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iv. Geographical Distribution

of minority residents 

In the preceding chapter I described the process by means of
which Black Americans gained access to hospitals as patients and also as

professional staff, beginning first in racially segregated settings such as the
veterans’ administration hospital in Tuskegee, Alabama, and the Harlem
Hospital Center. Both of these developments came in the aftermath of
World War I as a result of demands of the Black community.

In part 2 I outline the entry of African Americans into mainstream hos-
pitals, which occurred in the context of sweeping social changes in Amer-
ican social structure following World War II. Among the major driving
forces for these changes were the democratization of higher education, the
increased wealth of new science and technology, and the breaking down
of social class and religious barriers, which had limited the size of the
American middle class. College enrollments in the nation increased from
two million in 1946 to eight million in 1970 (Ludmerer 1999, 188). While
Black Americans enjoyed some of these gains through the GI Bill of
Rights, they were still largely handicapped by being confined to a segre-
gated rather than mainstream educational pathway; even mortgages guar-
anteed by the GI Bill still largely confined them to segregated neighbor-
hoods with inferior public schools. No longer did a bachelor’s degree
reflect special knowledge; graduate students in those same 1946 to 1970
years increased from 120,000 to 900,000. Similarly, an M.D. degree giv-
ing one the right to practice general medicine after a year of rotating in-
ternship was no longer a sign of professional competence. Beginning in
the late 1940s and swiftly setting a new pace, postgraduate training lead-
ing to specialty board certificates became the new standard of competence
for physicians. Hospitals had increased in number, supported by govern-
mental funding, and teaching hospitals offering approved residency train-
ing positions increased from 5,796 in 1940 to 46,258 in 1970 (Ludmerer
1999, 181–83). The American public was demanding more medical care,
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and of a higher quality, especially when financial barriers to care were sig-
nificantly removed in the late 1960s by the passage of Medicare and Med-
icaid governmental funding, both of which generously provided not only
for patient care but financed residency training programs as well.

Between 1956 and 1980 the number of United States medical schools
increased from 84 to 127, enabling first-year enrollments to double, going
from 8,000 to 16,590. Medical school enrollments and annual graduation
rates could not keep up with the residency training positions offered: in
1958 U.S. medical schools graduated 6,861 students, but 12,325 residency
training positions were offered by teaching hospitals that year. A special
Surgeon General’s consultant group in 1959 advised that the nation’s
health could not be protected unless medical schools increased their an-
nual graduates from 7,400 to 11,000 by 1975. Federal funding made this
possible, and the targeted increase was met.

In all of these vastly expanded opportunities Black Americans were only
minimal beneficiaries because color caste confined them to segregated set-
tings. Slowly the color line was melting, as shown by the new way that
public and private hospitals desperate for staff had begun to hire Black
nurses. A signal event occurred in 1951, when the National Association of
Colored Graduate Nurses, which had been founded in 1908, disbanded.
Leaders in that organization and in the predominantly White American
Nursing Association agreed that all nurses should belong to a single na-
tional group, and that the thirty or so Black nursing schools also could go
out of business because almost all of the 1,152 nursing schools nationwide
were already accepting qualified applicants regardless of color (Morais
1969, 199; D. B. Smith 1999, 42–44).

The medical establishment was slower to change, but significant
changes occurred for some previously excluded groups. With more resi-
dent training positions and more medical students entering and graduat-
ing, quotas against Jews and Catholics, at that time excluded minorities,
disappeared (Ludmerer (1999, 206–7), but in the 1950s and 1960s no pos-
itive steps were taken to recruit women or members of other minority
groups. It was not until affirmative action programs began in 1970 that
women and minorities were admitted to medical schools in greater num-
bers and therefore could gain acceptance to postgraduate training teach-
ing hospitals.

The shortfall of medical school graduates led to a huge and sudden in-
flux of foreign medical graduates (FMGs): from 1950 to 1959 alone foreign
medical graduates in the nation’s residency training programs increased
from 2,072 to 9,457. By the late 1960s, 30 percent of all residents were
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FMGs, and even then 20 percent of all residency training positions went
unfilled. It was this shortage of U.S. graduates in matching the huge in-
crease in residency training positions that forced our hospitals to import
foreign medical graduates for almost ten years before minority groups
(primarily Black) and women graduating from U.S. medical schools were
available to be recruited and accepted beginning in the 1970s. 

As a sign of how much Black medical school graduates were on the out-
side looking in, McLean observed in his introduction to Reitzes’s Negroes
and Medicine that in 1947 only eight graduates from Howard and Meharry
combined were accepted for residency training in any predominantly
White hospital in the country; by 1956 the number had increased only to
forty-six (Reitzes 1958, xxvi). In 1947, with specialty training as the new
standard, only 93 Blacks nationwide were board certified specialists, a
number that grew to 190 by 1952 and to 320 by 1957. This was less than 1
percent of all U.S. board-certified specialists. McLean saw clearly that all
American medical schools should actively recruit qualified Black students
and that all residency training directors should welcome them. Clearly
both doors had to be opened: to all medical schools, and not just Howard
and Meharry, which enrolled 85 percent of Black graduates in those years,
and to all postgraduate training programs that were importing physicians
from abroad or leaving positions unfilled.

Even now, Fitzhugh Mullan (2000) believes, a case can be made to in-
crease the number of physicians we graduate from medical schools. For
the past two decades we have continued to graduate only about 16,000
new physicians a year, but we still have about 22,000 residency positions
to be filled, even though we turn away at least as many qualified medical
school applicants as we accept. As a nation we have become chronically
dependent on foreign medical graduates to fill these vacancies, and we
allow them to remain here in the hope that they will practice in under-
served areas. A sounder plan, in Mullan’s view, would be for us to develop
creative ways of graduating more minority and nonminority physicians
from this country willing to make career commitments to practice in un-
derserved areas.

O V E RV I E W  O F  T H E  C O M PA R AT I V E  S T U D Y  

In part 2 of this book I present data on two thousand minority medical
school graduates and two thousand nonminority medical school gradu-
ates in the five-year period 1973 through 1977, comparing geographical
location and area of residency specialist training they selected in those
years, and indications that some hospitals more than others in various
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regions of the nation were actively recruiting or affirmatively enrolling
minority medical school graduates. Important differences are observed
between these two groups of young physicians, who in different ways are
making important professional contributions to our national life, health,
and welfare.

