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PROLOGUE

SET THE RECORD STRAIGHT

As I sat in my cramped dorm room in Oxford, England, I listened to a voice resonating through my laptop. It transported me to the other side of the world. Back home.

“After I got a taste of this thing of college, then I had to have more of the same . . . I loved it . . . I mean, my getting back to college, I was delighted. Now my only fear there was that I could not possibly make enough money with my mother to go into the next year. So, I decided to make as much of that year as I could, you see. And so that I could at least say that I had two years of college, or three years of college, you see.”1

The sound of Dr. May Chinn’s voice seemed so familiar. It felt as though she was one of my great-grandmothers. Dr. Chinn and I were born a hundred years apart, and she passed away forty years ago. Still, her voice bent through time and touched my soul. I could imagine us sitting on a pillowy couch in a cozy living room, both sipping a hot cup of English Breakfast tea as she told me her life story. She bravely hurdled the challenges of being a black woman entering the unwelcoming field of medicine in the early twentieth century. And she came out on the other side in triumph as a skilled physician who made a huge impact in her patients’ lives.

Her story resonated with me. As a black woman medical student who will be the first in my family to become a physician, I’ve faced my own set of trials. When Dr. Chinn recounted her experience with medical colleagues who disregarded and ostracized her, I felt the burn of salt being rubbed into wounds that have not had the opportunity to heal.
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It was the beginning of my junior year in college at Washington University in St. Louis, and my first day back in my neuroimmunology lab after a few weeks of vacation. I approached the lab’s entry door with my ID in hand. An older white man whom I didn’t recognize trailed behind me. He didn’t provide any explanation about his connection to the lab. I didn’t request one. While the lab is large and composed of multiple smaller labs within one space, we have a culture of opening the door for one another. We assume good intent. This is the mindset I adopted as I prepared to give this unidentified man access to my lab.

Swipe. I placed my ID through the card reader, but a red light flashed in response. I reminded myself that this card reader was finicky. So I tried again.

Swipe, swipe. More red light. This time my cheeks flushed to match the color of the reader. It didn’t make sense. My card was supposed to work. It had worked all summer. I had even spoken with technology services before my vacation to ensure that my card would still work when I returned for the school year. I was confident that the problem was with the card reader, not my card. So I tried again.

Swipe. Red light blinked back at me in innocence. I relented. Steeped in embarrassment, I asked the mystery man if he would open the door for us.

With raised suspicion, he countered, “Are you supposed to be in this lab?”

Immediately, my body froze. While his question may have seemed innocent, the doubt laced into his words brought me back to my childhood. Since elementary school, other kids have told me that I am stupid and will never belong in the highly praised realms of science and medicine. “You’re black. Black people aren’t smart.”

When my AP calculus teacher announced that I had scored at the top of my class on the midterm exam, my classmates looked at me with shock. I was the only black person in the room. They didn’t understand how I could’ve outperformed them on a test, let alone a math test. Then, as I neared the end of my high school career, people who claimed to be my friends suddenly turned on me. They confidently explained that I would get accepted into college because I was black. Not because I had a near perfect GPA with countless AP classes on my transcript, coupled with the fact that I was president of multiple organizations and a varsity athlete. My academic achievements were worthless in their eyes. The only purpose I served was filling a quota. To make matters worse, numerous classmates told me that I would never succeed in higher education or in a STEM career. I was a black woman, twice disadvantaged. Success was incompatible with my identity.

The mystery man’s supposedly harmless question excavated immense pain that I had fought so hard to keep buried. Feeling like a deer in headlights, I answered his question without being able to vocalize the emotions that suddenly rushed over me. “Yes. I’m a student at Washington University, and I work here.”

He was not convinced by my explanation. “Can I see your ID?”

I readily handed it over.

“Why doesn’t it look like my faculty ID?”

“Because I’m a student. I’m a student at the university.”

My ID read “Washington University in St. Louis” at the top and had a recent photo of me in color, with the word “Student” below. After examining my identification, he remained skeptical. The air between us was tense. It was like I was a thief preparing to break into a lab to steal some chemicals. While I wasn’t the most strategic—choosing to “break in” during work hours when the lab was filled with other people—I was still a threat. And he was the (still-unidentified) cop ready to right my wrongs. But none of this was true. I was just a college student whose excitement to reenter this beloved space had suddenly transformed into sorrow. He continued his line of questioning, and I continued to answer helplessly. Eventually, he gave up his defense of the lab and opened the door. I followed him in and quickly went to my lab bench.

