only did these companies seek to 

advertise in JAMA, but they invited prominent AMA doctors to write articles about novel 

proprietary drugs in their own journals.  Parke Davis, for instance, created several journals with 

wide circulation and employed orthodox doctor authors, while using those doctors to lobby for 

advertising space in JAMA218 

JAMA had to increase its advertising budget.219  By 1900 it became clear that without proprietary 

advertising the Journal might drain more money than it received given its $25,000 a year 

production cost.  Thus began a series of maneuvering, led by a former homeopath who would 

become the AMA’s pharmacy czar through the 1920’s named George Simmons, working 

simultaneously with the newly appointed AMA House of Delegates and the directors of several 

large proprietary drug manufacturers to create consensus.  The AMA board agreed that drug 

companies could advertise if they revealed their ingredients to the AMA, something that 

Simmons codified by amending the Code of Ethics.  The result proved to be a financial 

windfall.220 The bonanza of drug advertising to JAMA increased its revenue from $14,000 a year 

 
218 Coulter, Divided Legacy, pp. 401-14.   
219 Nathan Davis letters, Newberry Library, Box 24, Folder 323; Box 25, Folder 335. Letters to Dr. Davis early 
the journal’s life indicate its financial predicament.  While the advertising revenue proved to be reliable 
according to one letter, its amount remained low, and many subscriptions went unpaid, leading to large 
financial losses. Letters from Joseph Turner in 1883 and then 1890 also point to losses, indicating lukewarm 
support for the journal in the AMA, and contemplating other avenues to increase circulation such as making a 
subscription mandatory for anyone in a State medical society.  
220 Journal of the American Medical Association 34 (1900) pp. 987, 1041-9, 1114, 1178, 1327, 1405-20; XL 
(1903), pp. 1380-1; XLI (1903), pp. 263, 569, 623; XLII (1904), 247, 1222; XLIV (1905) 718-21; Starr, pp. 132-3. 
Specific advertising increased from $23,000 n 1898 to $44,000 in 1900, to $94,000 in 1905 can be found in the 
Transactions of the AMA re specific advertising profits (1901, p. 1633; 1904, p. 11; 1905, p. 264); See also Paul 
Starr who showed how the AMA postured its new drug advertising to be in line with Progressives and 
“institutionalized the work of the muckrakers.  It set up an office to pursue fraudulent drugs and shame 
publishers of journals and newspapers into dropping all advertisements of patent medicines.” Only drugs it 
deemed worthy could be advertised.  
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in in the 1890’s to $88,000 in in 1903 and to $150,000 in 1909.221  With increased funding the 

AMA could lobby for reform, enhance its local affiliate societies, and organize itself with a new 

headquarters in Chicago. 

Simultaneously with liberalizing drug advertising by altering its code, the AMA compiled a 

pharmacopeia list of accepted drugs and provided consumers with additional information about 

what it deemed to be appropriate medicines, its drug index.  It framed these actions as part of its 

ongoing attempt to educate consumers and doctors, thus equating its drug index and new 

connection to the drug industry to its mission of improving the power of orthodox medical 

oversight.222  Pharmaceutical reform, embraced by muckraking Progressives, pushed the AMA 

into the orbit of those reformers who sought to eliminate patent drugs and unethical medical 

providers.223  But, as Paul Starr states: “The logic of the AMA’s regulatory system was to 

withhold information from consumers and rechannel drug purchasing through physicians [which] 

gave physicians a larger share of the purchasing power of their patients.”224  In addition, by being 

the final arbitrator of which drugs passed muster, the AMA could advertise proprietary drugs 

apparently without a conflict of interest since these drugs had been vetted and deemed worthy by 

American’s orthodox medical experts.  The AMA worked with Progressives to pass the Pure 

Foods and Drug act in 1906, cementing its impact on pharmaceutical regulation.  Patent drugs 

 
221 Coulter, pp. 402-5, 419-24 
222 Transactions of the AMA, 1904, pp. 15-16; Fishbein, p. 235.   
223 Burrow, pp. 49-56 
224 Starr, pp. 132-34.  It is also interesting that in a pamphlet on “Modern Antiseptic Surgery” written in 1913 
and available in the AMA archives, various full-page ads refer to AMA publications including “Nostrums and 
Quackery,” “The Great American Fraud,” and “Medical Fakes and Fakers,” all of which list companies and 
products not on its categorization of approved pharmacopeia. (found in AMA archives).  See also Coulter, 
Divided Legacy, pp. 402-5, 419-24, who notes that the AMA reforms, while allegedly removing a ban on 
homeopathy consults, decimated the homeopathic field on two levels.  The first, drug advertising, pushed 
revenue to orthodox medicine and away from homeopathic journals and organizations since homeopaths 
largely eschewed the use of proprietary drugs.  And second, the need for doctors to belong to orthodox 
medica societies persuaded many homeopathic doctors to convert to orthodoxy. 
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had been used by the enemies of orthodoxy, convincing naïve consumers that they could achieve 

cure without having to subject themselves to doctor services.  By controlling some aspects of that 

industry, the AMA coopted one of its more voracious foes.225  Regulating and controlling 

pharmaceuticals, while simultaneously filling its coffers with pharmaceutical ads, became a path 

to Progressive success for the AMA during the early 1900’s.  Interestingly, the AMA continued to 

inveigh against patent drugs and some proprietary drugs, claiming to turn down ads for any drug 

it deemed unworthy, while silently accepting ads for proprietary drugs it paradoxically praised.226   

It is interesting that many patent and proprietary drugs based their ingredients on herbal remedies 

and in many ways mirrored treatments that had been created by enslaved and native healers, as 

well as Thomsonists.  Letters in African American newspapers denounce the AMA for its attack 

on patent drugs; it is likely such medicines still composed some of the pharmacopeia in African 

American populations.  The Cleveland Gazette, for example, stated in 1907 that the “political 

activity of the American Medical Association has become so pronounced [so as to] prevent the 

sale of so-called ‘patent’ medicines,” concluding that “This is almost the first time in the history 

of the United States that any organized class has frankly avowed the purpose of capturing 

legislatures and dominating legislation in their own selfish interest.”  Similarly, the Rising Sun in 

1897 asserts that if patent “medicines are good enough for physicians to prescribe in seven cases 

out of ten they are good enough for family use in cases of necessity and where the symptoms are 

well known and as easily understood by the people as by the doctors.”  227 If the African 

 
225Marc T. Law and Gary D. Libecap, "The Determinants of Progressive Era Reform: The Pure Food and Drugs 
Act of 1906," in Corruption and Reform: Lessons from America's Economic History, ed. Edward L. Glaeser and 
Claudia Goldin (Chicago: University of Chicago Press, 2006), 319–342 
https://www.nber.org/system/files/chapters/c9989/c9989.pdf  
226 Transactions of the AMA, 1903, p. 1382; 1904, p. 15, 31;1905, pp. 262-4, 276; 1906, p. 12. 
227 “For Selfish Ends,” Cleveland Gazette (August 31, 1907); Missouri Rising Sun (8/17/97, p. 2) suggests that 
despite physician opposition, 90% of drugs they prescribe are patent drugs. Cleveland Gazette (10/17/07) 
states that one of the battles against patent medicine is an alliance between the AMA and the WCTU (Women 

https://www.nber.org/system/files/chapters/c9989/c9989.pdf
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American community chastised the AMA for seeking to coopt the pharmaceutical industry and 

discredit medicines historically beneficial to African American communities, there is no evidence 

that their protestations penetrated the AMA’s gaze. 

 The AMA’s position on drugs and marketing flowed from its medical-racial script and, in the 

process, augmented its power over yet another tentacle of the nation’s Progressive health care 

infrastructure.  It appealed to Progressive reformers (who sought to regulate the pharmaceutical 

industry) and corporate foundations (that sought to benefit from the pharmaceutical industry). It 

also proved consistent with the AMA’s historical position of degrading African American health 

ideals and practices, including patent drugs, using that disdain to posit itself as a progressive 

bulwark of reform. 

Educational Reform predicated on an orthodox Progressive German template 

Medical education remained the AMA’s primary focus as it had been since its founding, but now 

it took on a new urgency.228  From the days that Nathan Davis and others created a national 

medical society, the AMA perceived reform and control of medical education as being the only 

path to repairing a fractured and dysfunctional healthcare system.  The German model—focused 

as it was on basic science education, large laboratories, and full-time research faculty—appealed 

not only to AMA instincts, but also to Progressive reformers and corporate foundations, all of 

which sought a vibrant and productive medical system in the nation that could generate new 

 
s Christian Temperance Union) due to the use of alcohol in these medicines even though doctors prescribe 
them.  It suggests that not all patent medicines should be vilified and that many are easy to use for patients, 
something important given “many doctors are so ignorant in matters pertaining to pharmacy that they know 
nothing about the properties of the drugs they prescribe….” 
228 Transactions of the AMA, 1903, pp. 1372-3; Fishbein, p. 248.  AMA historian Fishbein writes that “The AMA 
had been originated primarily to raise the standard of medical education” to as to improve the lot of the 
nation’s physicians. In the 1903 AMA Transactions, the committee of educated stated that the primary goal of 
the AMA must be to raise and standardize medical education, and that since a national law will never be 
passed to accomplish this, the AMA must take the lead. 
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discoveries and better doctors.  Of course, any such reform necessarily would favor larger 

research facilities and discredit African American schools that focused more on pragmatic 

clinical goals. 

In 1903 AMA President Billings set the stage for the AMA’s educational initiative.  The dual 

goals, according to Billings, were establishing full-time research scientists as medical school 

teachers and eliminating for-profit medical schools that seek to fund themselves from tuition.  

“Medical school which is conducted for commercial reasons must go [because] they cannot 

command the money to build, equip and maintain the laboratories and hospitals which a proper 

and adequate medical education demands,” Billings wrote.229  Thankfully, several large corporate 

foundations shared this goal and proved willing to provide the requisite funding to reconstruct 

worthy laboratory-based medical schools under AMA guidance  By creating research institutions 

emulating the German model of medical education, the AMA adhered to Progressive goals of 

science and uniformity as a path to medical advancement, and to the needs of corporate 

foundations seeking to create bastions of medical research.  If new medical schools fell under the 

control of the AMA, and if the attainment of a medical license was contingent on graduation 

from an AMA sanctioned school, then the organization essentially would gain hegemony over 

the entire medical landscape and its doctors.  It would also enable the AMA to extirpate “quacks” 

and non-white providers from mainstream medicine, as had been its foundational goal. 

Establishing a Committee of Education (COE) the AMA called for minimal standards of 

education and, between 1905-8, inspected and ranked all 160 American medical schools, 

declaring only 82 to be worthy of survival (the specifics of which it did not publicly disclose for 

 
229 Frank Billings, “Medical Education: Address to the AMA Meeting,” JAMA May 9, 1903, XL(19), pp. 1271-6. 
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fear of being accused of conflict of interest) while insinuating to its members that the current 

educational state in medicine was a crisis that needed to be repaired immediately.  In the 1906 

AMA Transactions, the COE states that it will survey medical schools and present its findings to 

State medical boards to push them to subscribe to a standard template of higher education and to 

purge proprietary schools.  “If we are to raise the standard of medical education in this country to 

a point where it ranks with the other great countries of the world, the medical school for profit 

must cease to exist,” stating that in lieu of national standards the AMA’s role is to demonstrate to 

state boards “all the evidence of existing conditions” since “publicity is often the best cure of an 

evil.”  All but two African American medical schools (Howard and Meharry) fell on the AMA’s 

failure list in each of its surveys. An article in the 1907 Cleveland Gazette praises the surveys, 

pointing to the need to close poor schools since “3,000 incompetents are being dumped onto the 

unsuspecting public each year.”  The article does not mention African American schools, 

demonstrating how well the AMA concealed one of the primary results of the survey: sounding 

the death knell of African American medical education.230 

Many prominent orthodox doctors, such as Johns Hopkins founder and director William Welch 

who presided over the AMA in 1907 and helped drive its Progressive restructuring, studied 

pathology in Germany and became infatuated by the basic-science, rigid, top-down German 

medical system.231  Johns Hopkins served as a model of what Progressive reformers sought to 

 
230Cleveland Gazette (9/21/07), p. 4; Transactions of the AMA,1906, pp. 5-7; Transactions of the AMA, 1905, p. 
270; Starr, pp. 110-18; Burrow, pp. 27-35; Fischbein, p. 265; Byrd, An American Health Dilemma Part Two, pp. 
92-3; Todd Savitt. “Abraham Flexner and the Black Medical Schools.” Journal of the National Medical 
Association 98, no. 9 (September 2006): pp. 1416, 1418. The AMA itself never addressed black medical 
schools or black education in its journal or published transcripts, but the survey did fail most of the black 
medical schools, only 7 of which had even survived to this point due to the high failure on state licensing 
exams.   
231 Donald H Fleming, William H. Welch and the rise of Modern Medicine, (Baltimore, MD: Johns Hopkins 
University Press, 1954), pp. 45-56, 103-5; Bliss, p. 170. 
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develop in America using a German template.  During the early 1900’s Welch attempted to 

transform Hopkins into an institution centered on basic science education and laboratory studies, 

with full-time research faculty being the only teachers during the first two years, and clinical 

hospital-based full-time faculty teaching students the final two years.232  This is the template he 

and other AMA leaders intended to imprint on the entire nation. 

But Hopkins had on its faculty another orthodox physician—perhaps the most renown in 

America—who eschewed Germany’s formulaic approach to medical education and who 

maintained control over the Hopkins curriculum until he departed in 1903.  Never a member of 

the AMA, someone who rejected racial science and Eugenics, William Osler thwarted Welch’s 

transformation of Hopkins for many years. Osler and others, including Dr. Francis Peabody of 

Harvard—another institution targeted by Progressive medical reformers as a potential blueprint 

for Germanic reforms—rejected the absolutism of German science and relied on part-time 

practicing clinical teachers throughout the medical student experience.  Osler eschewed the 

notion, promoted by the AMA and promoted by German-educated doctors like Welch, that 

medicine was an unassailable science in which universal truths could be determined in the lab, 

saying that “medicine is the science of uncertainty,” and telling his medical students that, “if you 

want a profession in which everything is certain, you had better give up medicine.”  Because of 

Osler’s renown and popularity, Welch could not institute changes in the German mold while 

Osler taught at the school.233   

 
232Abraham Flexner Letters, Library of Congress, Box 17, letter to Pritchett 1905. In a letter, Abraham Flexner 
notes that as a representative of the Carnegie Foundation he visited Hopkins and Welch in 1905 and offered 
Hopkins a million dollars to survey the school and use it as a template for subsequent surveys. 
233 Thomas Neville Bonner, Iconoclast: Abraham Flexner and a life in learning. Baltimore, (Johns Hopkins 
University Press, 2002), p. 88; Bliss, p. 379.  German medical science advocated a belief that all disease is 
measurable, that students should be trained in physiology (basic science) and stray from the subjective 
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When Osler left the school in 1903, Welch fired the part-time faculty (most of whom had been 

hired by Osler) and instituted the lab-based program he had coveted, something that became a 

model for national reform through his position at the AMA. Corporate money, especially from 

the Rockefeller Foundation—where Welch worked—enabled the school to be completely 

transformed, exorcising Osler’s clinical focus in the process.234 

Many AMA leaders like Welch knew that the first step in convincing Progressive reformers to 

place control of American medical education in the hands of the AMA was to reveal the scope of 

the problem, and thus the AMA’s surveys of the nation’s medical schools became top priority.  