In 1975 and again in 1976 I made unsuccessful attempts to obtain data
from all student affairs deans in United States medical schools on the
GME-1 training program choices of all their graduates, along with an
identification of the ethnic group membership of each graduate. This ini-
tial approach was via mailed questionnaire. Failing to get a sufficient set of
data, I used another approach, which resulted in almost complete samples.

All GME-1 placements matched through the National Internship and
Residency Matching Plan (NIRMP) are routinely sent to student affairs
deans at all medical schools. These alphabetized lists were used as a start-
ing point for assembling our samples for the years 1973, 1974, 1975, 1976,
and 1977. The Matching Plan works as follows: Medical students apply to
a number of hospital training programs, ranking the hospitals by their nu-
merical choice or preference. Hospitals rank the applicants by order of
preference in the same fashion. The actual internship placement is decided
by the highest mutual match of the student and the hospitals. The five-
year period used for this study was 1973–77. In general, these students en-
tered medical school four years prior to their year of graduation. Lists of
all medical school graduates nationally are given in alphabetical order,
with coded numbers identifying the student’s medical school and the hos-
pital chosen, and a code for the specialty training program in which that
student matched. However, no information as to whether a student is a
member of a minority group is available from these lists, nor other
NIRMP databases.

In order to identify each student’s minority group membership, several
student research assistants and I went back to the Medical Minority Appli-
cant Registries (Med-Mar) distributed by the AAMC annually since 1969.
These registries contain the names and minority group self-designation of
all minority medical school applicants who choose to be so identified at the
time they take the MCAT. Almost all members of our minority sample
were identified in that way. Since this register did not exist in 1968, it could
not help us to identify minority students who graduated in 1973; those
using the 1969 register would ordinarily not graduate until 1974.

Another method employed to identify minority applicants was to con-
sult the published newsletters of all National Medical Fellowship (NMF)
awardees. NMF raises funds from foundations, corporations, and individ-
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ual donors for the specific purpose of providing partial financial aid to all
minority medical students enrolled in any U.S. school, provided the stu-
dent requires financial aid. About 75 percent of minority students apply
for this aid. Newsletters gave the names of all former NMF awardees. Un-
published NMF data provided information concerning all applicants
whose family incomes made them ineligible for financial aid. Minority ap-
plicants who never applied to NMF could probably be assumed to be
from families with higher incomes, as student affairs deans knew the in-
come levels within which the minority students would be found ineligible
to receive grants. In 1969 NMF made awards on the basis of need plus
competitive scholastic merit; but from 1970 on, awards were made solely
on the basis of need. Only Blacks received grants up to 1970. Therefore,
we have data that describe the GME-1 program location decisions of mi-
nority interns with progressive degrees of economic disadvantage, and
from all underrepresented groups, but not a complete sample.

A total of 2,109 minority students were identified and data obtained on
their sex, year of graduation, medical school, ethnic membership, and
NMF status. GME-1 hospital data were compiled on location of the hos-
pital, its medical school affiliation, type of governance, percentage of for-
eign medical graduates on the house staff, and percentage of unfilled resi-
dency positions. A control group of 2,191 randomly chosen nonminority
students were selected for the same 1973–77 period, and similar data were
compiled for them. The control group was selected as follows: once a mi-
nority graduate was identified on the NIRMP alphabetical list, the next
subsequent name was selected as a nonminority control. We did not use
the name if it might possibly have been a minority applicant (Hispanic
surname, or from a predominantly Black medical school). We would esti-
mate that our nonminority sample probably inadvertently contains about
twenty minority interns through this sampling method. We later dropped
some interns from both groups because of incomplete data. Approxi-
mately two hundred nonminority interns were dropped from analysis of
findings in this chapter because we observed that they were graduates of
foreign medical schools.

The hospital data were obtained from the “Green Book,” the Directory
of Accredited Residencies (AMA 1976a), using 1975–76, which gave data on
hospitals with which the 1974 graduates were matched, as a typical aca-
demic year. 

For most of the printouts on which geographic location data were avail-
able, there were 1,982 students in the minority sample and 1,885 nonmi-
norities in the control group. The minority group was further divided as
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follows: 1,666 Blacks, 204 Mexican Americans, 84 Mainland Puerto Ri-
cans, 23 Native Americans, and 5 whose ethnicity was not specified.

From the AAMC data (AAMC 1978, 63), the 1,885 member nonminor-
ity control group represents a 3.1 percent sample of the 61,518 nonminority
medical students who graduated from 1973 to 1977, while the 1,982 minor-
ity students represent a 45.3 percent sample of the 4,370 minority students
who graduated during that period. This method was most successful in
identifying 84 Mainland Puerto Ricans (49.4 percent of 170); 1,666 Blacks
(48.5 percent of 3,437); 204 Mexican Americans (32.1 percent) of 635; and
least successful in identifying 23 Native Americans (18 percent of 128). Mi-
nority graduates in those years represented 6.6 percent of all medical school
graduates.

Our data do not include minority students who were not identified on
the Med-Mar Register, those who did not apply to NMF, and those who
did not use the NIRMP. A study of all U.S. graduates in 1976 (Cuca 1977,
164) found that 13,505 (98 percent) applied to NIRMP, of whom 89 per-
cent (11,728) followed through. The others withdrew or failed to follow
through with the match, at a rate of 10 percent of nonminorities and 20
percent for minorities. An additional 8 percent of all U.S. graduates failed
to match. Therefore, assuming the same participating and matching rates
found in the 1976 AAMC study, 1,885 nonminorities represent a 3.67 per-
cent sample of all 50,938 nonminority participants who matched. The
1,983 minorities are only a little over 60 percent of the 3,000 or so minor-
ity NIRMP participants who matched. By these estimates, minorities rep-
resented 5.8 percent of all NIRMP applicants. We believe both our mi-
nority and nonminority samples are sufficiently large and representative to
indicate valid trends.

Given that the data on our minority sample do not include the 30 per-
cent of minority graduates who fail to use the NIRMP (2 percent never
apply, another 20 percent withdraw from the match to make their own
arrangements, and another 8 percent fail to match), we could have ob-
tained no more than 70 percent of all minority graduates.