Soon, I realized that this man worked right next to my lab. His office adjoined the room where I prepared countless specimen trays for qPCR experiments. With my white coat on and my lab notebook in hand, I tried to walk confidently whenever we crossed paths. I wanted to prove to him that I was truly a scientist in this lab, not a thief, while ignoring the queasiness that arose whenever I saw him. After that incident, he never said anything to me again. Never looked me in the eye. Never acknowledged my presence or the pain that he had caused me.

Why did he treat me like that? Why didn’t he believe me when I told him that I was a college student working in the lab? The day with the faulty card was the day that I realized I was the only black person in my lab. When I attended research talks in the building, I was always the only black person in the room. It seemed like I was the only black scientist in the entire seven-floor building. And I was only a student! The only other black people I saw working in the building were members of the janitorial or kitchen staff. I guess based on this data sample, it was reasonable for this man to assume that I wasn’t a scientist in the lab—even though my photo ID should’ve been enough proof that I truly was affiliated with the university.

Following the encounter with that man, I no longer felt excited to go to the lab each day. I felt anxious. My fast-beating heart tried to keep my feet from walking to the train station. The smell of urine in the underground station became more repugnant, threatening to induce nausea. The stares I received from people as I shuffled off the train and onto the medical campus seemed more aggressive, echoing the message from the man in my lab: You don’t belong here. I felt like I was walking on eggshells. Something was bound to crack.

Then, one day, I was invited to attend a small group session with a visiting Harvard professor, through the John B. Ervin Scholars Program, an organization at WashU that supports students who exhibit leadership potential and a commitment to serving their communities. As a part of our introductions, we were tasked to answer: “What makes you anxious?” Although I typically try not to be vulnerable in large groups, I decided to open up since I knew many of the people in the room. As I retold my experience in the lab, tears rushed down my face. I hadn’t realized how much this encounter had affected me. After the meeting, I spoke more about this issue with the dean of the Ervin Scholars Program. As I laid my wounds bare, a weight lifted off my shoulders. I was not in the wrong. And it was okay for me to feel the pain that I felt. My emotions were valid. Suddenly, I felt more comfortable speaking about the incident.

A few weeks later, I presented my research at WashU’s Fall Undergraduate Research Symposium. As I stood crowded around a poster with two other black research students, my mind wandered. Sharing this biomedical space with them reminded me that, while I was the only black scientist in my lab, I was not the only black scientist at my university. That realization was followed by another. I was not the only black researcher who experienced microaggressions. Once I was able to look past my individual experience, memories of others’ experiences rushed back to me. I had numerous black friends from various academic institutions who had reached out to me for solace after facing their own personal traumas in research environments. I wasn’t alone. We weren’t alone. So why had these experiences made each of us feel so lonely? These incidents had seemed like isolated events. We were usually the only black scientist in our respective research spaces, so we oftentimes lacked support during these difficult encounters. Each of us wondered if we had done something that warranted the treatment we received. And it was difficult not to defer to the perspective of the person doing the microaggression, since frequently that person held a superior position in the lab. But these were not isolated events. They were recurring problems that signaled much deeper issues within the research community. Because we were typically siloed in different corners of a research institution, it was hard to see this pattern. But now that we were together at this symposium, the problem became vividly clear to me.

This epiphany moved me to act. First, I founded the Minority Association of Rising Scientists (MARS). This organization aims to counteract the detrimental effects of implicit bias and imposter syndrome through programming that promotes community among students of color pursuing research careers. It also brings awareness to the prevalence of imposter syndrome and introduces ways to combat it. Among its events, MARS offered a popular series of meetings where black graduate students spoke about their experiences in science and gave advice on how we undergraduates could be successful in the field. Whenever we had these mentoring sessions, at least one MARS member would tell me how the session helped them with something they were struggling with, either in their current lab or in their pursuit of a research career.

The morning after one of these sessions, I walked over the bridge connecting my apartment to my college campus. I was on my way to an organic chemistry class. While a cold wind brushed against my skin, I was warmed by an energy reverberating from deep inside me. A sensation stronger than butterflies kindled in my stomach. I felt like I was walking toward my purpose. And while working to help others, I was tending to my wounds from the day with the faulty ID card, as well as many other related traumas.