The leader of those surveys, NP Colwell, wrote: “Medical research is the very soul of medical 

education; without it, the medical school is a mere machine, teaching the discouraging facts 

regarding morbid processes, sickness, and death without the inspiration of encouragement and 

hopefulness which comes from delving after new truths and from the discovery of new methods 

of alleviating disease and pain.”235  It became clear that the AMA would rank medical schools 

based on this concept, as its focus moved from approving good schools to establishing uniform, 

scripted research facilities with full-time faculties.236 

The AMA and corporate foundations shared similar Progressive goals: shut down schools that 

trained “unqualified” doctors—including women, African Americans, and homeopaths—and 

 
whims of patient accounts, and that there was always a single right answer for every medical conundrum that 
could be discovered only in the lab and by doctors trained in the lab.   
234 Abraham Flexner Letters, Library of Congress, Box 13, “The history of the Full time clinical Teacher,” 
3/24Letters by Abraham Flexner point to the greed of practicing doctors, many of whom teach students, as 
the primary obstacle toward progressive medical reform.  Because of “no restrictive legislation [and] no 
educational standards,” doctors gained money and power by “exploiting medical education for personal and 
professional gain….”  . 
235 NP Colwell, COE annual report, 1913, AMA Archives,pp 44-8.  Colwell also discussed the high cost of such 
changes but relies on state funds and corporate foundations contribute.   
236 “A History of the COE,” by Victor Johnson, MD, 1947, AMA archives, pp. 2-8.  Johnson stressed the goal of 
uniformity of the curriculum based on European models.  He states the “ideal standards” of medical 
education that have already been implemented in Europe, especially Germany.   
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build up a national research infrastructure controlled by the AMA and financed by corporations.  

The new medical school curriculum and structure sanctioned by the Report had not been 

something ever publicly discussed by the AMA prior but was something the AMA accepted as 

part of its bargain with large foundations that promised to foot the bill.237  To accomplish its 

educational objectives, then, the AMA allied with corporate interests, primarily the Carnegie and 

Rockefeller foundations, who similarly sought to transform American health care into a research-

based apparatus also emulating the German medical mode.238  Again, silences about race clutter 

both AMA and Rockefeller GEB archives. In neither organization’s transactions are schools 

targeted based on explicit racial criteria, nor is mention made of any need to preserve African 

American medical schools to help train doctors who would work with African American patients, 

as had been happening for fifty years.  Rather, all schools fell under a single rubric that valued 

medical research rather than clinical training.239 The educational thrust of AMA reform aligned 

with its licensing agenda: only doctors from sanctified research schools could be licensed.  And 

since the AMA and its local affiliates now directed licensing laws in most states, and since the 

AMA with its corporate partners controlled which schools would survive and thus attained power 

over their status, Nathan Davis’s vision of the AMA as the hegemonic leader of American 

healthcare became a reality. 

 
237 Robert Hudson, “Abraham Flexner in Perspective: American Medical Education, 1865-1910.” Bulletin of the 
History of Medicine 46, no. 6, (November 1, 1972): pp. 554,560.   
238 Star, pp. 121-2; Byrd, An American Health Dilemma Part Two, pp. 62-3.  
239 A thorough review of GEB annual reports between 1902-1920, Rockefeller Foundation Archives, accessible 
at 
https://dimes.rockarch.org/objects/Bntd2Xu9Cv82iUYHogNyZc?category=&limit=40&query=general%20edu
cation%20board, shows depictions of medical schools based on their research capacity, focusing on larger 
schools that have requested or allocated money to research transformation.  Details of some of these 
schools are found later in this paper. 

https://dimes.rockarch.org/objects/Bntd2Xu9Cv82iUYHogNyZc?category=&limit=40&query=general%20education%20board
https://dimes.rockarch.org/objects/Bntd2Xu9Cv82iUYHogNyZc?category=&limit=40&query=general%20education%20board
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Thus, the first decade of the twentieth century proved to be the most profound in the AMA’s 

history.  Lacking a truly ideological foundation beyond its commitment to a white Progressive 

orthodox framework borrowed from Germany, the AMA reformed its internal cogs of control to 

place more power in its Chicago national office and used its journal and national meetings to 

unite its white male orthodox base while increasing its financial solvency.  Because it gained 

traction to help mold the pharmaceutical industry, malpractice laws, medical education, and 

licensing laws, American doctors after 1911 benefited financially and professionally from AMA 

membership.  Those denied such membership suffered from reduced access to the orthodox 

medical infrastructure.240  Powerless in the late 1800’s, between 1900 and 1920 the AMA 

increased its membership from 8400 doctors to 83,000 doctors and reigned as a monopoly over 

the education and regulation of medical providers in the country.241 

After its reforms, the AMA’s rigid, progressive, top-down bureaucracy pushed African American 

medical professionals farther out of its orbit.  Historian Yuval Noah Harari shows that in 

bureaucracies intersubjective norms help to empower those with authority often by marginalizing 

those deemed to be outsiders or others.242 The AMA’s medical-racial script had already isolated 

 
240 Fishbein, pp. 240-260. According to the AMA historian Morris Fishbein, the consolidation did not come 
without pushback by proprietary medical schools, patent drug manufacturers, and alternative medical 
providers.  Such groups waged multiple lawsuits against the AMA which he calls “the cries of the wounded” 
and stood as “difficulties that are likely to besiege crusades at all times and in every generation.” He also 
states that in 1910, under Welch’s presidency, several “wounded “groups brought anti-trust legislation 
against the AMA, representing “the first organized attack on the AMA as a medical trust.”   Clearly such 
concerned efforts to slow the AMA’s progression demonstrates its perceived power by 1910. 
241“The American Medical Association: Power, Purpose, and Politics in Organized Medicine.” The Yale Law 
Journal 63, no. 7 (May 1954): pp. 938-9, 945-63, 969-76, 986, 1004, 1019. https://doi.org/10.2307/793404; 
Byrd, An American Health Dilemma Part Two, 2002, pp. 86-7; Burrow, p. 49. By 1950, a report on the history of 
the AMA could declare: “In its hundred-odd years of existence the American Medical Association has attained 
a position of undeniable authority and influence over medical affairs.  The power of organized medicine 
affects not only the physician but also everyone who requires the assistance of the healing arts.”  The report 
delineates the components of the AMA’s power, all of which derived from the mechanizations of control that 
the organization built between 1900 and 1920.   
242 Harari, Nexus, pp. 50-1.   

https://doi.org/10.2307/793404
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the African American medical class through its silences and exclusion, something that now had 

teeth.243  As it opened its door to “quacks,” it continued to remain silent on race, never 

acknowledging the African American medical class or conferring with the NMA.  Little in the 

African American press or in the testimony of African American doctors speaks about their 

exclusion from the AMA’s Progressive tide, even though the NMA perceived itself as a 

Progressive organization worthy of the AMA’s attention. One article in the African American 

press in 2007 does allude to the AMA’s exclusionary policy.  The article mourned the death of 

African American doctor Augusta Bernays, states that despite his accomplishments “he was not 

considered by the American Medical Association as worthy of membership in that organization,” 

stating that “though he saved thousands of lives; though other physicians had profited by his art; 

this brilliant surgeon, the great and able man, has during all those years been an outcast—a 

medical ‘scab’—not recognized as ‘ethical’ or worthy of fellowship by that body of physicians 

banded together in the American Medical Association.”244  Did Dr. Bernays apply for 

membership in the AMA or his local society in St. Louis?  Did other doctors apply?  This we 

simply do not know, and beyond this reprimand of the AMA’s racial exclusion, I have found no 

other similar documents. As it looked forward and tightened its reins of control, its silences only 

grew louder, pushing African American doctors and bodies farther onto an island of 

insignificance.245 

 
243Fischbein, p. 218. Interestingly, despite a silence about African Americans, JAMA did editorialize about 
women, which the AMA continued to prohibit from membership.  The Journal editorial stated in 1902 that 
“when a critical case demands independent action and fearless judgment, man’s success depends on his 
virile courage, which the normal woman does not have nor is expected to have.”. 
244 Cleveland Gazette, Sept 14, 2007.   
245 Despite its embrace of eugenics, no AMA documents overtly disparage African Americans, as a careful 
review of transactions and JAMA articles from 1900-1920 reveal.  In fact, even in diseases often discussed in 
relation to blackness, such as Tuberculosis, Syphilis, and Yellow Fever, AMA documents reveal no mention of 
African Americans in their evaluations of these diseases.  In the medical treatises of Victor Vaughn on 
infectious diseases (1921), WW Kline’s pamphlet of antisepsis (1913), W. A. Pusey’s discussion of syphilis 
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The AMA and Progressive Eugenics: A More Expansive Medical-racial Script 

William Welch stands today as the pinnacle of medicine’s advancement from a discredited and 

nonscientific profession into one that became on par with European excellence.  His statues line 

the Johns Hopkins medical campus, and the medical school’s library is named after him.  He 

served as president of the AMA in 1907 after he had persuaded the organization to conduct 

surveys of medical schools and reform its Constitution and code of ethics.  He adhered to the 

German Progressive sprit of medical education, never wavering in his goal to imprint a Hopkins-

like template upon the entirety of American medical education and practice. He is largely 

credited with spearheading the Flexner Report and tying the AMA’s resurgence to corporate 

foundations such as the Rockefeller Foundation on whose board he served as President.  Welch’s 

achievements within and complementary to the AMA helped realize the AMA’s long struggle to 

control every tentacle of medical education and practice in the nation and imprint upon it a strict, 

unwavering, dogmatic orthodox stamp, one that is largely unchanged today. 

Rarely mentioned is that Welch, like many orthodox doctors, actively supported eugenic ideals 

and organizations.  Although his eugenic ties do not receive notice in his biography or any books 

that discuss his achievements, letters at the Hopkins archives, many stamped confidential, 

demonstrate his affinity for eugenic causes and his role in the eugenic movement, including 

being an officer in several eugenic organizations and a speaker at many prominent eugenic 

events.246  Whether this implicates him as a racist is moot since no doctor in the AMA orbit 

 
(1915), Charles Bass’s discussion of Malaria (1915), and Dr.  G Orgas’ pamphlet on Yellow Fever (1915) no 
mention is made of African Americans.  Accessed from AMA archives. 
246 Alan Mason Chesney Medical Archives accessed October 17, 2023.  Box 63, Folder 11, Nov 1929, lists 
William Welch as primary speaker at Mental Hygiene 20th anniversary, and was quoted as saying it was “a 
really historic occasion.”  Box64, folder 8, Feb 11, 1933. Letter from Welch (no addressee) where he signs it as 
Honorary President of the American Foundation for Mental hygiene and writes: “This year marks the 25th 
Anniversary of the founding of the mental hygiene movement, with which I have had the privilege of being 
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explicitly proclaimed racist intent even as they pursued a medical-racial script.  Nothing in his 

biography or his writings indicate he outwardly opposed African American medical education, 

but again, as a Progressive professional in the German tradition, his eugenic ties and adherence 

to AMA’s medical-racial script likely implicate him as insisting on white male 

professionalism.247  Certainly he never entertained the notion of including African-American 

students or faculty in his Hopkins mecca; Hopkins did not accept an African American medical 

student until the 1960’s. 

Welch worked with corporate philanthropies, not only presiding over the Rockefeller Foundation 

General Education Board (GEB) but also delegating the allocation of GEB money to support the 

medical institutions declared solvent by the AMA surveys and Flexner Report. As letters from 

the Johns Hopkins archives demonstrate, he helped shape funding priorities centered around 

research, not clinical education or charitable benevolence.248  Thus in Welch we see a doctor 

imbued with German Progressive science; one who used his positions at Hopkins, the AMA, and 

the Rockefeller foundation to shape medical education in the German direction; one who 

 
identified in an active way since its very inception.”  Box 61, Folder 20/IIB, April 20, 1923, letter from Eugenics 
Committee of the United States to Dr Welch asking him to review the committee’s annual report.  Second 
letter Oct 10, 1923, asking Dr. Welch on which committees he would like to serve. Box 11, Folder 11, March 
22, 1920, letter from Charles Davenport, chairman of the Eugenics Committee, to Dr. Welch stating that Dr. 
Welch has been elected to the general committee. 
247Jacalyn Duffin, "William Osler: Saint in a 'White Man’s Dominion,'" Journal of the History of Medicine and 
Allied Sciences 55, no. 2 (2000), pp. 123–152.  Johns Hopkins medical school did not admit its first African 
American medical student until the 1960’s and it is unknown if any applied.  However, if we are going to 
implicate Welch for that act, we too would have to do the same to William Osler, a man who never uttered a 
public word to endorse for African American doctors and who is quoted to have said derogatory comments 
about non-white people (although not doctors).  Nor is there evidence that he attempted to integrate 
Hopkins.  Despite the feud between Welch and Osler as to which direction orthodox medicine should take, it 
is likely that both men equally embraced orthodoxy’s racial script given its penetration into all arenas of 
orthodox medical education and practice, although neither spoke of this on record. 
248 Alan Mason Chesney Medical Archives accessed October 17, 2023.  Box 66, Folder 13.  October 23, 1913.  
Letter from Welch as part of Rockefeller Foundation doling out money to Harvard to be in compliance with 
stipulations of Flexner Report. Second letter Oct 21, 1913, by Welch (on Hopkins administration committee) 
to the General Education Board (on which he served) requesting $50,000 for laboratory upgrades. 
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presided over the AMA and helped to engineer its control over the medical apparatus; and one 

who harbored eugenic beliefs.  Indeed, Dr. Welch embodies the AMA’s Progressive trajectory 

and ultimate success after 1911, as well as its foundational medical-racial script that evolved into 

a Progressive eugenic scientific norm. 