While it is commonly supposed that most minority students who
apply to medical school willingly designate themselves as such, believing
it to be to their advantage to do so, this assumption had not been sub-
jected to adequate study. Dr. Valerie Miké, chief statistical consultant to
the first part of this study, suggested examination of that issue. The
obvious question was whether those minority interns who failed to indi-
cate their minority group status did so because they did not wish to as-
sociate with minority people or to be identified with them, or because
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they were fearful that knowledge of their race would be used against them
in some way by Whites? Both of these possible attitudes would influence
their internship choices, but in different directions. Furthermore, what
can we learn about the internship choices of minority graduates who do
not use the NIRMP?

Examining 1976 data more intensively, I looked at those medical
schools at the top of the list that contributed 200 of the 615 minority in-
terns in our sample for that year. From a variety of data sources I put to-
gether as much information as I could gather concerning the internship
choices of all minority students graduating from those schools in 1976 (J.
Hodge-Jones, personal communication; W. Jordan, personal communica-
tion; both Hodge-Jones and Jordan have compiled questionnaire data on
residency choices of minority students). My efforts to clarify these issues
were diligent, but they cannot be considered definitive.

In general Howard and Meharry graduates were believed not to partic-
ipate in the NIRMP as often as those from other schools because their his-
torical exclusion from most postgraduate training led graduates from these
schools to apply for internships in teaching hospitals associated with their
own Black schools, or to the small number of hospitals known to accept
Blacks. In 1976, our review of all data showed that Howard graduated
eighty-six minority students, of whom only forty-eight used NIRMP;
Meharry graduated eighty-seven, of whom only forty-three used NIRMP.
This yielded a combined Howard and Meharry NIRMP participation rate
of only 52.6 percent. Looking at the hospitals selected by those who did
not participate in NIRMP clearly indicated that they were associated with
their medical schools, or they were associated with a city, county, or the
federal government; all these hospitals served predominantly Black patient
populations.

Another nine medical schools contributed the next largest proportions
of our minority intern sample during the study period. In 1976 alone, these
schools contributed the following numbers of minority graduates: College
of Medicine and Dentistry of New Jersey (27); University of Illinois
(Chicago) (24); UC San Francisco (23); SUNY Buffalo (21); Harvard (19);
UCLA (16); Case Western Reserve University (16); University of Michigan
(15); and Columbia Physicians and Surgeons (12). Of the 163 minority stu-
dents they graduated, 156 (95.7 percent) participated in the NIRMP. Those
who did not participate came from the following schools: SUNY Buffalo
(10), UC San Francisco (5), College of Medicine and Dentistry of New Jer-
sey (5); University of Illinois (3); Case Western Reserve (2) and the Univer-
sity of Michigan and UCLA (1 each). Again, the twenty-seven who did not
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participate went mainly to hospitals that were closely associated with their
medical schools or to hospitals under city, county or other government
auspices. Those hospitals usually were not highly competitive and had
high proportions of foreign medical house staff and many unfilled posi-
tions. This suggested that minority students who graduated from these
schools who did not use the NIRMP were academically below average, as
is generally found to be true of nonminority students who do not use the
NIRMP.

This generalization probably does not hold true for Howard and
Meharry graduates. No obviously different pattern of specialty choice ap-
peared, either in the twenty-seven non-NIRMP participants from the nine
schools or the larger number of eighty-two from Howard and Meharry.
The overall NIRMP participation rate for these top eleven schools in 1976
was 73.5 percent. Howard and Meharry, with their low participation rates,
pulled down the aggregate rate for the top eleven schools. However, since
those two schools contributed only 13 percent of our original 1976 sample,
it is apparent that the minority participation rate for all medical schools
would probably be close to the 80 percent that had been reported in the
AAMC study of all 1976 graduates mentioned earlier (Cuca 1977).

Examining the same top eleven medical schools for 1976, we found that
200 of our sample of 615 had come from those schools, had been located
by us, and were in our sample. We had not found an additional 31 who
had used NIRMP. Five of those, from four different schools, were missed
through lack of diligent search, as we should have found them by our
method. However, 26 of the 31 had neither indicated their minority status
on Med-Mar, nor had applied to NMF for financial aid. Those minority
NIRMP candidates who had not designated their minority status again
came in large numbers from the predominantly Black medical schools in
1976. Numerically they were found as follows: Meharry (6), Howard (4),
University of Michigan (4), SUNY (Buffalo) (3), UC San Francisco (5),
University of Illinois (2), Columbia Physicians and Surgeons (1). However,
none were found at UCLA, Harvard, or the College of Medicine and
Dentistry of New Jersey. 

Since the group consisted of only 26 individuals, it is difficult to gen-
eralize. Our superficial examination of the hospitals or of the specialty
training programs selected by these interns turned up no obvious differ-
ences between them and their minority classmates. However, these stu-
dents probably were better off financially than others, as may be assumed
from their not having applied to NMF for aid. While it is undoubtedly
true that minority physicians would and should respond to the economic
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opportunities and other social advantages that influence all other physi-
cians, their location decisions have been seriously constrained by past and
current racial and ethnic discrimination that specifically delimits their op-
portunities for housing, jobs, incomes, education, and civil rights within
a given state or region.

In summary, comparisons are made between the GME-1 training pro-
gram choices of a sample of 2,109 minority graduates and 2,121 randomly
selected nonminority graduates excluding about 200 foreign medical grad-
uates in the nonminority group, all of whom had been alphabetically
listed as having used the NIRMP in 1973, 1974, 1975, 1976, and 1977. Since
the NIRMP data did not provide minority group identification, our most
difficult task was that of ascertaining their minority group membership
from the following additional sources: the minority premedical student
registry (MED-MAR), provided by the AAMC Office of Minority Affairs,
which sends the names of minority students applying to medical schools
to all of the schools; and newsletters and other income status information
from National Medical Fellowships.

Data on specialty choice was obtained on a total of 2,092 minority and
2,114 nonminority medical school graduates in the period 1973–77. Sample
sizes for given years reflected the number of identifiable minority graduates
admitted to medical school and therefore were unequal in the various years.
In general, students who graduated in 1973 began medical school in 1969,
four years earlier. Most of the minority sample was Black. Table 11 gives an
idea of the serial composition of our total sample. Clearly Blacks were the
dominant group. Aggregate numbers of other underrepresented minori-
ties for the five-year period were Mexican Americans, 233, Mainland
Puerto Ricans, eighty-five, and Native Americans, twenty-nine. A few stu-
dents from both samples were dropped from the computer printouts be-
cause of coding errors or incomplete data.