As a normalized scientific discipline that infiltrated research labs, universities, and medical 

schools, eugenics expanded orthodox medicines’ racial gaze into the general community, into 

academia, into the popular press, and into policy decisions.  Eugenics did not originate in the 

United States but found its most enduring home there.249  The very core of eugenic belief—that 

“lower” races posed a threat to the dominant white race—mirrored orthodoxy’s script across 

many planes, especially in perceiving African Americans as medically dangerous (genetically 

and as disease spreaders) and unworthy of being the beneficiaries of Progressive reforms. 

Progressive eugenicists utilized extant medical-racial scripts to create a more codified racial 

science, one less covert than the AMA’s intersubjective dogma. Historian David Southern states 

that “Eugenics appealed to tough-minded Progressives because it was reformist, involved the use 

of government, and was seemingly based on cutting-edge science.  Before the Nazis gave 

eugenics a bad name, it was a kind of secular religion in America.  Between 1910 and 1914 more 

articles appeared on eugenics in Progressive journals than on slums and poverty.”250 Progressive 

scientists assured that by the end of the first decade of the twentieth century eugenics had been 

fully normalized in American society as verified scientific truth.251 

 
249 Willoughby, Masters of Health, pp. 2-13, 100-119, 183. 
250 Southern, p. 50.   Edward Larson, Sex, Race, and Science: Eugenics in the Deep South (Baltimore: Johns 
Hopkins University Press, 1995), pp. 30-1. Larson writes that “Eugenics appealed to the progressive mind” 
because “the progressive response called for the application of scientific expertise to the problems” they 
sought to eradicate.   
251 Daniel J. Kevles, In the Name of Eugenics: Genetics and the Uses of Human Heredity (Cambridge, MA: 
Harvard University Press, 1985), pp. 59-69.  Kevles states that Eugenics became like a “religion as much a 
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Just as the AMA’s medical-racial script helped orthodox doctors remain cohesive, so too did 

eugenics become a unifying dogma of Progressives, one that provided a scientific framework for 

their reform agenda.  Progressive eugenic truths placed African Americans at the bottom of a 

racial hierarchy that made them seem unredeemable, a fact that Progressive reformers believed to 

be embedded in scientific fact.  According to Southern, Progressive intellectuals imbibed racial 

science in school and they perceived it to be a proven truth that paved a path to human 

betterment.  “At college, budding Progressives…read racist tracts that drew on the latest 

anthropology, biology, psychology, sociology, genetics, eugenics, and medical science.  

Everything in the education of Progressives militated against them treating blacks as equals.”  

The penetration of orthodoxy’s medical-racial script into all areas of academic thought pushed 

Progressives away from trying to help a race that science had already condemned.252   

Across the medical and reformist landscape, Progressives spoke in a Eugenic voice that became 

widely accepted.  Two prominent Progressive reformers who helped to advise Senator 

LaFollette—Edward A. Ross and John R. Common—used Eugenic science to demonstrate that 

racial degeneration limited the ability of African Americans to partake in reforms.  Multiple 

historians—including William Archibold Dunning of Columbia (who influenced an entire school 

of thought) and Ulrich Bonnell Phillips from University of Wisconsin—wrote historical tracks 

about slavery and reconstruction in Eugenic terms, deeming African Americans to be in need of 

white succor.253  Ray Stannard Baker, a muckraking journalist who studied African American 

communities, concluded that African Americans were “densely ignorant, and have little or no 

 
part of the secular pieties of the nineteen-twenties as Einstein’s craze.” He labeled Eugenicists a “modern 
priesthood” intend on spreading the gospel to students and the masses. 
252 Leonard, pp. 49-50, 112, 124; Southern, pp. 47-50, 57-63.   
253 William Archibald Dunning, Essays on the Civil War and Reconstruction and Related Topics (New York: 
Macmillan, 1898); Ulrich Bonnell Phillips, American Negro Slavery: A Survey of the Supply, Employment, and 
Control of Negro Labor as Determined by the Plantation Regime (New York: D. Appleton and Company, 1918). 
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appreciation for the duties of citizenship.”254  And Frederick Hoffman, one of the pioneers of 

health care insurance reform, felt that African Americans were inherently lazy and doomed to 

become extinct when exposed to scientific scrutiny.255  Even the founder and editor of the 

muckraking McClure’s Magazine—Southerner S.S. Mclure—believed that African Americans 

caused many of the problems that plagued society.256 

Progressives internalized a racial dialectic stipulating that those unredeemable and genetically 

inferior impeded the overall progress of an advanced, scientific, professionalized society, 

justifying African American exclusion from Progressive reforms.  Historian Thomas Leonard 

notes that “The new discourses of eugenics and race science recast spiritual or moral failure as 

biological inferiority, making old prejudices newly respectable and lending scientific luster to” 

those who defended the racial economic order.  Some Progressives, he states, believed that health 

care and other services should be withdrawn from African Americans lest they propriate and 

sully the American gene pool.257  Although spoken in a eugenic voice, these ideas had formed a 

bedrock of orthodox medical reality forever. 

Progressive racial views appealed to American orthodox doctors who had been practicing with a 

medical-racial gaze since their colonial origins.  Eugenics permeated all orthodox medical 

schools and medical creeds, North and South, and gripped much of the medical and academic 

world by the end of the nineteenth century.258  Dr. Paul Barringer, William Welch’s student and 

 
254 Ray Stannard Baker, Following the Color Line: An Account of Negro Citizenship in the American Democracy 
(New York: Doubleday, Page & Company, 1908), p. 204. 
255 Frederick L. Hoffman, Race Traits and Tendencies of the American Negro (Philadelphia: University of 
Pennsylvania Press, 1896); Leonard, p. 120. 
256 Southern, p. 59. 
257 Leonard, pp. 49-50, 121-24.   
258 Southern, pp. 49-50, shows that in the progressive era both doctors and psychologists adhered to racial 
science and propagated it, stating that “medical doctors preached that humanitarian notions of equality 
must not be allowed to cloud racial thinking.”  See also Edward Larson, Sex, Race, and Science, pp. 31-2, 49-
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chairman of University of Virginia medical school, epitomized the new eugenic spirit in 

orthodoxy.  A devout Progressive who called himself a “scientific redeemer,” Barringer used the 

validated scientific ideal of innate African American inferiority to demonstrate why they were 

more prone to crime, did not have the mental capacity to engage in higher education, and stood 

as a biologic threat to whites by spreading their unique diseases.  Historian Gregory Dorr writes 

that Baringer and other Progressive medical eugenicists believed that “until that race died out… 

they posed a public health threat; the ‘public,’ of course, was implicitly construed as white.”259  

Eugenic science not only defined the deficiencies of African Americans but also provided 

justification for their separation from white society, something very much in line with the AMA’s 

own covert views. 

Eugenic racial principles cluttered American medical journals and became regular parts of 

American medical meetings, including at the AMA.  If the AMA’s medical-racial script 

marginalized African American doctors since colonial days, eugenics brought those ideas into an 

open, reformist, intellectual context.   Progressive physicians such as Dr. Robert Bean, who used 

eugenic concepts to codify Morton’s craniology and prove African American inferiority, and 

prominent University of Virginia physician James Bardin, who utilized Eugenic science to prove 

the fixed biologic inferiority of African Americans, harkened back to older racial science to 

justify Progressive neglect of African Americans as an unredeemable race.260 One historian notes 

that “The triumphs of nineteenth-century science had created an unshaken confidence in the 

 
56, who shows that Southern physician embrace of Eugenics came later than that of Northern Physicians, but 
that it penetrated most medical schools and medical societies in the South. 
259 Gregory Michael Dorr, Segregation’s Science: Eugenics and Society in Virginia (Charlottesville: University of 
Virginia Press, 2008), pp. 44-7. 
260 Robert Bennett Bean, "The Negro Brain, with Diagrams," The Century Magazine, (September 1906), pp. 
365–373; James Bardin, "The Psychological Factor in Southern Race Problems," Popular Science Monthly 83 
(October 1913), pp. 368–374. 
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accuracy of science, and the application of ‘sound’ scientific theories to preexisting cultural and 

social prejudices promoted a medicalization of racism, where science increasingly had ‘to be 

understood as social phenomenon.’”  This perception became accepted dogma during the 

Progressive Age when most doctors in the nation openly espoused eugenic principles.261  It was 

not new, but for the first time, it became overtly stated as an undeniable truth. 

Eugenics stood in step with the AMA’s goal of establishing a uniform scientific dogma.  As 

Harvard psychologist and eugenicist Robert Yerkes said: “Theoretically man is just as 

measurable as a bar of steel.”262 Nothing encapsulates the AMA’s Progressive orthodoxy as does 

Yerkes’ truism, since the AMA’s new conception of medicine transpired in the lab to discover 

fixed truths, not at the side of doctors who focused on subjective patient complaints.  Eugenics 

and orthodox medicine in the Progressive era erased complexity and nuance in health by creating 

rigid definitions of normal only discoverable by well-trained and well-regulated white orthodox 

research doctors.   

The corporate foundations with which the AMA worked to reform medical education also 

supported eugenic projects.  Carnegie himself advocated the precepts of eugenic science and 

helped to fund Davenport’s influential eugenic lab in Cold Spring Harbor, New York.  The 

 
261 Leonard, pp. 110-114; Kevles, pp. 75,83; Byrd, “Race, Biology, and Health Care: Reassessing a 
Relationship.” Journal of Health Care for the Poor and Underserved 1, no. 3 (December 1990): pp. 30-2, 286-7; 
Dorr, pp. 79-81, 110-11; W. Michael Byrd and L A Clayton. “Race, Medicine, and Health Care in the United 
States: A Historical Survey.” Journal of the National Medical Association, (March 2001): pp. 195-6; Andrea 
Patterson, “Germs and Jim Crow: The Impact of Microbiology on Public Health Policies in Progressive Era 
American South.” Journal of the History of Biology 42, no. 3 (2008): pp. 530-2, 549; Byrd, An American Health 
Dilemma Part Two, 2002, p. 39 re progressive embrace of racial science and Eugenics, and pp. 65-74 where 
he writes: “physicians and the institutions they controlled became integral willing participants in the 
eugenics” of the early twentieth century and that “Virtually all white physicians of the era approved of positive 
eugenics.”   
262Robert Yerkes, "Testing the Human Mind," The Atlantic (March 1923), pp. 358-70. 
https://www.theatlantic.com/magazine/archive/1923/03/testing-the-human-mind/647416/; Daniel Okrent, 
The Guarded Gate: Bigotry, Eugenics, and the Law That Kept Two Generations of Jews, Italians, and Other 
European Immigrants Out of America (New York: Scribner, 2019), p. 248. 

https://www.theatlantic.com/magazine/archive/1923/03/testing-the-human-mind/647416/
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Rockefeller Foundation (although not the GEB) financed many eugenic enterprises and funded 

eugenic education in colleges. Schools like Hopkins and Harvard—the very institutions lauded 

by Progressive medical reformers—harbored many eugenic scientists and received money from 

the Rockefeller Foundation for their pursuits.263 

It is difficult to know how many lectures regarding racial science and eugenics found their way 

into AMA conventions although we know that the AMA demonstrated an overall favorable 

perception of eugenics and invited many eugenicists to its conferences throughout the twentieth 

century.264  In 1910 JAMA published an article tying syphilis to the abhorrent biology of African 

Americans, provoking the ire of the NMA’s C.W Roman.  Roman did not assail the AMA or the 

journal for harboring racial bigotry, but rather he derided doctors who espoused racial science, 

something he labeled “Dementia Americana.”  “Passion supersedes judgment, prejudice usurps 

the throne of reason, and opinion subverts evidence,” he wrote.  “The pathognomonic symptom 

of Dementia Americana is that in reasoning on the Negro question the victim takes the position 

antipodal to reason, fact, and experience.”265  Roman, as did most members of the NMA, focused 

his lens on doctors, not institutions, seeming to assert that the AMA even at this juncture could 

help misled doctors to understand the benign uniformity of orthodox medicine.  Clearly he did 

not fully appreciate the depth of the AMA’s own medical-racial script. 

 
263 Keyles, pp. 55-60, 69; Daniel Okrent, The Guarded Gate: Bigotry, Eugenics, and the Law that Kept Two 
Generations of Jews, Italians, and Other European Immigrants Out of America (New York: Scribner, 2019), pp. 
25–28.  
264 1. Wendy Kline, Building a Better Race: Gender, Sexuality, and Eugenics from the Turn of the Century to the 
Baby Boom (Berkeley, CA: University of California Press, 2005), pp. 67-78; “The Science of Eugenics,” JAMA, 
XLIX, 20, (November, 1907): pp. 1680-1; “Eugenics,” JAMA, L, 8, (February 2008): p. 613; “A bibliography of 
Eugenics,” JAMA, 82, 16, (April, 1924): p. 1292. 
265 Thomas Murrell, Syphilis and the American Negro,” JAMA LIV, 11, (March 2010): pp. 846-9; C.W. Roman, 
“Seeing Red,” JNMA 2, 2, (June 2010): pp. 104-6.   
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Two years later JNMA twisted eugenics to its advantage, arguing that outbreaks of “black” 

diseases needed to be addressed lest they spread to white people; this became a tool used by 

African American doctors to coax the white medical profession into cultivating a vibrant African 

American professional medical class as a means of averting the spread of disease from African 

Americans to whites, ironically mimicking the AMA’s own medical-racial script. Several African 

American intellectuals, including W.E.B DuBois, espoused eugenics as a way to repudiate 

racism.  He believed that 10% of whites and 10% of African Americans possessed superior genes 

and should dominate over the other 90% of each race.  According to historians Gregory Michael 

Dorr and Angela Logan, DuBois believed that “while the races were biologically equal, that did 

not mean that there were not fit and unfit individuals within each race—merely that the races, as 

groups, defied hierarchical organization.”  He believed that the talented tenth from each group 

should marry and have children, evoking what he labeled as assimilationist eugenics, confirming 

“the rule of inequality.”   Another African American scholar Kelly Miller similarly twisted 

Eugenic thinking to confront racism, claiming that a small segment of all races were genetically 

superior people.266   

Syncing its medical-racial script with eugenic ideals did not require the AMA to reach deep into 

its ideologic pockets.  Its racial silences did not cease, but it supported and allied with various 

eugenic doctors, organizations, universities, and foundations.  Historian Douglas Haynes states: 

“A number of studies on the rise of national profession in the postbellum period have 

documented the relationship between white power and black subordination in defining 

 
266 “Health and Disease,” JNMA, 4, 2, (June, 2012): pp. 142-3; Patterson, p. 542; Dorr, Segregation’s Science, 
pp. 158-9; Kelly Miller, "Eugenics of the Negro Race," The Scientific Monthly 4, no. 1 (July 1917): 58–59; W.E.B. 
Du Bois, "The Talented Tenth," in The Negro Problem (New York: James Pott & Co., 1903); Dorr and Logan, 
“Quality, Not Mere Quantity, Counts: Black Eugenics and the NAACP Baby Contests,” in A Century of Eugenics 
in America, ed. Paul A. Lombardo (Bloomington: Indiana University Press, 2011), pp. 68–77.  
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professional identity (i.e, medical expertise, knowledge, and authority) as white.”267  Certainly 

the AMA understood this well, even if maintained its own racial ideas as a covert script, one not 

spoken or enumerated as part of its policy agenda.  If eugenic ideas litter JAMA, no words about 

the African American medical class, or African American difference, find their way into AMA 

publications.  Only with the Flexner Report did the AMA’s medical-racial script gain a voice, but 

the AMA maintained its distance from that document, even if its leaders scripted it. 

Thus, the rise of the AMA as a Progressive bureaucracy and its embrace of eugenic principles 

stood side by side, both complementing each other and quietly justifying the exclusion of the 

African American orthodox medical professional class from its gaze.  Still, a vibrant professional 

African American class persevered, with its own national society and journal, and with several 

hundred orthodox doctors peppered across the land.  For the white male medical caste to be 

codified, and for the AMA to be the hegemonic leader of American medicine, it needed to 

prescribe a disciplinary tool that extirpated “dangerous” doctors from the medical mainstream, 

including those not white or male.  The Flexner Report proved to be that biopolitical tool, and by 

using it in conjunction with the power of state licensing boards and corporate philanthropies, the 

AMA gained full control over the American system by 1911, volitionally eviscerating the African 

American professional class in the process. 

The Flexner Report as a Disciplinary Racial Tool 

The AMA laid the foundation for a revolutionary revamping of the medical education system by 

surveying each of the United States’ medical schools from 1900-3 and establishing a norm for 

what constituted a passing grade. Yet, merely ranking schools meant nothing without some teeth 

 
267 Haynes p. 172. 



127 
 

whereby graduation from certified schools impacted pragmatic outcomes such as the ability of 

graduates to be licensed.  Also, given that the rubric to determine the quality of schools reflected 

their compliance with the German model—stressing basic science, research facilities, and full 

time research faculty—schools required massive funding for transformation and solvency.  

Unless schools believed that the AMA rankings had serious repercussions for their survival and 

for their graduates’ ability to excel, and unless they had access to requisite funding, no school 

would march down the road of reform. 

Hence, behind the scenes, the AMA orchestrated an alliance of academia, corporate 

philanthropies, and medical licensing agencies, all of which became the nidus of the 1911 

Flexner Report.  The report’s firm focus on research as the engine driving a new corporate-

funded American healthcare infrastructure emerged as the AMA’s Zeitgeist moving forward.268  

Backed by the nation’s largest Progressive medical organization, endorsed by two of the nation’s 

largest corporate philanthropies, and tied to licensing on a State level, the AMA hoped that the 

Flexner Report would effectuate the disciplinary teeth that it had not been able to voluntarily 

enforce.  Once the Report achieved the blessing of the Progressive press and state licensing 

agencies, it would be the hammer to assure the nation’s white orthodox doctors fell into the AMA 

orbit.  As for African American orthodox doctors, the AMA’s medical-racial script, which found 

its way prominently into the Report, assured that at best they would remain on the fringes in the 

new corporate-financed AMA-directed American medical system.  

 
268 Robert Hudson, “Abraham Flexner in Perspective: American Medical Education, 1865-1910.” Bulletin of the 
History of Medicine 46, no. 6, (November 1, 1972): pp. 554,560.  As Hudson notes, the origins of the report 
remain hazy, and indeed it is unclear if members of the AMA had been discussing with organizations such as 
the Carnegie Foundation (which sponsored the report) and Rockefeller Foundation (which pledged money to 
help finance the Report’s outcomes) a means of instituting change based on the outcomes of past AMA 
school surveys.   
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In 1908 the Carnegie Foundation, working with the AMA, chose an unknown educator named 

Abraham Flexner269 (whose brother, Simon, taught research medicine at Johns Hopkins with 

William Welch and presided over the Rockefeller Foundation GEB) to survey and rate all 

American medical schools, essentially regurgitating the AMA’s own past surveys. The 

attachment of Flexner to Welch as a mentor and as the true embodiment of German medical 

Progressivism is brought out by many of Flexner’s letters in which his adulation for Welch and 

Welch’s template at Hopkins is very apparent.  In allocating foundation money, he took the 

counsel of Welch, who Flexner perceived as an almost grandfatherly figure and whose German 

model at Hopkins inspired Flexner to perceive all school through Welch’s lens.270  The AMA’s 

Dr. Colwell (who had completed the three prior AMA surveys) joined Flexner on his journey to 

all American and Canadian medical schools, and they summarized their findings and 

recommendations in a 1911 Report that also established curricular reforms suggested by 

Carnegie Foundation President Henry Pritchett.271  The report’s publication in 1911 received 

acclaim by Progressive reformers and the Progressive media,272 and although the AMA 

 
269 Abraham Flexner letters, Library of Congress, Box 17; Letters of Henry Pritchett, , Library of Congress, Box 
8.  A letter by Abraham Flexner looking back on the report suggests that Henry Pritchett chose him to conduct 
the study “for reasons I shall never understand….” But too, his letters show that while working for the 
Carnegie Foundation under Pritchett he spent a great deal of time studying Hopkins and working with Welch.  
Letters by Henry Pritchett in 1909 to various people who had worked with Flexner stated that “Before asking 
Mr. Abraham Flexner to work here in connection with the study of professional education, I consulted with a 
number of persons concerning his ability and character.”  He states that “a number of criticisms have come to 
me about him, generally casting some doubt upon his judgment and indicating somewhat erratic tendencies.”  
Only one return letter is in the file, by a doctor from Harvard, stating that he “might be somewhat erratic and 
probably hasty in judgement, but a very able and valuable man for all of that.” This shows that as late as 1909, 
when the survey started, Pritchett still seemed concerned about choosing Flexner. 
270 Abraham Flexner Letters, Box 17, multiple folders Box 18, letter to Dr. Weaver, 5/23/55; Duffy, pp. 271-2.  
271 Burrow, pp. 34-5; Fischbein, pp. 897-9; Byrd, An American Health Dilemma Part Two, pp. 58-9, 92-8; 1. 
Bonner, pp. 73-88; Hudson, p. 556.   
272 Nevins, p. 69 shows that the report found its way on the front pages of most major US newspapers.  The 
New York Times, for instance stated that because of the report, medial “factories for the making of ignorant 
doctors” would finally disappear and be replaced by scientific, regulated institutions. 
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obfuscated its involvement in the endeavor, it both helped engineer it and used it as the template 

to oversee a new medical education system that it controlled.273  

Flexner ranked schools based on their adherence to the German model of education, their lab 

facilities and full-time research faculty, and their overall success in graduating licensed doctors. 

By these criteria, half of the nation’s schools received failing grades with the assumption that 

they could not remain open.  This included all the nation’s schools that trained women, all 

proprietary medical schools, all but two African American schools, and all homeopathic schools.  

Only orthodox lab-based medical schools survived the Flexner axe.274  Several letters between 

Pritchett and AMA Secretary George Simmons show that several schools sued both the AMA and 

 
273Victor Johnson, A History of the Council on Medical Education and Hospitals,” 1947, AMA Archives, p. 11; 
Fishbein, p. 111; Nevins, p. 72;  According to AMA historian Morris Fischbein, the idea for such a report 
emanated from a meeting of the AMA’s CME at its 1908 New York meeting, and the details of any curricular 
reforms would be left to the Carnegie Foundation and its President, Henry Pritchett. It was clear too that 
members of the Rockefeller General Education Board (GEB) would be involved, as would the AMA’s Dr. N.P. 
Colwell, who had organized the AMA’s three medical school surveys and would assist the new Carnegie 
survey as an unofficial advisor and not a representative of the AMA.   Nevins wrote that the AMA sanctioned 
the Carnegie study to derive an “independent and presumably disinterested support for its efforts.”  Nothing 
of this appears in the AMA transactions or in JAMA, but in his book on the history of the COE, AMA’s Victor 
Johnson states that “The Association was greatly strengthened in its struggle to improve medical education 
by this report from a neutral educational foundation of high standing,” the italics being added by me.  Pg. 11. 
274 Flexner’s Report spends its first 180 pages delineating the historical and theoretical structure that reform 
must take, including its exclusion of schools and doctors not adherent to German tradition.  It is illuminating 
how much this section mirrors statements by the AMA during past years.  As noted, AMA founder Nathan 
Davis wrote in an address to Rush Medical students in 1848 that “the poor boy” could achieve medical 
success if he worked hard enough, but that medical education should not be trimmed down so that those 
without means could attend schools, something he believed injurious to the medical profession.  Flexner 
writes too about “the poor boy” must work hard and be economical and then he can succeed, for “if poverty 
is to be a factor in determining entrance standards, just where does poverty cease to excuse ignorance?” (42-
4)  He only cites the AMA once, to correctly state that Nathan Davis started the organization primarily to 
regulate poor schools (10), but his argument flows from AMA philosophy, including the need to reduce the 
number of doctors and medical schools (14,49-50), to establish centralized control over medical education 
(146-51), to beseech State licensing boards to use the report to established uniform educational standards 
before issuing medical licenses (167-72), the need to imprint a German model of education on American 
medical schools (14, 25, 56), the elimination of “medical sects” like homeopathy (156-8), and the need for 
Foundational money to cover costs of improvement (133-9).  Stating its Progressive, beneficent, and scientific 
structure, Henry Pritchett of the Carnegie Foundation writes that “The object of the Foundation in undertaking 
studies of this character is to serve a constructive purpose, not a critical one.” (vii-xv) Yet the entire document 
is a justification for the elimination of most schools and students, all couched in the language of science. 
Abraham Flexner, “Medical Education in the United States and Canada,” 1910. 
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Flexner for slander after the report deemed them to be inadequate to graduate medical doctors or 

to be fixed.  “The only way these schools have to defend themselves is to enter suit,” Simmons 

wrote.  Speaking of St. Louis Medical school, he suggested: “For the sake of publicity I wish this 

school would follow up the suit.  What is needed now is to enlighten the public, to get the people 

interested in medical education.” 275  The Flexner Report received endorsement by state medical 

boards, the press, and the public, and so the AMA invited push-back to demonstrate why the 

failing schools should be allowed to perish for the sake of the nation’s medical system. 

By working to assure that State medical boards only granted licenses to doctors who graduated 

from approved schools, and by directing funding through corporate foundations to impose the 

AMA’s Progressive template on surviving schools, the report provided the AMA with the teeth it 

needed to fully institute its agenda.  The AMA’s COE worked closely with corporate foundations 

to establish where funding would flow.  The report’s stark findings immediately led to the 

closure of nearly half the nation’s schools, and many others needed substantial monetary gifts to 

become salvageable. Many of Abraham Flexner’s letters attest to the machinations of the funding 

process, something he helped to orchestrate.  In one letter, looking back at the report, he shows 

how Rockefeller Foundation money reformed some of the country’s more prestigious schools 

while turning its gaze away from others.  He suggested that once a few schools gained prestige 

and funding by instituting reforms others would follow suit.  “By expending a few millions, you 

will incite others to do the rest…. Don’t bother about the total cost.  Do one thing well, and 

emulation may be counted on to do the rest.  That is the lesson of history.  It is the lesson of 

science.”  276  New research institutions dwarfed smaller clinical institutions that could no longer 

 
275 Abraham Flexner Letters, Library of Congress, Box 19, 1910. 
276 Flexner letters, Library of Congress, Box 18, letter to Dr. Weaver, 1955; Box 13, folder B13, B19, B23; Box15, 
letter to Julius Rosenwald; Box 19, Folder “letters to Henry Pritchett 1915-1919.”.  In earlier letters Flexner 
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attract students, especially given new licensing regulations.  Once money buttressed larger 

schools and augmented their prestige, other schools did what they must to also acquire funding, 

which meant that they adopted the AMA template for reform.  The schools that did not inevitably 

failed. 

The logistics of funding and school survival fell under AMA control.  By becoming the arbitrator 

of licensing regulations, primarily through its State affiliates, the AMA could now assure that 

graduates from non-approved schools did not qualify to practice medicine in the country as 

licensed doctors, something that would expose those doctors to malpractice threats, the inability 

to attain hospital privileges or join State societies, and a diminution of status and salary.277  One 

of the AMA’s goals in reducing the number of schools and controlling them revolved around 

physician renumeration.  Fewer doctors with improved reputations translated into higher salaries, 

although the number of orthodox medical graduates remained fairly static for many years.278 

 
shows how much money is allocated to some of the more prestigious schools such as Columbia and 
University of Chicago, and the discussions between the foundations and the schools to assure that they 
make the requisite promises to change before receiving money, stating that Dr. Welch’s recommendations 
must be followed.   
277 Abraham Flexner Letters, Library of Congress, Box 19, 1913. Flexner, often critical of the AMA’s absolutism, 
received a letter from Pritchett who lambasted the AMA for being unwavering in its requirement for 
undergraduate studies, which he believed could not be instituted immediately in many schools, and that 
“instead of leading to a strengthening of the [medical schools] the requirement of the AMA is likely to 
weaken” them.   Both Pritchett and Flexner worried about the AMA’s desecration of their creation. 
278 Cowell, “Why is there a Shortage of Country Doctors,” 1927, AMA Archives; Flexner Report, pp. 45-6; Starr, 
pp. 124-5,141-4.  Salaries of physicians in 1900 remained low compared to other professions, averaging 
$750-$1500.  The adjusted salary (for economic changes, such as inflation) in 1928 was $6354. Cowell stated 
that in 1904 there were 160 medical schools, 28,000 medica students, and 5,000 graduates.  By 1929 there 
were 76 medical schools, 21,000 students, and 4,500 graduates.  He argues that the new medical school and 
licensing reforms would not impact rural areas, where many schools closed.  However, Paul Starr states that 
in fact the overall number of doctors declined markedly, especially doctors practicing outside of major 
metropolitan areas.    He also quotes Flexner who stated that the “graduates of the larger schools…could 
never be expected to settle in [poor and rural] communities,” and that poorer students seeking a medical 
education should not be given any preference to enter medical school unless he attained the qualifications 
and money to allow it. Citing the German example, he states that well-trained doctors “have scattered to the 
four winds,” and “will be found in our villages, just as one finds them” in Germany.   
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Eschewing tuition as a means of revamping schools, the Report and its foundational partners 

believed that only foundation funding could guarantee the expensive transformation process. 