TABLE 11. Serial Composition of the Sample

Year Nonminorities Blacks

1973 166 165
1974 306 276
1975 486 402
1976 588 466
1977 568 436

Total 2,114 1,745
Other minorities 347

Total 2,092
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P RO B L E M  

The purpose of the study reported here was to determine if differences
exist in trends of geographic location and specialty choice between mi-
nority and nonminority physicians in their Graduate Medical Education
Year 1 (GME-1) training programs. Choice of specialty training will be dis-
cussed in the next chapter. I assumed that location of training programs
was even more important than location of the medical school in deter-
mining where the physician would later decide to practice, although those
factors are usually linked. The study concentrated primarily on the distri-
bution differences of all minority groups combined, even though Blacks
greatly outnumbered all other minorities in the sample. Wherever pos-
sible, data have been analyzed by the various subdistribution groups of
Mexican Americans, Mainland Puerto Ricans, and Native Americans. In
the past, studies of this kind were thwarted by lack of reported data on the
ethnicity of medical students or physicians, as well as by the fact that all
minorities combined were previously so small a number. The AAMC does
not release information on the ethnic identification of individuals gradu-
ating from medical schools.

R E S U LT S  

p r o d u c t i o n  o f  i n t e r n s  b y  s tat e  o f  o r i g i n  

In 1972, the National Medical Association Foundation, an organization of
Black physicians, surveyed by mail all fifty-eight hundred known Black
physicians in the United States. The response rate was 60 percent (Crocker
1975). The study replicated Haynes’s finding (Haynes 1969) that the states
in which Black physicians are trained reflects the dominance of Howard
and Meharry: District of Columbia (because Howard is located there) ed-
ucated 44 percent; Tennessee (because of Meharry’s location) 39 percent;
Michigan (University of Michigan and Wayne State University) about 4.5
percent; Ohio (Ohio State and Case Western Reserve) 3.0 percent; Illinois
(University of Illinois) 2.0 percent; and all other states contributed the re-
maining 6.5 percent. Historically, Howard and Meharry have been na-
tional resources for Black medical students. For example, in 1977, only 13
percent of Howard’s students came from the District of Columbia, and
only 16 percent of Meharry’s students came from Tennessee (AAMC 1977,
table 2-B). The vast majority of nonminority medical students, on the
other hand, usually attend public or private medical schools within their
own region or within their state of residence.

Table 12 shows the top ten states in rate of production of medical grad-
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uates, or interns. We can note the close similarity, and therefore the repre-
sentativeness, of our nonminority sample of 1,885 for the 1973–77 period as
compared to the total sample of 11,401 interns for the year 1976. We used
1976 because it included almost all the interns or GME-1 placements for
that year, although it does not include those who went directly into GME-
2 programs (AMA 1977, 20). It also can be seen that in general the top ten
states produced just over half of all the medical school graduates.

Looking at our minority sample, we see that Tennessee (because
Meharry is located in Nashville) and the District of Columbia (where
Howard is located) occupy much higher ranks than they do in the non-
minority sample, where the District of Columbia ranks thirteenth and
Tennessee twelfth. The top ten states in minority intern production are re-
sponsible for turning out a greater percentage (76.6 percent) of all minor-
ity graduates than do the top ten states for nonminority graduates (only
57.9 percent).

While they contained half the Black population (53 percent according
to the 1970 census), the southern states produced comparatively few mi-
nority graduates, calling attention to the continuing inequity of human
services and economic parity in that part of the country. Table 13 com-
pares the production of minority and nonminority graduates from the
ten states with the highest percentage of Black population. States in the
Deep South regularly generated lower-than-expected percentages of mi-
nority graduates.

The popularity of a given medical school reflects the mutual choice of
both the applicant and the school for each other. A simple listing of the

TABLE 12. Top Ten States in Production of Interns

All 1976 Interns 1973–77 Nonminority Sample 1973–77 Minority Sample
Rank (N � 11,401) (N � 1,885) (N � 1,982)

1. New York 1,307 11.5% New York 194 10.3% New York 273 13.8%
2. Pennsylvania 908 8.0% Pennsylvania 155 8.2% California 232 11.7%
3. Illinois 800 7.0% Illinois 147 7.8% Tennessee 158 8.0%
4. California 730 6.4% Texas 111 5.9% Pennsylvania 152 7.7%
5. Texas 633 5.6% California 109 5.8% District of Columbia 149 7.5%
6. Ohio 494 4.3% Ohio 96 5.1% Massachusetts 139 7.0%
7. Michigan 467 4.1% Michigan 77 4.1% Michigan 126 6.4%
8. District of Columbia 401 3.5% Massachusetts 71 3.8% Illinois 123 6.2%
9. Massachusetts 391 3.4% North Carolina 70 3.7% Texas 85 4.3%

10. Missouri 322 2.8% Missouri 60 3.2% Ohio 81 4.1%

Total 6,453 56.6% 1,090 57.9% 1,518 76.7%

Source: Figures for all 1976 interns from Directory of Accredited Residencies (1977).
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top twenty-five choices of medical school for both minority and nonmi-
nority medical school graduates reemphasizes some of the points already
made (see table 14). For example, the top twenty-five schools graduated
56.1 percent of all the minority sample, but the top twenty-five schools for
the more widely dispersed nonminority sample graduated only 36.9 per-
cent of that group. Only eight of the top twenty-five choices were shared
by both minority and nonminority graduates. While the Ivy League
schools and the high-prestige private and state universities generally dra-
matically opened up to minority students, the same cannot be said for the
large state universities either in the South or the Midwest.

S TAT E  G M E - 1 R E T E N T I O N  R AT E S  

Not a single state is spared some manifestation of severe physician short-
age somewhere within its boundaries. A given state must maximize efforts
to attract or retain at least as many interns as it produces, whether they are
produced from within the state’s own boundaries or outside, in order to
maintain if not improve its physician-to-population ratio. While an in-
crease in the number of physicians alone might not solve all of those short-
age problems that result primarily from maldistribution, it is almost cer-
tain that reduction in the total number of physicians would hamper future
resolution efforts.