Tuition proved a fickle and insufficient path to medical school transformation.  The high cost of 

full-time faculty and lab facilities necessitated a steadier form of funding, something that 

corporate foundations seemed willing to provide. It  

Much of the nidus for curricular change had been endorsed by both the Carnegie and Rockefeller 

Foundations to essentially produce research institutions, perhaps as a Progressive thrust to drive 

American medicine into the “modern” German age, or perhaps to establish profit-generating 

medical institutions that benefited doctors, schools, and the foundations themselves.  Reading 

through Rockefeller Foundation archives does not reveal clues as to any preconceived 

collaboration between the AMA and the foundations, nor does it proclaim any pecuniary interest 

in endorsing research institutions as the American norm.  Perhaps some of the correspondence to 

ascertain the motives lays obscured in AMA or Rockefeller Foundation archives that are 

currently not unearthed.  An interesting letter by Abraham Flexner written to a Dr. Weaver in 

1855, looking back on the ramifications of his report, notes that while the Carnegie Foundation 

paid for the study, “Mr. Carnegie declined to use its conclusions in reorganizing medical 

education in the United States.  It was Mr. Rockefeller who…took hold of this important 

problem [and assured that] the General Education Board was provided with approximately 

$50,000,000” to reform medical education.279  

The Rockefeller Foundation guaranteed significant funding to only schools graded highly that 

followed the German model of education.280  Since schools needed such funding to survive and 

 
279 Abraham Flexner Letters, Box 18, Library of Congress. 
280 Rockefeller Foundation archives, GEB Annual Report 1919-20, p. 40. 
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transform into German-inspired research institutions with full-time scientific faculty, extensive 

laboratories, and four-year programs, the endorsement of these foundations proved requisite to 

the effectuation of the report’s findings.  As the Rockefeller GEB annual report stated in 1918: 

“Students of medical education are no longer in doubt as to what a modern medical school ought 

to have.  It needs endowment funds, fully controlled laboratory and clinical facilities, and 

teaching and research staffs in the main clinical as well as the laboratory branches.” 281  Without 

funding, and without AMA endorsement, schools could not graduate approved medical 

graduates. 

This was not the only path to reform, however. From his perch in England, William Osler 

believed that his formula at Hopkins opened the door to a medical-scientific revolution that did 

not require costly medical school transformation. Osler vilified and denounced the report as 

seeking to create “a set of clinical prigs, the boundary of whose horizon would be the laboratory, 

and whose only human interest was research, forgetful of the wider claims of a clinical professor 

as a trainer of the young….”  Osler advocated not a robotic German-inspired scientific 

curriculum focused on research, but rather a clinical curriculum designed to train critically 

thinking and humanistic doctors, something he believed the Flexner Report entirely extirpated.  

Others like Harvard’s Dr. Francis Peabody joined him in his condemnation of research-based 

medical education. But even if not all orthodox doctors endorsed the AMA’s vision of medical 

 
281 Rockefeller Foundation archives, GEB annual report 1917-18, p. 21.  The GEB annual reports of medical 
schools from 1917-20 focus on the schools that have changed to a German model or that seek to make that 
change and are poised to do it.  Much is written about these schools—most notably Yale, Chicago, 
Washington University, Hopkins, Harvard, and several others—and their efforts to merge with hospitals, hire 
full-time faculty, transform to a lab-based curriculum, and follow the model of German medical education.  
Large sums of money are given to the schools lauded by these reports to help their transformation.  See GEB 
annual reports1917-8, pp. 18-22; 1918-19, pp. 21-4; 1919-20, pp. 26-52.  In the 1919-20, the GEB announces 
that Mr. Rockefeller gave the GEB $20,000,000 to further the effort of medical school transformation.  Up to 
2020 the GEB had provided $5,166,274 to medical schools, primarily the ones listed, with small amounts 
given to others, including Howard and Meharry as will be discussed later.   
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education, soon enough they would have to submit due to the sheer volume of money tied to the 

AMA formula for reform and the connection between such reform and medical licensing.282 

How did the report impact African American medical schools?  Throughout the AMA surveys, 

only two African American schools received passing grades—Meharry and Howard—and that 

finding also found its way into the Flexner Report.  But the report too proved to be a disciplinary 

tool, employing eugenic verbiage to explicitly marginalize African American physicians to a 

place of alterity. By positing dangers from both the African American spread of disease to the 

white population and the persistence a poorly trained African American medical class, the report 

overtly normalized the AMA’s biopolitical medical-racial script by providing a means of 

extirpating blackness from the profession without the AMA having to show its hand, a fact that 

became apparent in Chapter Fourteen of the report.   

Chapter Fourteen is among the most overt racially derisive documents in American health care 

history, and this, rather than the events of 1870, placed a dagger in the evolving segregated 

medical system that African American doctors had been constructing for 40 years. That chapter 

insisted on the closure of all but two African American medical schools, Howard and Meharry, 

which would be the only African American schools to receive requisite corporate funding and an 

ability to graduate licensed doctors.  But, breaking away from its requirements for white schools, 

it recommended changing both institutions into schools designed to educate African American 

hygiene workers—not orthodox doctors.  These in fact would be the only two surviving medical 

schools not expected to engage in research, something that created what would become a toxic 

 
282. Michael Bliss, William Osler: A life in medicine, (New York, NY: Oxford University Press, 1999), pp. 379-90; 
Starr, p. 123; Duffy, “The Flexner Report 100 years later,” YGBM, 2011 Sep;84(3), pp.269–276.   
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discordance between Flexner’s plans for the African American medical class and the corporate 

funders whose goals and money gravitated to research institutions.  

By insisting on the closure of all but two African American schools and placing the two 

remaining schools outside the orbit of the AMA-corporate alliance that demanded all schools be 

changed into research institutions, the Report assured that African American doctors would 

remain isolated, their alterity codified by a report that essentially trumpeted the AMA’s medical-

racial script.   Stating that “The upbuilding of Howard and Meharry will profit the nation much 

more than the inadequate maintenance of a larger number of schools,” Flexner called on these 

two schools to focus on training African American hygiene workers to care for African American 

patients,  and for corporate philanthropies to support them in this endeavor: “If at the same time 

these men can be imbued with the missionary spirit so that they will look upon the diploma as a 

commission to serve their people humbly and devotedly, they may play an important part in the 

sanitation and civilization of the whole nation.”283 

The fourteenth chapter, then, extracted the African American physician from the medical 

mainstream, placing him or her into a unique position of serving African American patients and 

not engaging in research.  “The practice of the Negro doctor will be limited to his own race, 

which in its turn will be cared for better by good negro physicians than by poor white ones,” 

Flexner wrote.  Then, stating that “Not only does the Negro himself suffer from hookworm and 

tuberculosis; he communicates them to his white neighbors,” Flexner used a voice tinged by 

eugenic overtones and the AMA’s medical-racial script when he declared: “The Negro must be 

 
283 Flexner Report, pp. 180-1; Susan Hunt, “The Flexner Report and black academic medicine: An assignment 
of place.”  Journal of the National Medical Association, 85, 2, (Feb 1993): p. 155.  Historian Susan Hunt writes 
that after the AMA’s rise “Blacks had a place in medicine for prevention of disease and maintenance of 
health.  The rest of the work, scientific exploration and discovery, innovative drug therapy, and novel surgery, 
were the domain of the white man.”   
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educated not only for his sake but for ours [because he has] the tremendous importance that 

belongs to a potential source of infection and contagion…. A well-taught negro sanitarian will be 

immensely useful; an essentially untrained negro wearing an MD degree is dangerous.”284 Now 

the foundational script that orthodox medicine and the AMA had concealed behind silences and 

deft maneuvering became the medical law of the land, effectively excluding African American 

doctors from the Progressive bonanza that the AMA and corporate foundations successfully 

instigated through the report.   

The Fourteenth Chapter essentially created a dual medical system, one that established expansive 

research-based institutions fed by and beholden to the AMA and foundational funding, and a tiny 

bastion of African American medical education that sat on a precarious island.  This became the 

crux of the report’s mixed messaging to African American schools and the foundations that 

funded them. Would graduates from Meharry and Howard gain an MD, be eligible for licensure, 

and have an opportunity to be part of mainstream medicine, or were they destined to be 

something different?  And would corporate foundations—whose goal was to promote a medical-

research behemoth in American medical schools—help fund the two remaining African 

American schools knowing that they would not generate a profit for them?  Time alone would 

answer these questions. 

It is unclear if the AMA helped script the report’s racial language, but neither the organization 

nor any white doctors on record wrote anything to dispel what the report insinuated racially, all 

of which mirrored the intersubjective core of the AMA’s medical-racial script and the credo of 

the nation’s emerging Progressive professionalism.  The enduring consensus among orthodox 

 
284 Flexner Report, Chapter 14. 
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doctors that African American bodies posed a threat, were biologically inferior, and needed to be 

marginalized flowed from Flexner’s pages but had been concealed within the AMA’s modus 

operandi throughout its existence.  Also, the report buttressed the other arm of the AMA’s 

script—its disdain for African American medical providers, whose historical presence threatened 

orthodox medicine—since the report only provided money and legitimacy to white male research 

institutions.  In many ways the report served as an overt expression of racial capitalism, whereby 

the AMA united orthodox white male doctors under one rubric that received new funding and 

prestige, while relegating African American providers to a walled-off alterity that stood in 

opposition to the unity of white orthodox medicine.  It also served as a biopolitical disciplinary 

tool, seeking to expunge dangerous healers and African American bodies from the mainstream 

and putting them on notice that they now existed on a precarious ledge, both part of the new 

system and pushed to the fringes of it.  The African American medical community, then, only had 

a place at an alternative table if it played by self-destructive rules. 

One example of the report’s hazy messaging to the African American professional medical 

community involves the Rosenwald Fellowships, the details of which can be found in 

Rockefeller Foundation archives.  Julius Rosenwald, founder of Sears, offered the GEB $1200 

per student to fund a year of additional training for up to six African American medical school 

graduates per year.  The goal of the Fellowship was to create a cadre of African American 

doctors trained in advanced medical science who would migrate to the South and help teach 

upcoming African American premedical and medical students.  Dozens of pages of archives 

show how intensely Flexner—who now ran the GEB—worked to recruit academic leaders to 

utilize the funds.  After its first year, though, Rosenwald labeled the program a failure and 

withdrew capital, citing the fact that he wanted to fund “men who are willing to devote 
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themselves to research work who are fitted to take positions in the leading laboratories of the 

country,” which is not what Flexner or any other people on the committee desired.  Flexner 

responded that: “It was in our minds that these graduates…would go among their own people 

where their problems must be solved, namely, the South….”285  The clear discordance between 

the funders of medical education—who sought to create an army of laboratory scientists—and 

Flexner—who sought to create an army of African American hygiene workers without ever 

defining what that meant—torpedoed the Fellowship and largely kept funds away from African 

American medical schools and doctors. 

Flexner would spend much of his life ensuring that the two African American medical schools 

survived, but the AMA and its corporate allies showed no such allegiance, putting Meharry on 

probation multiple times and never inviting faculty or graduates from these schools into its 

organization.286  The focus of the AMA—now possessing the power, financing, and mandate to 

 
285 Rockefeller Foundation Archives, Box B-22.  Flexner wrote to every Northern and Western medical school, 
asking how many African Americans they enrolled and seeing who would be appropriate for the Fellowship.  
All letters are in the archive, and most schools believed that at least one of their students met the criteria.  
Flexner simultaneously recruited notable allies to serve on the committee, including former AMA Presidents 
V.C Vaughn and William Welch, and Dr. David Edsel of Harvard, all of whom ultimately served, but Welch only 
responded curtly after Flexner wired him a Western Union telegram, and even after that he remained aloof 
and difficult for Flexner to reach.  Flexner consulted too with Dr. R.R. Moton, the President of Tuskegee 
Institute and Hospital, who suggested that at least one African American doctor serve on the committee. 
(Moton believed in working with the existing power structure and to accommodate to the realities of the white 
world.  He would lead the Tuskegee Syphilis experiment just a few years later.  See Susan M. Reverby, 
Examining Tuskegee, pp. 18-20,39-40, cited in the conclusion.) Flexner agreed and wrote: “Insomuch as it is 
very important to cooperate with the Negro rather than to do things for him, it occurs to us that [a] leading 
Negro physician should be appointed as a member of the committee.”  He floated the idea to the other 
committee members.  While Welch did not respond, and Vaughn proved amenable, Edsel pushed back, 
stating that they would have to “find the right kind of man,” and then elucidating:  “It appears to me there is 
the danger, if we get a man of an unsatisfactory type on the committee, that he will not sympathize with the 
point of view of the other members of the committee and through the mere fact that he is a negro and can 
carry opinions directly to his people he might then do harm.”  Given that the program fizzled out after a year, 
no African American doctors joined the committee, but the clear message of Edsall—likely representing the 
opinions of those who adhered to the AMA’s racial script—predicated that only compliant African Americans 
could work with white doctors, and he and even Vaugn said they knew of no such doctors. 
286 Washington Bee (5/24/13), p. 7; Savitt, Abraham Flexner and the Black Medical Schools, p. 1418.   
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control American health care and its doctors—was to unite white male doctors under its research-

focused banner.  The AMA had no compunction to assure that African American doctors or 

institutions played any role in the new medical world it would help to engineer.  Historian W. 

Michael Byrd states: “For the first time in over 200 years, the White organized medical 

profession was granted virtual stewardship over the nature and administration of the US 

healthcare system.”287  While the AMA had preached a script that marginalized and degraded 

African American medical professionals, now it could enforce what it had only previously 

inferred. 