Table 15 presents an analysis of the net gain or loss of interns for se-
lected states, comparing the flow of minority and nonminority interns

TABLE 13. Production of Interns in Ten States with Highest Proportion of
Black Population

Black Percentage of Nationwide Percentage of Nationwide
Population Minority Sample Produced Nonminority Sample Produced

State % (N � 1,982) (N � 1,885)

District of Columbia 71.1 7.5 2.6
Mississippi 36.8 0.5 1.8
South Carolina 30.5 0.5 1.2
Louisiana 29.8 1.5 2.9
Alabama 26.2 0.9 1.3
Georgia 25.9 1.0 2.7
North Carolina 22.2 2.2 3.7
Virginia 18.5 0.9 3.2
Arkansas 18.3 0.8 1.4
Maryland 17.8 2.5 2.0

Note: Figures on Black population of states are from 1970 U.S. Census data. Interns are 1973–77 graduates from
U.S. medical schools.
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within a given state. These data do not apply to specific individuals, but
rather to the sum total of all medical students graduated from all schools
within a state, and the sum total of all interns, from any school in any
state, choosing a GME-1 program located within that same state.

Table 15 can be read as follows: New York had 350 minority interns
from our sample in the 1973–77 time period, while it graduated only 273,
showing a net gain of 4.7 percentage points (350 being 17.7 percent of the
interns and 273 representing 13.0 percent of graduates). Compared with
nonminorities in the same time period, 198 were interns in the state, while
194 medical school graduates were produced, a gain of only 1.3 percentage
points. The observed difference in gain of minorities compared to non-
minority interns was statistically significant (calculating the significance of

TABLE 14. Medical Schools Preferred by Minority and Nonminority Samples

Minority Nonminority
Sample Sample

(%) (%)

1. Meharry 7.0 1. Indiana 2.7
2. Howard 5.5 2. Ohio 1.9
3. Harvard* 3.6 3. Wayne* 1.8
4. University of Michigan* 3.3 4. Nebraska 1.7
5. UC San Francisco 3.1 5. Baylor* 1.7
6. Columbia (P.&S.)* 2.7 6. Tennessee 1.7
7. Illinois (Chicago)* 2.4 7. Texas (Galveston) 1.7
8. SUNY (Buffalo) 2.1 8. Harvard* 1.6
9. UCLA* 2.0 9. Illinois (Chicago)* 1.6

10. Case Western Reserve 1.9 10. Mississippi 1.6
11. New Jersey C.M.D.* 1.9 11. Jefferson 1.5
12. Wayne* 1.9 12. University of Michigan 1.5
13. Cornell 1.7 13. Virginia Medical College 1.5
14. Yale 1.7 14. Hahnemann 1.4
15. U. of Southern California 1.6 15. Iowa 1.4
16. Temple 1.6 16. Texas (Southwestern) 1.4
17. Tufts 1.6 17. Georgia 1.4
18. University of Pennsylvania 1.5 18. Oklahoma 1.3
19. Baylor* 1.4 19. St. Louis 1.3
20. Stanford 1.3 20. New Jersey C.M.D.* 1.3
21. Johns Hopkins 1.3 21. Arkansas 1.3
22. SUNY (NYC) 1.3 22. Cincinnati 1.3
23. Pittsburgh 1.3 23. New York Medical College 1.3
24. New Mexico 1.2 24. UCLA* 1.2
25. New York University 1.2 25. Columbia (P.&S.)* 1.2

Total 56.1 36.9

*School appears on both lists
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differences in percentage of change between the two groups). As can be
seen in table 15, New York, California, and especially Illinois (among the
top three states in number of minority interns produced) all show highly
significant differences in rate of gain for minority physicians in training.
While both minority and nonminority interns flocked to California, the
migration was relatively less pronounced among minority graduates. Mi-
nority interns favored Illinois during the same period that nonminority
interns were strongly avoiding the state. While both minority and non-
minority interns favored New York, the minority preference was much
greater.

The inflow and outflow suggest that the Midwest states with large
urban Black populations (Illinois, Michigan, Ohio, Indiana) were all gain-
ing minority physician trainees, while nonminority interns showed a gain
only in Michigan. The same general trend is suggested for several south-
ern states with large urban Black populations (Georgia, Louisiana, and
Maryland).

The low retention rates for Blacks in the District of Columbia and in
Tennessee are explained because the many Blacks graduating from the pre-
dominantly Black medical schools located in those states far exceeded the
postgraduate training positions and subsequent practice opportunities of-
fered in those two states. Other southern states, especially those with large
Black rural populations, attracted few Black interns. Other states in the
North with relatively small Black populations, but with high-prestige
medical schools where relatively more Blacks then received their medical
education (Pennsylvania, Massachusetts, Connecticut), would probably
continue to produce more minority graduates than they could utilize.

VA R I AT I O N S  I N  G M E - 1 L O C AT I O N  A M O N G

M I N O R I T Y  S U B G RO U P S  

The addition of as few as twenty new minority physicians in almost any
state would favorably improve access to physicians care by the minority pop-
ulation of that state, whereas the same number of new nonminority physi-
cians would have much less effect.

Table 16 shows the geographic distribution of GME-1 placements for
the various minority subgroups. There it can be seen that Black interns,
like the Black population, were concentrated in large cities to a greater ex-
tent than is true of the whole population. Each of the top ten states have
major cities with high percentages of Black people. The highly segregated
neighborhoods in which most Blacks in these large cities live are almost
like separate cities. According to the 1970 census, the top ten states, in
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total Black population, were New York, Illinois, California, Texas, Geor-
gia, North Carolina, Louisiana, Florida, Pennsylvania, and Michigan
(U.S. Dept. of Commerce 1976, 1–48). With the exception of Pennsylva-
nia and North Carolina, Black GME-1 interns were attracted to those
states at rates that exceeded those of Black graduates produced. This defi-
nitely suggests a probable improvement in potential physician services for
the Black populations in those states. It occurred even though, as can be
seen in table 15, southern states were simultaneously losing nonminority
interns.

Table 16 also shows that the small subgroup of Mexican American in-
terns went to states where their population is clustered, such as California
and Texas, as well as other southwestern states. (The top ten states in Mex-
ican American population were California, Texas, Utah, Illinois, New
Mexico, Colorado, Michigan, Washington, Kansas, and Florida [U.S.
Dept. of Commerce 1973].)