With its medical-racial script codified as the medical norm, and with power and money to 

discipline the execution of that script, the AMA focused on its central mission of uniting white 

orthodox doctors, increasing their salaries and prestige, and maintaining its intersubjective racial 

barriers covertly.  Flexner’s Report did not create the AMA’s racial policy any more than did the 

events of 1870.  The script had been inscribed into American orthodoxy’s liturgy well before the 

AMA even existed, and it remained invisible but potent throughout the AMA’s ascent to power.  

But the report did make that script the law of the land in organized medicine, and African 

American schools and professionals had no power or recourse to do any more than comply. 

The AMA’s dependence on racial exclusion and African American debasement endured not 

because of a few bad players or even the organization’s malice, as the AMA apology and the 

actions of its equity committee infer, but rather because it proved essential to orthodox 

medicine’s cohesion, purpose, and progression.  While the AMA remained silent on race and 

posited itself as the bastion of Progressive scientific objectivity, its medical-racial script served to 

 
287 Byrd, An American Health Dilemma Part Two, pg. 58. 
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effectuate its reach to white physicians and provided a disciplinary tool to thwart African 

American doctors claim to legitimacy, something that would hamper African American doctors 

and bodies for the rest of the century, and beyond. 
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Conclusion: Flexner’s ashes and the final victory of medical caste. 

In 1923 an article “The Doctorless Negro” appeared in a Chicago African American newspaper, 

The Broad Axe, that summarized the new reality in the wake of Flexner and the AMA’s 

monopoly over the health care infrastructure.  Quoting Secretary of the Interior Hubert Work, a 

doctor and former President of the AMA in 1921, it notes that while there is a white physician for 

every 553 whites, there is only one African American physician for every 3194 African 

Americans, and the ability of African American doctors to train had been markedly diminished.  

At that time, only two of the twelve African American medical schools survived the AMA’s axe 

that decimated most African American medical schools, and of those only Howard retained 

adequate funding to be solvent, since it received money from the Federal Government.  

Combined, all the white medical schools graduated about a dozen African American doctors a 

year, and the two remaining African American schools graduated the rest.  Dr. Work called for 

government action to remedy the situation.288   

The AMA did not heed its former president’s call, nor is there evidence in AMA transactions that 

Work contemplated any changes while he served as AMA president.  The AMA’s gaze after 

Flexner pointed toward white doctors and institutions that embraced ground-breaking research 

funded by self-serving corporations, not on the clinical education of doctors in non-white schools 

nor even on the patients impacted by the changes.  If a positive outcome derived from Flexner’s 

 
288 “The Doctorless Negro.” Broad Axe, (July 14, 1923); Rockefeller Foundation Archives, Box B22..  How many 
African American medical students graduated from primarily white medical schools can be estimated by a 
set of documents in the Rockefeller Foundation archives discussed in chapter three and related to Flexner’s 
attempt to find appropriate African American medical school graduates to receive a Rosenwald Fellowship 
for advanced training.  Flexner wrote to every Northern medical school to determine how many African 
American students they graduated.  All wrote back, and the numbers differed by year, but most had 1-3 
African American students in their school, somewhat less than one a year.  In 1919-1920, 7 African American 
students graduated from predominantly white institutions.   
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reorganization of health care and the AMA’s new position of power, that certainly did not 

resonate in the African American medical world.289  Indeed, it enabled the AMA to sever an 

unrecognized African American medical class from the new corporate medical landscape, 

creating a walled caste system in American health care provision that many historians and 

doctors believe still exists to this day. 

Flexner’s dictates struck African American medical schools hard.  Before the Flexner Report, 

five had closed, being unable to maintain standards already incorporated into State licensing 

requirements.  After Flexner, four more schools instantly closed, unable to tap into the financial 

resources necessary to attain the AMA’s new research-focused standards (including building new 

labs and libraries and hiring full time research faculty).  A fifth school, Leonard, tried for six 

years to obtain funding but closed in 1918.  That left two schools to train African American 

doctors, Howard and Meharry, both of which struggled to survive.290  After Flexner, only 100 

 
289 The historiography of the Flexner Report through the eyes of African American medical historians displays 
an air of ineluctably.  .  As noted, alternatives existed to the prescription Flexner provided for the American 
health care system, especially that of Osler who endorsed a variety approaches to medical education 
focusing on clinical instruction  But many historians of the African American medical system perceive 
Flexner’s Report to be both inevitable and beneficial; the destruction of African American medical education, 
some argue, was justified in the wake of the profession’s increased standards. Henry Morias states: states: 
“The Flexner Report on Medical Education, with its high professional requirements, sounded [the] death knell 
[of African American medical schools].” Morias, p. 89.   Thomas Ward similarly believes that the report began 
to “increase the professionalization of the medical community” and that “the ill-equipped black medical 
colleges of the South came under harsh criticism,” Ward, p. 20.  In David Chanoff’s study, Flexner’s report is 
seen as improving the professionalism of medicine, and the author credits Flexner for being an objective and 
astute observer, even as he acknowledges that the implications of the report devastated African American 
medical schools, Chanoff, pp. 43-5.  In McBride’s book, the author credits the report for bringing “scientific 
methodology and techniques into all levels of the medical care.” David McBride, Caring for equality: A history 
of African American health and Healthcare, (Lanham: Rowman & Littlefield, 2018), pp. 42-3. In Susan Hunt’s 
article on the racism of Flexner, Susan Hunt, “The Flexner Report and Black Academic Medicine.” JNMA 85, 
no. 2 (February 1993): pp. 151-3, the author praises the report for “improving the quality of admissions 
standards, curriculum, and clinical instruction,” that “marked the beginning of uniformly higher admission 
standards as well as integration of scientific research into clinical education.” In these and other accounts, 
there is no attempt to paint an alternative to Flexner that stressed clinical education and understood the need 
to have African American providers. 
290 Ann Steineke and Charles Terrell. “Progress for Whose Future? The Impact of the Flexner Report on Medical 
Education for Racial and Ethnic Minority Physicians in the United States.” Academic Medicine 85, no. 2 
(February 2010): p. 239; Hunt, pp. 153-4; Todd Savitt, “Abraham Flexner and the Black Medical Schools.” 
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African American medical students graduated a year, and the absolute number of African 

American doctors decreased after 1900 and remained stagnant for the next 100 years.  Due to 

new regulations codified by the Report and incorporated into both AMA policy and State 

licensing requisites, all students must have completed college prior to medical school and 

completed an internship after.  College was a luxury for most African Americans, and students 

who had to work through college and medical school were excluded from the new program; part-

time was not allowed.291   

Ultimately  all States fell in line with AMA licensing laws requiring graduation from an 

approved school and membership in local AMA affiliates. By 1920, sixty percent of doctors were 

AMA members, and now membership and graduation meant something.292  The fate of African 

American schools and physicians rested in the hands of the AMA and its leaders, like William 

Welch, who sought to shape a system very different than that of the liberal medical system extant 

at the time of the AMA’s origin when clinical care reigned as the primary focus of education, and 

when doctors could prosper on a local level, building a viable medical infrastructure without 

salient oversight and regulatory obstructions from above. 

Between 1903-1934 philanthropic foundations donated $154 million to primarily white medical 

schools willing to become research institutions.  Rockefeller Foundation archives show that 

while declaring that “The provision of adequate facilities for the proper training of Negro 

physicians is urgent,” the GEB donated only $125,000 to Meharry in 1918 and $250,000 to 

Howard in 1919 (stating it already benefited from receiving $7,000 a year from the Federal 

 
Journal of the National Medical Association 98, no. 9 (September 2006): pp. 1415-17, 1421; Daniel Fox, 
“Abraham Flexner’s Unpublished Report: Foundations and Medical Education, 1909-1928.” Bulletin of the 
History of Medicine 54, no. 4 (December 1980): p. 488-9.   
291 Ward, p. 28.   
292 NP Colwell, COE Annual Report 1913, AMA archives, pp. 35-55; Starr, pp. 110, 118-19.   
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Government). Meanwhile, it allocated far larger sums to traditional white institutions, including 

$500,000 to Yale, $1,460,582 to Chicago, $1,810,874 to Johns Hopkins, and then a year later in 

1919 another $400,000 to Hopkins, $1,000,000 to Yale, $650,000 to Harvard, $5,000,000 to 

Vanderbilt, and $4,000,000 to Washington University, among others.293   

Flexner believed that the foundations would be beholden to the needs of the schools, something 

that proved to be a myth; in fact, the foundations determined which schools received funding 

based on their own and the AMA’s objectives.  The AMA steered these foundations in a way that 

benefited the growth of white male professionalism.  Many years later, Flexner privately called 

the AMA the “’advertising center in medical education [which] for years tried to make the world 

think that Chicago was the medical center of this country,’” misusing corporate funds for its own 

benefit. The AMA insisted that all medical schools be funded privately, thus assuring that they 

would not be bailed out by federal or state monies and had to rely on corporate funding to 

survive.294 And to Flexner’s point, the AMA expected the schools and their graduates to be 

beholden to the AMA’s strict disciplinary rules, whether related to how they practiced, their 

relationship to drug companies and corporate research institutions, or their need to be part of a 

local medical society.  Rather than being beholden to doctors and medical schools, Flexner 

correctly concluded that doctors and medical schools were now beholden to them.   

Even many corporate board members, including the director of the Carnegie Foundation, Henry 

Pritchett who helped to sanctify the Flexner Report, began to see that the AMA’s agenda 

threatened the survival of African American medical schools.  Lamenting the skewed funding 

 
293GEB report 1918-19, Rockefeller Foundation archives, pp. 20-4; GEB report 1918-19, p. 22; GEB report 
1919-20, pp. 50-2., pp. 23-4;.   
294 Fox, pp. 475, 483, 493; Yale Law Journal, p. 1004.  The AMA insisted that all medical schools be funded 
privately, thus assuring that they would not be bailed out by federal or state monies and had to rely on 
corporate funding to survive.  
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stream and the AMA’s lack of interest in these schools, he pushed for more corporate money to 

flow to the two remaining schools.  Both Flexner and Pritchett believe that Meharry should 

receive high AMA grades and should not be compared to more established white schools.  “A 

Schools are, as a matter of fact, simply the best schools in their respective sections,” Flexner 

wrote about Meharry, stating that Meharry’s president “sees clearly its defects and is working 

hard to overcome them.  He would be assisted if the school were rated A and nobody would be 

harmed.”  He even threw a jab at Colwell, accusing him of using the AMA’s ratings to sabotage 

his own ideas of how to treat the two African American schools.295 One historian notes that 

“Pritchett came to understand that private profit, not the public interest, was the main goal of the 

American Medical Association.  Pritchett believed that if left to its own devices, the AMA would 

destroy all medical education for African Americans.”  Pritchett wrote a letter in 1918 to the 

COE expressing his concerns, which the AMA ignored.296 Having financed and written the report 

that changed the face of American healthcare, neither Flexner nor Pritchett had the power or 

status to navigate its course. 

If Flexner and even Pritchett believed that a separate niche could be carved out for African 

American doctors that insulated them from the new research-based focus, they were mistaken.  

AMA leaders from Nathan Davis through Welch and Colwell had consistently stated that they 

sought a system of standardized medical education with one template under centralized control. 

An island of African American practitioners outside the AMA orbit represented not a beneficial 

 
295 Abraham Flexner Letters, Library of Congress, Box 19, Letter to Dr. Bevan, 5/31/13, multiple letters 
between Flexner and Pritchett as well as the letter from Howard University to Pritchett in 1910.  Many of 
Abraham Flexner’s letters describe the inability of many schools to reform quickly enough, including several 
white schools in the South, and Flexner imploring the funders to be more patient.  There are also letters 
between Flexner and Pritchett showing that both of them felt that prioritizing education for African Americans 
required more funding and more patience.  A letter from Howard University to Flexner notes the desire to 
make requisite changes and asking for patience; Flexner’s response is not available.  Library of Congress. 
296 Ward, pp. 24-30; DeShazo, p. 20. 
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instrument of both African American and white health, as Flexner suggested in his report, but a 

threat to the AMA’s medical-racial script that mandated exclusion and repudiation of the African 

American medical professional class.   

It is interesting that AMA academic publications no longer discussed African American 

susceptibility or vulnerability to diseases—such as Tuberculosis, Yellow Fever, Malaria, and 

Syphilis—when they analyzed medical progress in this arena.297  It was as if the AMA erased 

African Americans entirely from its gaze, not only excluding them from access to modern 

medicine, but also not acknowledging their role in the development of orthodox medicine. 

From the start the Rockefeller GEB intended to use its funding to increase research opportunities 

that would benefit the Rockefeller Corporation. Kenneth Ludmerer states that the corporate 

foundations sought to move medical education from a clinical to a scientific-research direction to 

foster medical research that would generate new discoveries and profits and compete with a 

similar trend in Europe. Bliss writes that “the officers of the Rockefeller philanthropies…read 

Flexner carefully and saw in medical education another field, close to the research area they had 

recently entered, that would surely repay sowing.”298 The nexus of interests between the AMA 

and its corporate allies relied on transforming schools into research centers.  Any institutions not 

deemed capable of generating research dollars quickly fell off the funding radar, despite what 

Flexner had hoped. 