Similarly, Native Americans were drawn to states where they lived.
Their top ten states in population were Oklahoma, Arizona, California,
New Mexico, North Carolina, Washington, South Dakota, New York,
Montana, and Minnesota. Mainland Puerto Ricans tend to cluster in
New York City, other large cities in the East, and in Puerto Rico. The top
ten states in Puerto Rican population were New York, New Jersey, Cali-
fornia, Illinois, Pennsylvania, Connecticut, Florida, Massachusetts, Ohio,
and Indiana (U.S. Dept. of Commerce 1976, 1–48). GME-1 locations,
therefore, indicate that these minority subgroups were migrating in a
population pattern characteristic of others of their ethnic origin and
identity group.

TABLE 16. GME-1 Placements by Minority Subgroup, Top Ten States

Black Mexican American Mainland Puerto Rican Native American
(N � 1,666) (N � 204) (N � 84) (N � 23)

New York 18.4% California 37.3% New York 41.7% California 13.0%
California 15.0% Texas 26.5% California 8.3% Michigan 13.0%
Illinois 8.5% Arizona 6.9% Pennsylvania 7.1% Pennsylvania 8.7%
Michigan 7.7% Colorado 4.4% Purerto Rico 6.0% Colorado 8.7%
Ohio 6.2% New York 2.5% New Jersey 4.8% New York 4.3%
Pennsylvania 5.2% Illinois 2.5% Massachusetts 3.6% Arizona 4.3%
Maryland 3.8% Utah 2.5% Maryland 3.6% Maryland 4.3%
Texas 3.5% New Mexico 2.5% Michigan 2.4% New Jersey 4.3%
Georgia 3.5% Indiana 2.0% Texas 2.4% Washington 4.3%
District of Columbia 3.4% Michigan 1.5% Arizona 2.4% Oklahoma 4.3%

Total 75.2% 88.6% 82.3% 69.2%
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G M E - 1 P L A C E M E N T S  O F  M I N O R I T Y  I N T E R N S  B Y

E C O N O M I C  D I S A D VA N TA G E  

We identified three subclassifications of the combined minority sample ac-
cording to degrees of economic disadvantage, and our relevant findings
appear in table 17. Our assumption is that from 1973 to 1977, National
Medical Fellowship grant recipients (N � 1,388) were from families with
the lowest incomes. The actual average family income was $8,880 for 1,190
families with reported income; there were 324 with no reported income.
Next, we assumed that those who applied for but did not receive NMF
grants (N � 277) had higher family incomes. (Their actual average fam-
ily income was $14,960 for 227 families with reported income; 50 reported
no family income.) Our next assumption was that those who never had
applied for an NMF grant probably came from families with still higher
family incomes, and of those there were 317 whose average family income
could of course not be calculated.

Table 17 shows the top ten states preferred by the lowest of these eco-
nomic subgroups, ranked in terms of numbers and percentages of minor-
ity interns who located there, with the comparable figures for the other
two subgroups for those states. We found a statistically significant similar-
ity of geographical distribution, comparing those who received NMF
grants with those whose requests were rejected (the Kendall rank correla-
tion was .64, which is significant at almost the p � .01 level) and also on
comparison with those who never applied for an NMF grant (Kendall
rank correlation is .75, significant at the p � .01 level). In other words,

TABLE 17. Placement of Minority Interns, by Economic Subgroup

NMF Grant Request Accepted NMF Grant Request Rejected NMF Grant Request Never Made
(N � 1,388) (N � 277) (N � 317)

State Rank N % State Rank N % State Rank N %

New York 1 244 17.6 New York 1 54 19.5 New York 1 52 16.7
California 2 238 17.1 California 2 52 18.8 California 2 48 15.1
Illinois 3 111 8.0 Illinois 7 14 5.1 Illinois 3 22 6.9
Michigan 4 102 7.3 Michigan 6 15 5.4 Michigan 6 19 6.0
Texas 5 79 5.7 Texas 4 17 6.1 Texas 4 19 6.0
Ohio 6 73 5.3 Ohio 3 19 6.9 Ohio 8 12 3.8
Pennsylvania 7 63 4.5 Pennsylvania 5 15 5.4 Pennsylvania 5 19 6.0
Georgia 8 46 3.3 Georgia 9 11 4.0 Georgia 20 4 1.3
Maryland 9 44 3.2 Maryland 11 7 2.5 Maryland 7 19 6.0
Massachusetts 10 42 3.0 Massachusetts 10 8 2.9 Massachusetts 13 7 2.2

Total 1,042 75.0 212 76.6 221 70.0
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there are no significant geographical GME-1 location differences between
economically disadvantaged minority interns with more economically ad-
vantaged minority interns as we defined them, even though average fam-
ily incomes for these two subgroups were as wide apart as nine thousand
and fifteen thousand dollars.

One possible interpretation of this finding is that income levels are not
significant within that range of difference, given the other similarities be-
tween these subgroups of highly educated minority students. Another pos-
sible interpretation is that the more economically advantaged subgroups
are not large enough to establish separate opinion and behavior trends.
And there is also the opinion that minority group identification by itself
has greater influence than income on choice of intern location, at least
within the minority sample of interns taken as a whole. Data on income
stratification and GME-1 location choices within the minority intern
sample are insufficient because the number of members of the other eth-
nic subgroups is so small. For Blacks, whose numbers are predominant in
each income subgroup, ethnicity almost certainly is stronger than income
level in influencing their GME-1 location decisions, considering the his-
tory of racial segregation already reviewed. 

D I S C U S S I O N  

i m p l i c at i o n  o f  m i n o r i t y  m e d i c a l  s c h o o l
g r a d u at i o n  t r e n d s  

In a concise report (DHEW 1978b, 31) on minority medical student pro-
grams, covering roughly the 1970–76 period, the DHEW Office of Health
Resources Opportunity pointed out that minority enrollment success had
reached a plateau or was threatened with a future decline. This was not
only because the numbers of qualified minority applicants was not in-
creasing significantly, and because the cost of medical education was in-
creasing and becoming a greater barrier, but also because some medical
schools had not made sincere efforts to increase their minority enrollment.

This lack of commitment is not so obvious for Native Americans, Mex-
ican Americans, and Puerto Ricans, because they might be expected to at-
tend schools mainly in states where they predominantly reside. However,
with Blacks residing as they do in all parts of the United States, of all
Blacks in medical school in 1970, 64 percent were attending schools in
only seven states. By 1974, those same seven states (California, District of
Columbia, Massachusetts, New York, Pennsylvania, Tennessee, and Mich-
igan) still were absorbing 61 percent of all Black students. Looking at med-
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ical schools more specifically, in 1976, a total of 51 of 113 schools exclud-
ing Howard and Meharry, admitted ten or more first-year minority stu-
dents; 21 schools admitted from six to ten, but 41 schools admitted five
or fewer. Those 41 schools were located in all geographic regions, repre-
sented both public and private schools, were located in metropolitan
areas and less-dense population areas, and were located in areas with both
large and small minority populations. Some were located in cities where
other medical schools had managed to find more than ten medical stu-
dents to admit.

Our data concerning minority graduation trends logically portray a
pattern similar to admission trends. The increase in the enrollment of mi-
nority students nationwide, from less than 3 percent in 1969 to a 9 per-
cent range in 1976, brought to the nation’s schools not only a group of
students with different racial backgrounds, but students who were not
traditional in other ways as well (DHEW 1978b, 15–17). Minority student
family income and education levels were lower; the minority students, es-
pecially the Blacks, came from smaller colleges often with inadequate re-
sources; a greater proportion of students tended to be women; more mi-
nority students were older and already married, and more had come from
the inner city. 

While some medical educators felt there were no data to support the as-
sumption that minority physicians would be any more likely than their
nonminority peers to practice in areas with a shortage of physicians, that
same study of minority medical students (DHEW 1978b) summarized
questionnaire data from the minority medical students association that in-
dicated otherwise. That association, the Student National Medical Associ-
ation, produced results that revealed that 74 percent of minority students
planned to do their residency training in the inner city, compared to 7 per-
cent who chose metropolitan suburban areas; 14 percent who chose small
to medium cities; 3 percent rural areas. One of my earlier studies (Curtis
1975) found that minority students succeeded 90 percent of the time in
obtaining their first, second, or third choice of residency training; and for
that reason it should be possible to determine whether or not minority
graduates would in fact act on their stated intentions. 

Minority graduates indicated on the SNMA questionnaire that they
generally planned to do their residency training in an inner city area (74.3
percent), and half of them (50.5 percent) indicated they would like to lo-
cate their permanent practices there as well. It is of further interest to note
that of the minority medical students who responded to the questionnaire
(response rate is not given), 85 percent were Black. Of all respondents, 43.4
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percent had grown up in metropolitan inner city neighborhoods, and 68.0
percent had attended medical schools in inner city neighborhoods. Un-
fortunately, that study did not similarly poll a matched group of nonmi-
nority medical students, but observation suggests no such past, present, or
future magnitude of association with the inner city.

Subsequent data from the study we are reporting here will more clearly
document how these minority and nonminority interns actually made
their choices in relation to the inner city. In an earlier book, I had sug-
gested that future minority physicians would naturally have career aspira-
tions similar to their White colleagues, but that the persistence of resi-
dentially segregated neighborhoods, both in the inner city and in the
suburbs, would coerce most minority physicians to serve a predominantly
minority community (Curtis 1971, 150–54). Nothing in the data we report
in the present or subsequent chapters can really answer questions as to
whether minority interns are making their career training choices out of
altruistic free choice, habit or tradition, a feeling of psychological or social
coercion, lack of information, or for other reasons. There can be no doubt,
however, that the career pathways of minority and nonminority students
differ in a predictable and dramatic manner, beginning the first postgrad-
uate medical school year. Nor can there be doubt that these career choice
differences carry important social consequences and benefits, especially for
previously medically underserved minority communities. Some states are
shouldering more, and others less, than their fair share of the costs and
benefits of these newly graduating minority physicians.

m i n o r i t y  a n d  n o n m i n o r i t y  p h y s i c i a n  t o
p o p u l at i o n  r at i o s  

Thompson (1974) summarized the basic difficulties in the problem of es-
timating the shortage of Black physicians, compared to other physicians,
pointing out that in 1972, there was one physician for every 649 people,
but the ratio was one Black physician for every 4,298 Blacks. This repre-
sented a worsening ratio for Blacks inasmuch as in 1942, there had been
one Black physician for every 3,377 Blacks. While it is true that more
White physicians were willing to accept Black patients in 1972, and Black
physicians were not as strictly limited to all-Black clienteles, the racially
integrated medical market was still of very minor dimensions. It should be
remembered that nearly all patients of most Black physicians were Black,
and except rarely, nonminority physicians avoid practicing in predomi-
nantly Black geographic areas or neighborhoods.

An analysis of net gain or loss of minority and nonminority physicians
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over a five-year period, such as we have reported, tells more about the end-
state of minority physician manpower rather than nonminority physician
manpower in a given area, because the beginning physician manpower
pools for the two groups in a given state are of such different sizes. For ex-
ample, assuming that nationwide there were approximately 350,000 non-
minority physicians, of whom 15 per 1,000 retire or die annually (DHEW
1974, 157), and about 9,500 had graduated annually, only a 10 percent
overall increase in physician manpower would have been achieved at the
end of five years. On the contrary, with fewer than 6,000 Black physicians
in 1973, at the beginning of the five-year period, assuming a similar retire-
ment and death rate, and with 700 annual graduates over that time pe-
riod, Black physician manpower increased by about 50 percent. The in-
creased supply of other underrepresented minority groups was of even
greater importance in terms of their small numbers at the outset.

Table 15 also shows that throughout our 1973–77 review period, non-
minority interns tended to be leaving the South and even the Northeast.
Despite this migration, the northeast region of the country continued to
be relatively well supplied with nonminority physicians, using as a mea-
sure the number of states with more than 140 physicians per 100,000 pop-
ulation (Roback 1975). Many of these eastern states, like New York and
New Jersey, were forced to rely heavily on foreign medical graduates to
meet their physician manpower needs and demand, while the West Coast
region is richly supplied with U.S. physicians. Serious physician shortages
for nonminorities as well as others continued to be a problem in many of
the relatively affluent midwestern states, as well as in the impoverished
southern states.