 
297 Multiple articles and speeches at the AMA archives discuss traditionally African American diseases but do 
not discuss any research conducted on African American subjects or any predilection of these disease in the 
African American population, remaining silent about race. 
298 Kenneth Ludmerer, Time to Heal: American medical education from the turn of the century to the era of 
managed care, (Oxford: Oxford University Press, 2011);Bliss, p. 381;Nevins, pl 121.  
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The remaining two African American medical schools, lacking facilities and financing to engage 

in the type of research in which these corporations sought to invest—and relegated to what 

Flexner labeled as training centers for medical hygiene workers—fought for even the bare 

minimum of funding. After being pushed by Flexner to help the two remaining schools, the 

Rockefeller GEB provided small allotments to Meharry, but at a price: it had to submit to AMA 

oversight.  As Todd Savitt writes: “Flexner strongly disapproved of the CME’s constant pressure 

on Meharry to improve.  In late 1914, he feared that Meharry would ‘be choked’ if the CME 

forced too many changes too quickly on the black schools.  But the CME persisted despite 

Flexner’s protests.”  Between 1916 and 1949 “the GEB, under Flexner’s influence, poured 

millions of dollars into the school’s budget,” but only if it and the AMA could control aspects of 

the school’s functioning (including removing a president in 1933) and even those sums were far 

lower than money given to white schools.299 

Desperate for funding, Pritchett appealed to Andrew Carnegie—a known advocate of eugenics—

for money to help Howard modernize, but Carnegie rebuffed him, saying “’If we start helping 

medical colleges for colored people, we cannot discontinue.’”  Flexner believed that the two 

African American medical schools “were caught in a power squeeze between, on the one hand, 

two large foundations that put white medical education needs above black, and on the other, a 

powerful medical organization that refused to recognize the special needs of African American 

medical schools and African American physicians.”300  The binary discordance sewed into the 

 
299 Savitt, “Abraham Flexner and the Black Medical School,” pp. 1420-2; Ward, pp. 31-2.  Savitt shows that 
although eventually the GEB did help Meharry to survive, it did so with many strings attached, including 
requiring the school to find matching funds and only giving money if the AMA’s CME endorsed such funding.  
The CME often put Meharry on probation, creating a vicious circle whereby the funding dried up leading to 
further sanctions by the AMA’s CME leading to a reduction in funding.  Savitt writes that all philanthropic 
funders agreed “that ‘high grade white schools such as Columbia and the University of Pennsylvania’ needed 
funding on a large scale before the black schools.” 
300 Savitt, “Abraham Flexner and the Black Medical Schools,” pp. 1420-22.   
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report’s racial language—whereby only the two surviving African American schools sat outside 

the uniform research-oriented medical system that the AMA now oversaw, and thus their survival 

drifted away from the AMA’s radar and that of its funding partners—created conditions that 

made the power squeeze inevitable. Flexner never publicly ascribed blame to himself and his 

report for marginalizing African American physicians and thus making them vulnerable to the 

whims of the AMA and its corporate sponsors.  But his report, relying on an entrenched medical-

racial script, doomed the schools despite his best efforts. 

Flexner throughout his life appealed to the corporations on whose boards he sat to direct money 

toward these schools, and he largely succeeded in extracting enough from them to enable both 

Meharry and Howard to survive.301  But survival proved fleeting; the AMA’s COE consistently 

placed Meharry on probation, something that only exacerbated its perceived inferior status while 

also depriving it of funding, especially as it had little to offer to the corporate benefactors.  And 

the schools had to drift away from a clinical curriculum, which they believed to be most 

beneficial for the doctors they trained and the communities they served, and mimic the Flexner 

Report’s science-based template, while no longer offering night classes to accommodate students 

forced to work.  While Flexner sought a place for African American doctors as healers, the very 

notion of an African American healer had been taboo from orthodox medicine’s earliest colonial 

days and in fact represented the intersubjective “other” against which the AMA poised itself.  

With the Flexner Report’s disciplinary authority, whatever Flexner’s own flirtations with African 

 
301William Welch collection, Alan Mason Chesney Medical Archives, Box 16, folder 2, July 7, 1919, and box 16, 
folder 3, December 26, 1919; Savitt, et. al, 1421-2.  In several letters to Welch Flexner is appealing to Welch to 
support a Rosenberg grant to help African American medical students achieve a higher level of education; the 
response of Welch is not present in the collection.  Flexner writes, while asking Welch for money: “The 
committee is now composed of you, Dr. Edsall, and Dr. Vaughan.  Inasmuch as it is very important to 
cooperate with the Negro rather than to do things for him, it occurs to us that, if there is no objection to it, the 
suggestion [of funding for fellowships] might be favorably acted upon.”   
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American medical survival may have been, the AMA had the power to enforce a strict medical 

caste system after 1911. 

If the two African American medical schools lived on the periphery of nonexistence, dependent 

on the graces of the AMA and its funding allies, their graduates also faced the difficulty of 

finding a requisite one-year internship before they could become licensed, another requirement 

demanded by the AMA and many State licensing boards after 1911.  By 1927 only fourteen 

hospitals offered spots to African American medical graduates for internships.  Of 119 African 

American medical school graduates that year, only seventy-one found sanctioned internships.302 

Isabella Vandervall, an African American medical school graduate in 1917 who we met at the 

start of this paper, lamented her inability to become a licensed doctor solely based on her color.  

Although having stellar credentials, and although several internship programs approved her 

application, they withdrew their acceptance when they met her.  She wrote about one encounter: 

“When the doctor saw me and found that I was colored, he was astounded and told me that he 

simply could not accept my applications.”  Unlike many writings of African American doctors in 

the late-nineteenth and early twentieth century, her account expressed pessimistic fatalism.303 

 
302 Morias, p. 94; Ward, pp. 60-4. According to Ward, Dr. Robert Lambert of the Rockefeller GEB stated that 
“’Even in Boston, the cradle of abolition, prejudice against the Negro is such that we have found it impossible 
to secure an opening for a well recommended Meharry teacher wanting special training in Internal Medicine.’” 
303 Vandervall, pp. 156-8;  “For Selfish Ends. The Efforts Being Made by the American Medical Association.” 
Cleveland Gazette, (August 31, 1907); “Brutality Of Medical Ethics. A Great Surgeon Barred from Membership 
in Medical Association.” Cleveland Gazette, (September 14, 1907). Two African American newspaper articles 
also lament the AMA’s rise, one stating that its power over pharmaceuticals deprived African Americans of 
needed medicines, and another lambasting the AMA for excluding a prominent African American physician 
who had just died.  As the AMA gained power and influence, being out of its orbit deprived African American 
physicians of their professional status.  One article stated that: “This is almost the first time in the history of 
the United States that any organized class has frankly avowed the purpose of capturing legislatures and 
dominating legislation in their own selfish interests.”   
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If a paucity of internships stymied African American medical school graduates, that calculus 

reversed by the 1930’s.304  This occurred because of a concerted effort by African American 

physicians and the NMA to build, fund, and accredit African American hospitals approved by 

AMA regulatory boards.305  Between 1920-1960, funds from the Rosenwald Foundation and the 

Duke Endowment facilitated the construction of African American hospitals, or black wings 

added to white hospitals, across the South.306 It is interesting that no such funding emanated from 

the AMA’s foundational partners, Rockefeller and Carnegie.  Many of these new hospitals 

accepted African American patients and not physicians, but enough enabled African American 

medical school graduates to complete accredited internships to remove this singular barrier to 

licensing, especially with fewer African American students graduating from fewer medical 

schools.  These new African American hospitals often duplicated services already available to 

African American patients and also led to excessive capacity and competition between facilities, 

but proving essential to doctors.307 

Tuskegee Hospital is one example of how African American doctors overcame Flexner by 

acceding to a compartmentalized medical system that isolated them in a separate caste.  Securing 

funding from Rosenwald and other foundations, and receiving help from the NAACP and the 

NMA, Tuskegee Institute constructed a hospital in Tuskegee at a cost of $2.5 million in the 

1920’s.  The hospital initially fell under the control of white leadership, something vehemently 

opposed by its African American doctors.  The NMA successfully fought for the hospital to be 

run and staffed by African American professionals, although still beholden to the dictates of its 

 
304 Pollard, pp 48-9. 
305 Pollard, pp. 81-2. 
306 Ward, pp. 153-6. 
307 Byrd, An American Health Dilemma Part Two, p. 53. 
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white sponsors and AMA regulations.  It was tasked to provide services to an impoverished 

African American community largely outside the realm of Progressive public health programs, 

leading to incessant deficits.  W.E.B DuBois wrote in 1923: “The only decent method would 

have been to have placed the institution in the law-abiding North where it belongs; and even 

now, despite the fact that these millions of dollars of brick and equipment have been stuck into 

the morass of the black belt, the best way out of the mess would be to tear the hospital down and 

rebuild it within the confines of civilization,” stating that only with African American leadership 

could the hospital succeed. 308  But it is unlikely that even in the North doctors could surmount 

the medical-racial script now imprinted on the entire national medical landscape.  Only through 

such hospitals could African American doctors train and work and preserve some autonomy apart 

from the white medical world, but all of that came at the price of absolute compliance to AMA 

and corporate dictates. 

Not all African American doctors endorsed the proliferation of segregated hospitals and the 

establishment of an entirely separate African American medical infrastructure.  In 1932 when the 

VA sought to build an African American hospital in New York, several African American doctors 

“argued that such a step would transplant segregation into a region where it had not yet taken 

firm root.”  But after the AMA’s ascension and the new reality of a two-tiered medical system, 

most African American physicians, and most funding agencies, believed that only with separate 

African American hospitals beholden to white philanthropy could African American doctors 

succeed, and thus they willingly played by the rules scripted by AMA policy.309 

 
308 W.E.B DuBois, “The Tuskegee Hospital.” The Crisis 26, no. 3 (July 1923): 106-7; Morias, pp. 113, 116.  who 
argued that Also at that time, African American doctors in New York fought to increase African American staff 
doctors and leaders into the administration of Harlem Hospital. 
309 Beardsley, pp. 391-2. 
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This demonstrates a striking difference between the African American medical profession’s 

growth—albeit it, in a segregated way—in the late nineteenth century compared to its 

reactionary posturing and overall contractions after the AMA’s rise to power.  Because issues in 

the late 1800’s remained regional, and the AMA—even with its exclusion of African American 

doctors in 1870 and its covert medical-racial script—played a tiny role in the lives of African 

American doctors and their institutions.  African American doctors constructed a medical 

community they customized and expanded within a segregated system.  They built medical 

schools, hospitals, medical societies, and a professional national organization in the 1800’s, 

molding their efforts to the needs of the African American doctors and their patients, cooperating 

with white doctors and funding agencies to construct a viable medical infrastructure.   

Within the increased regulatory and disciplinary atmosphere the AMA engineered after 1911, by 

contrast, the African American medical profession’s goals devolved into accommodation to the 

demands of Progressivism and the AMA’s overt exclusion.  Having lost most of their schools and 

their ability to practice without being licensed, any deviation from the new national norm—a 

norm constructed from eugenic beliefs and a Progressive endorsement on top-down national 

bureaucracies—could lead to their erasure.  By necessity, the gaze of African American medical 

reformers after Flexner focused not on progress but rather on mere survival, something clearly 

stated by African American doctors within groups like the NMA.  The racial capitalism 

embedded in orthodoxy’s medical-racial script and realized by the Flexner Report and the self-

serving goals of the AMA and corporate foundations, proved to be a self-fulfilling prophecy.  The 

script helped to unite white doctors by debasing and disempowering African Americans, and by 

doing so they placed African American doctors in a degraded position—lacking funding and a 

place at the new research table—that seemed to prove their own inferiority.  Hence could 
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orthodox white doctors remain cohesive by assuring that others always sat at the lowest medical 

rung. 

Representing more traditional African American doctors and working within the confines of the 

Booker T. Washington mindset of self-help and voluntary segregation, the NMA’s own views of 

Flexner and the AMA’s Progressive construction of a medical caste system proved nuanced.  

Undoubtedly, the NMA gained members and had increased relevance after Flexner, especially in 

helping direct funding to African American medical schools and institutions, facilitating the 

construction and then certification of African American hospitals, serving as an alternative 

African American medical society (both nationally and locally) in which African American 

doctors could obtain necessary malpractice insurance and enjoy a sense of community, and 

producing a respectable journal and medical conference that would enable the now marginalized 

African American physicians to have access to new breakthroughs in medical science and post-

graduate education.310 But even with its augmented relevance, the NMA lacked any meaningful 

power and money to overturn the new medical racial order in America. 

Leaders of the NMA, as well as the African American professional class in general, said very 

little publicly about the Flexner Report and the AMA’s regulatory control of American 

healthcare.  Philosophically the NMA shared with the AMA an emphasis on orthodox 

professionalism, a belief in the necessity of medical school reform, a disdain for “quack” doctors 

 
310 Ward, pp 199-200; deShazo, p. xii. If membership to local medical societies lack salient benefits in the late 
nineteenth century, the consolidation of professional regulations in the twentieth century, especially after the 
standardization of local medical societies under the AMA’s federal power structure, now meant that being 
denied local membership not only prevented a doctor from joining the AMA, but also that he or she could not 
partake in many important benefits of local membership including hospital privileges, continuing medical 
activities, and malpractice insurance.  Thomas Ward writes: “The lack of AMA affiliation therefore not only 
tainted physicians with the mark of inferiority but also severely limited the ability of black physicians to 
practice advanced medicine on a par with AMA colleagues and denied them access to state medical posts.”   
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and suspect medicines, as well as a belief that experts imbued by science must be the bedrock of 

health care.  The educational wing of the NMA studied the viability of several African American 

medical schools in 1909-11 after the AMA’s scathing surveys, but rather than disparage the AMA 

for focusing its axe on African American medical schools, the NMA looked for ways of 

improving the schools so that they could be more proficient and graduate students not apt to fail 

state licensing exams. In a JNMA essay, Dr. H.F. Gamble—the NMA’s educational director—

lauded the AMA’s report and stated that because of the AMA report card African American 

schools have improved and “have reduced their percentage of failures by nearly one-half.”  In 

1910 Dr. Gamble wrote letters to each of the schools asking about the barriers to improvement, 

and many school presidents cited lack of funding, the inability of many students to work full-

time as they attended school, lack of preparatory education, and bigotry.  Dr. Gamble seemed to 

place faith in the AMA’s motives when he wrote that “while there are medical schools in the 

South that are turning out good men, there are springing up medical schools that do not deserve 

the name of medical schools and whose main business seems to be to turn men out upon an 

unsuspecting public, unqualified both by aim and professional spirit, to practice medicine as a 

profession.”  311 In this and other positions, the NMA seemed to acquiesce to Flexner’s 

conclusions and focus on its longstanding self-help mantra.  

In the decade after Flexner, the NMA remained in sync with the AMA’s mission of reforming 

healthcare, hoping to “present a unified picture of and give voice to a class of doctors who saw 

themselves as ‘new Negroes’” equally devoted to Progressive science and reform as their white 

 
311 JNMA, Volume 1,4, (December 1909): pp. 254-8; JNMA, Volume 2, 1 (March 2010): pp. 23-8. In the NMA’s 
1909 meeting, Gamble argued “that the Negro medical schools are said to range from second to sixth grade, 
this rating made by the American Medical Association on the grounds of the number of failures before the 
state boards,” to which another member believed that “prejudice in the South was largely responsible for the 
high percentage of failures.”  Gamble, like many NMA leaders, deflected bigotry as a cause of these failures, 
demanding that the schools follow AMA guidance and improve.  
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colleagues. JNMA devoted little ink to the Flexner Report, and some of its most prominent 

members, including John Kenney “applauded Flexner’s mandates of modern facilities and 

laboratories for the schools.” JNMA’s editors wrote (after the initial release of the Flexner 

Report): “The Carnegie Foundation Report on Medical Education continues a source of much 

comment both favorable and adverse,” the only words they penned about the Flexner Report.  