This study confirmed the finding that Black physicians tend to migrate
in the same pattern as the Black population at large. From findings re-
ported here, we see the high percentage of our graduates moving to Cali-
fornia or going to New York. But even in California, in 1972 there had
been only one Black physician per 1,800 Black persons, in New York one
per 3,000. In Washington, D.C., the best supplied of all, one Black physi-
cian per 1,100 (Thompson 1974) was still only about half the average
American ratio. Thompson pointed out that this serious Black physician
manpower shortage would only be corrected by the production of more
Black graduates from all the nation’s medical schools. In fact, we can see
that with a total population of 22,500,000 Black Americans in 1970, it
would have required 35,000 rather than 6,000 Black physicians to achieve
parity with other Americans. Assuming present levels of minority medical
school enrollment and retention, and further assuming similar rates of
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physician attrition, we can estimate that as of 1977 there were 9,000 U.S.
Black physicians. With an estimated net yearly gain as great as 800, by
1987, there would be a total of 17,000 Black physicians, which still would
be only half the 1970 ratio for the population as a whole. 

s e rv i n g  p h y s i c i a n  s h o rta g e  a r e a s  

It is sufficient reason to train more physicians from minority communities
just because they deserve professional and educational opportunities equal
to other Americans. One can reasonably neither expect nor require them
to feel more obligated than other American physicians to serve the under-
served. Moreover, as deVise (1973) has stated, the doctor-rich states like
California will continue to attract larger numbers of medical graduates
from states like Illinois, not only because of the appeal of California’s cli-
mate and glamour, but also because it attracts several times more federal
dollars than Illinois, for health care, health education, and health research.
Each year, California educates only half as many doctors per capita as Illi-
nois, but it receives twice as many interns, residents, and newly licensed
physician practitioners.

We concur with deVise’s suggestion that a more socially equitable result
could be brought about by means of policy alterations in federal, state,
and local financial incentives and sanctions, applicable to all physicians,
and to all components of the health system. Our findings indicate, how-
ever, that even in the absence of a more soundly conceived general health
policy, the recently enrolled minority interns were bringing about a more
equitable redistribution of physician services. Our GME-1 trainees not
only were receiving postgraduate training, but they also were the principal
expert health care providers to many of the segregated communities to
which they were migrating.

Koleda and Craig 1976 and Gray 1977 have discussed available data on
the geographic distribution of Black physicians. While 53 percent of
Blacks lived in the South, only 32 percent of active Black physicians
resided there, and about twice as many Black physicians relative to Black
population were located in the middle Atlantic and western states. How-
ever, 45 percent of Black interns and residents in 1973 were in the South,
suggesting an increased inmigration of Black physicians. This preceded
the graduation of significant numbers of the recently increased minority
medical school enrollees. Like Gray, I doubt that so high a percentage
would ultimately remain to practice in the South. For the entire 1973–77
period, southern states with large urban population centers, such as Mary-
land, Texas, Georgia, Louisiana, and Florida, showed net gains in minor-
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ity interns. Blacks apparently would migrate to states in the industrialized
South, but not to southern states with predominantly rural, uneducated,
impoverished, and politically powerless Black populations. So long as the
South had an average Black family income that was only 57 percent that
of the White family, compared to 73 percent that of Whites in other re-
gions, it was unlikely that Black physician migration could be sustained to
the southern region as a whole.

Gray also noted that 92 percent of Black physicians, compared to only
76 percent of White physicians, lived in urbanized central city areas. I
agree with her that recently graduated young physicians would continue
to migrate to areas of greatest growth in Black population. In 1970, 70 per-
cent of all Blacks, compared to only 59 percent of Americans generally,
lived in such urban areas. It is my opinion, however, that urbanized Blacks
were the only ones of their group who were educationally and financially
able to seek out, demand, and use specialist physician services.

For the nonminority United States there is a close similarity between
the regional distribution of total population, regional distribution of
numbers of medical schools, of applicants to medical schools, and to
numbers of graduates of medical schools, but not as close a correlation
with regional location of hospitals selected for GME-1 residencies (Cuca
1977). For the minority U.S. community there was never as close a con-
nection between population distribution and location of education and
training opportunity. Only about a dozen hospitals would give an intern-
ship or residency appointment to a Black physician until just after World
War II (Curtis 1971). Findings reported here indicate that the desegrega-
tion of medical education and of GME-1 training opportunities began to
make an important contribution to a more equitable distribution of physi-
cian services to the whole American public. The general relegation of
Blacks and other underrepresented minorities to a status of segregated and
second-class citizenship constituted the fundamental constraint on the
equalization of health services up until 1977. Improvements in fundamen-
tal civil rights will continue to improve the delivery of health and other
human services.

C O N C L U S I O N  

A 70 percent sample of minority graduates from U.S. medical schools who
matched through NIRMP (2,109 out of an estimated 3,061) were compared
to a random sample of 2,121 nonminority graduates who also matched
through NIRMP for the five-year period from 1973 to 1977, observing the
geographic locations of their internship placements. The high-prestige
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private and public medical schools were producing relatively more minor-
ity graduates than many of the other large public medical schools in the na-
tion. Comparing the net gain or loss of interns, states with large Black
urban populations, whether in the North or South, seemed to attract and
hold more Black interns, even when many of these same states were losing
nonminority interns. The relatively smaller numbers of Mexican American,
Mainland Puerto Rican, and Native American interns also seemed to be lo-
cating in states where their population groups predominantly lived. An
analysis of GME-1 location choices revealed no differences between minor-
ity graduates whose family incomes were substantially lower than those
who were better off financially. Affirmative action pressures in the form of
incentives and sanctions should be exerted at the levels of individual med-
ical schools, at state levels, at regional levels of the nation, and for the na-
tion as a whole, to promote a more equitable increase in the numbers of
young physicians from racially diverse backgrounds.

While there might be doubt concerning the existence of a genuine
physician shortage for U.S. citizens as a whole, there is no doubt that a se-
rious physician shortage for Blacks and for other underrepresented mi-
nority groups still existed in the mid-1970s. It was recommended that high
and special priority be given to the need for further increases in their med-
ical school enrollments. Minority medical school graduates such as the
young physicians reported here already were beginning to equalize access
to physician services for all Americans.
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