JNMA’s editorial board in 1913 wrote that NMA members must stop disparaging the AMA, 

stating: “The American Medical Association is a great society, has done great good to the 

profession and is publishing a great journal.  The reorganization perfected some years ago was a 

gigantic undertaking to energize and focalize the scattered powers of the profession….  As a 

lover of the profession and in interested but unbiased speculation, the Journal of the NMA would 

like to see the warfare cease.” One historian states that the NMA tried on multiple occasions to 

join with the AMA, but nothing in JNMA or other sources support that claim.312 Based on the 

NMA’s mission of serving the African American medical community it is very likely it saw itself 

as a parallel organization that adapted the professional values and mission of the AMA for 

African American doctors but never pushed to become part of white mainstream medicine, which 

the AMA’s racial wall clearly prohibited. 

Clearly the NMA stood on a precarious ledge; any assault on the AMA and the corporate 

transformation of American healthcare could further threaten the survival of African American 

doctors, while the organization’s leaders likely understood that the AMA and its report needed to 

be challenged for their own goals to be realized. While nothing is written in JNMA between 

1910-1920 to impugn the AMA or the Flexner Report, its authors directed vitriol at bigotry in the 

 
312 JNMA, Volume 3, 1, (December 2010), p. 294; JNMA volume 5, 1, (March 1913): pp. 101-2; Savitt, “Abraham 
Flexner and Black Medical Schools,” p. 1419; Ward, p. 25; deShazo, pp. 19, 89; Long, pp. 167-9.  
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profession, which they believed discredited the scientific revolution occurring in American 

healthcare.  In 1911 the journal editorial board wrote: “Any man who judges the Negro of today 

by the black mammies, picaninnies and lazy lads of the past, will learn to his humiliation that he 

is woefully ignorant.  The Negro of today demands a man’s place among men.  He is willing to 

serve, but he will not be subservient.”  In 1913 Dr. CV Roman wrote an entire article about 

“man’s inhumanity to man” in the South where “the truths of science are given an ethnic tinge.”  

He said: “Medicine can do much to help the situation.  We should have colored nurses in the 

colored wards of our public hospitals of the South.  We should have colored sanitary inspectors, 

and colored physicians should have access to public hospitals and laboratories.  In other words, 

the medical and moral forces of both races should cooperate for the general good.”313  Unable to 

assail the AMA’s assault on African American medical professionals directly, NMA leaders took 

another tact by discrediting bigotry, something that the AMA overtly did as well. 

While a plethora of African American physicians scripted articles and memoirs in the 1800’s and 

early 1900’s about their journeys, another corpus of self-reflection did not emerge until the late 

1950’s when the African American medical community and the NMA moved in opposition to the 

AMA’s grasp on American health care.  That era began medical civil rights, and it persisted 

through the present, finding as its target the AMA’s exclusion in 1870, the Flexner Report of 

1911, and then typically leaping to the late 1960’s when African American physicians joined in 

the fight for Civil Rights.314  But of those dark years between 1911 and 1960, when African 

 
313 JNMA, volume 3, 1, (March 1911): p. 74; JNMA, volume 8,3: pp. 150-2.  Johnson, in Re-Democratizing the 
Progressive Era, p. 84. Johnsonnotes that may middle class African American thinkers shared the Progressive 
ethos of class privilege even more than they advocated a focus on race, clearly mirroring the NMA position in 
the 1920’s. 
314 See, for example, We’ll Fight it Out Here, by Dr. Louis Sullivan; Black Man in a White Coat, by Dr. Damon 
Tweedy; and the Racial Divide in American Medicine, by Dr. Richard de Shazo.  Sullivan’s book, for example, 
discusses 1870 and Flexner and then jumps to 1960, a theme consistent with many books written during or 
about medical Civil Rights. 
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American doctors fell victim to an overarching Progressive medical assault led by a powerful 

AMA buttressed by corporate and regularly teeth, little is uttered by African American doctors.315  

That story of the AMA’s medical-racial script has largely faded from historiographic relevance. 

In fact, much of the verbiage in JNMA during these years focused on building and improving 

African American hospitals both as training facilities and as institutions in which African 

American doctors could practice.316   Dr. John Kenney, for example, wrote in 1912:  “It is 

encouraging to note, and I am gratified to relate it, that more and more this idea [of building 

hospitals] is getting hold of our own race….  You may be surprised to know that there are as 

many as sixty-three institutions bearing the names of hospitals, sanitariums, infirmaries, ect, now 

in operation for our people.”  He discussed the training and excellent practice transpiring in 

African American institutions and emphasized that the need for African American physicians is 

to build more hospitals.  “I do not say let us have more medical schools.  [The existing schools] 

meet our necessary demands.  They are doing a great work.  Let us strengthen them until they are 

second to none.  But I do say, let us have more hospitals and nurse training schools, more well-

trained physicians and nurses.” A theme throughout the pages, whether related to medical 

education, hospitals, licensing exams, or even the wall of bigotry remained that of self-help; 

 
315 Abraham Flexner letters, Library of Congress, Box 20, 1910.  In an unidentified newspaper article in the 
Flexner collection entitled “New Blow Now Aimed at Negro,” the authors skewer the Mississippi legislature for 
curtailing licenses for African American doctors (and other professionals), suggesting that a new law would 
prevent new African American doctors from practicing, stating that “it would seem that the door of hope to 
the higher life by the colored race is about to be closed.”   
316 Kenney, JNMA, volume 4, 3 (September 1912):  pp. 193-9; Gamble, JNMA, volume 2,4, (December 2010): 
pp. 283-90, Dr. Gamble on his report on medical education writes that “the Negro hospital, then, is the 
outgrowth of the exigencies of the Netro practitioner’s environment.”  He states that the outcomes in black 
hospital are equal to those in white hospitals, and that such hospitals are necessary for training and 
treatment.  “We therefore urge upon the colored physician, everywhere he can possibly do so, to establish 
hospitals and maintain them and keep them at the highest possible point of efficiency.”  In JNMA, volume 3,1, 
(March 2011): pp. 21-4, Dr. Roman appeals to Meharry alumni to focus on building hospitals and not creating 
more schools.  Meharry’s “one great and urgent need at present is a hospital—a school hospital—owned, 
controlled, and manned by the college,” he writes.   
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African American doctors, its authors contested, should focus on science and embody the 

reforms instigated by the AMA.  In an essay by CV Roman called “Self-Adjustment” the 

physician-editor implored African American doctors to not worry about external circumstances 

but to rather adapt to the environment.  “The conclusion is plain then, if we are ever to get in 

harmony with our race, our country, our climate, and our environs generally, we must adjust 

ourselves, for our externals are like the tide in the Pontic Sea, that keeps its due course, ever 

flowing, never ebbing.”317  His message is clear: don’t push back, but rather, work within the 

boundaries of the new reality. 

The AMA and Flexner excluded and marginalized the African American medical professional 

class, but African American doctors would not back down.  They persevered.  But they did so at 

a great cost by accepting their own peripheral role in a powerful medical ship now steered by the 

AMA, imprisoned in an intersubjective drawer and forced to accommodate to the destructive 

dictates of its warden and his sanctified medical caste system. For example, in 1920 when the 

AMA launched its first concerted campaign against compulsory health insurance, this time in 

New York, the NMA remained on the sidelines, neither supporting nor undermining the AMA’s 

position.  This is especially revealing in that much of the debate in New York used eugenic 

reasoning to justify the exclusion of African Americans and other minorities from the proposed 

health insurance plan318  NMA leaders and African American physicians had to survive in the 

 
317 JNMA, volume 3, 2, (June 1911): pp. 147-57. 
318.  Beatrix Rebecca Hoffman, The Wages of Sickness: The Politics of Health Insurance in Progressive 
America (Chapel Hill, NC: The University of North Carolina Press, 2003), 29-33, 74.Beatrix Hoffman, who 
writes about health insurance debates, suggests that the NMA focused more on fighting medical 
discrimination than in advocating for African Americans to be included in mainstream medicine, a position 
that she notes did change in the 1960’s during the era of medical Civil Rights.  But what Hoffman fails to 
dissect are the reasons behind the NMA’s silence, something I would argue related to the fear by African 
American physicians to challenge the authority of the AMA which now had life and death control over the 
African American medical class.   
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new medical environment, so they continued to ally with the AMA and hope that new doors may 

open from their cooperation. 

The legacy of professional ostracism 

In the end, the AMA’s condemnation of a few people and events within the AMA orbit that it 

declared to be “racist”—including the total erasure of its founder, Nathan Davis—does not 

exonerate the racial caste system it helped to inaugurate.  Without ever proclaiming any flagrant 

racial goals, the AMA systemically augmented its own rise to power by stamping out the African 

American medical professional class and pushing it to the periphery of existence.  Through an 

adherence to the contemporary scientific truths embodied by medical racism and eugenics, the 

need to discredit doctors who from colonial times had been perceived as being imbued with 

threatening alterity, the use of self-serving corporate funding to promote a medical system 

focused on research and not patient-centered care, and its control of medical schools and 

institutions that it insisted must follow a singular dogmatic script over which it served as judge 

and executioner, the AMA created a massive health care corporate juggernaut that succored white 

male doctors but excluded all those whose status Progressive science and its racial script 

debased.  

American orthodoxy’s medical-racial script emerged in the colonial epoch as an exigency for 

doctors without training, license, or skills.  By creating a scientific field that exploited African 

American bodies, and by debasing African American healers and their emphasis on patient-

directed symptoms and natural cures, orthodox doctors established a foundational core of 

competency that stood as an oppositional binary against any groups that challenged their 

authority.  Their self-constructed monopoly over the science of medicine helped them to use 

racial exploitation as a means of generating an entire infrastructure of education, research, and 
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practice, all of which the AMA exploited for its own growth.  During much of the nineteenth 

century the AMA and American orthodoxy lacked any ability to control the medical field, often 

finding itself dwarfed by such novel constructs as homeopathy and prevented by liberal ideals 

from dominating the medical landscape.  This allowed African American doctors to carve out a 

niche within a segregated profession and in many ways to grow and thrive. But in the era of 

Progressive eugenics, the AMA’s message appealed to reformers and corporate groups alike, 

aligning them in a powerful conglomerate that extirpated all vestiges of alterity.  It was at this 

juncture that African American doctors fell prey to the dogmatic ascension of a singular version 

of white male orthodoxy, one that has ruled the national healthcare infrastructure to this day. 

While much current historiography and the AMA apology has isolated events and people as 

being responsible for the AMA’s racial positioning, it is impossible to understand the fabric of 

alterity merely by examining its many threads.  Only when seen as a whole is it apparent that an 

entrenched and unassailable medical-racial script enabled the growth of American orthodox 

healthcare and allowed the AMA to take control over the entire medical infrastructure. 

After Flexner, African American doctors and institutions had to beg, plead, borrow, and 

ultimately devise their own solutions to the many barriers enacted by AMA policies just to 

survive.  Little is written about whether other minority doctors suffered too from the rise of the 

AMA’s professional status that was imbued with eugenic ideologies that discredited anyone 

deemed to be imbued with alterity.  This topic deserves more research.  It is likely that the 

AMA’s medical-racial script had a far wider net than merely its African American victims. 

As the NMA and African American medical leaders fought to erect a viable parallel health care 

system that neither threatened the AMA nor depended on its largess, it avoided criticizing current 

conditions.  Only later did African American doctors push back, citing the devastation that the 
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AMA and Flexner inflicted.  For instance, African American medical student Jasmine Arrington 

wrote a hundred years after Flexner that African American medical doctors still suffer trauma 

from the devastation that the AMA’s rise wrought in 1911 and beyond.  The caste system the 

AMA enacted deprived African American doctors of power and prestige, money and influence, 

and prevented them from stopping some of the greatest medical outrages inflicted on the African 

American population in the twentieth century. The message sent to African American doctors 

was simple: that they did not belong in the orthodox medical world crafted by the AMA.319  The 

African American medical professional class may not have internalized that message at the time, 

but it knew that to survive it must heed to its will. 

For instance, the infamous Tuskegee Syphilis experiment, conducted between 1932-72 at 

Tuskegee Institute, received the endorsement of African American leaders as a matter of 

necessity and from a position of impotence.  Both the Tuskegee Institute’s president, Robert 

Morton, and the medical director of its hospital, Doctor Eugene Dibble, endorsed the syphilis 

study and played salient roles in managing it.  These African American leaders, who also 

obtained help from the NMA, believed that the study would direct needed federal and corporate 

funds to African American institutions and patients, enhance the status of the Tuskegee Institute 

and Hospital by fermenting research and focusing “the objective gaze of science on the health 

conditions of African Americans,” and improve the reputations of African American health 

professionals.  African American doctors did not directly challenge the status quo because they 

understood their subordinate position within the health care infrastructure, forcing them to 

 
319 Jasmine Arrington, “The Flexner Report and the African American Health Experience: Black Collective 
Memory and Identity as Shaped by Afro-Cultural Trauma and Re-Membering.” Vanderbilt Undergraduate 
Research Journal 10 (2015): pp. 1-8.  She writes that “Compulsory sterilization and the Tuskegee syphilis 
experiment are symptoms of an underlying problem—black lives are not valued.  The Flexner Report helped 
institutionally facilitate this issue through lack of representation of African Americans in medical institutions.”   
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defend the status quo and the AMA even as they pleaded for even a small place at the table.320  

Without any power or influence, but with a strong desire to grow and prosper, African American 

doctors after Flexner had to bend to even self-destructive acts merely to survive. 

As their numbers dwindled after Flexner, African American doctors have fought for respect and 

status within the AMA’s construct of racially tinged medical caste.  The AMA’s actions flowed 

from our colonial origins and became encapsulated into a persistent medical-racial script that not 

only survived during the AMA’s ascent to power, but also helped propel that rise.  The result has 

been nothing less than catastrophic for the African American medical profession and the medical 

profession overall. 

  

 
320 Susan L. Smith, Sick and tired of being sick and tired: Black Women's Health Activism in America, 1890-
1950. (Philadelphia: University of Pennsylvania Press, 1995), pp. 109-111; Susan M. Reverby, Examining 
Tuskegee: The infamous Syphilis Study and its legacy, (Raleigh: University of North Carolina Press, 2013), p. 
153-8. 
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