A year later, I received the incredible news that I was selected as a Rhodes scholar. This provided me with a platform to have an even broader impact within the advocacy space. As my professional interests shifted toward medicine, I decided to apply my experience with MARS to tackle a similar issue within medicine. I pursued a master of philosophy in the history of science, medicine, and technology at the University of Oxford. My dissertation focused on the social and structural barriers put in place to prevent black women from entering medicine in the US. I figured that if I could determine the historical underpinnings of the underrepresentation of black women in medicine, I would be better equipped to help increase the number of black women, and other underrepresented minorities, within the field.

Initially, the research and master’s classes were extremely draining. I learned how deeply race- and sex-based prejudice ran. For centuries throughout the world, Europeans and white Americans employed tactics to deprive black people of opportunities and deplete their quality of life. When I studied racial dynamics within medicine, I found countless social and structural obstacles meant to keep white men as the dominant group within medicine. It felt like so much was stacked against me as a black woman interested in medicine. At the same time, I struggled to find information on notable black women physicians. Up to that point, I had never met a black woman physician, and I hadn’t been taught about any in school. I knew they must exist, but their histories were buried or never properly documented to begin with. I became desperate to find them, to get to know their stories, and to understand what inspired them to become physicians. I needed to know how they survived and pushed forward in the face of so many racist and sexist obstacles.

After more than six months of mining the internet and archives for these women, I finally struck gold. I found an archive at Harvard Radcliffe Institute’s Schlesinger Library that included interviews from 1976 to 1981 with notable black women who were in their seventies, eighties, and nineties. There were interviews with a handful of black women physicians in the collection. This is how I discovered Dr. May Chinn. Once I found substantive information about one African American woman physician, she led me to the next, and the next. When I felt my knees begin to buckle under the weight of the knowledge that, for well over a century, people like me had been rejected from medical schools and then residency programs solely because of their identities, these black women’s stories were my antidote. They gave me the strength to keep running in my own race toward a career in medicine.

So when I earned my master’s degree from the University of Oxford and then began medical school at the Perelman School of Medicine at the University of Pennsylvania in August 2020, I wasn’t scared. Yes, I was in pain from seeing so many of my people killed by police officers while people around the world lost their lives to COVID-19. I also struggled with the isolation of prolonged quarantines at the height of the pandemic. The circumstances of the pandemic made it impossible for me to meet my entire medical school class throughout my first year and postponed my white coat ceremony for over a year.

Despite the limited contact with my class, I found that prejudice still managed to seep through. At various points throughout the school year, I encountered colleagues who questioned whether my fellow black medical classmates and I had earned our spots at this prestigious medical school. We could be having a conversation about our medical school application cycle or our feelings about an impending exam, when a classmate would lay bare their views on the black medical students at Penn. They thought that our blackness, not our credentials, had given us access to this prestigious institution. Whenever I met these challenges, I kept my thoughts fixed on the incredible black women physicians who came before me. If they could do it, I could too.

As I trekked through those early days of medical school, I recognized that many students in my position didn’t have the stories of these black women physicians to lighten their steps. Inundated with the dominant narrative that white men are the leaders of medicine, they didn’t know how much black women had contributed to the field. If more black girls and women knew, maybe more would be inspired to pursue medicine. Maybe other underrepresented minorities in medicine would be inspired too.

Black women physicians’ stories have gone untold for far too long, leaving gaping holes in American medical history, in women’s history, and in black history. It’s time to set the record straight.

AUTHOR’S NOTE

Throughout the book, I use the terms “black” and “African American” to describe the race and ethnicity of the women who are highlighted. Their varied use is both intentional and emotional. Both “black” and “African American” are terms that have been used to describe descendants of slavery in the United States. “Black” became a popular term to describe this community in the late 1960s and early 1970s.2 Stokely Carmichael, who coined the term “Black Power,” helped garner acceptance of this label within the community. Then, in 1988, Jesse Jackson suggested we replace “black” with “African American.”3 This switch to “African American” slowly gained popularity as a term to describe descendants of slavery in the US.

Now, “African American” is thought by many to be the more politically correct way to describe someone with my family history. “Black” has become an umbrella term to describe anyone in America with ancestors from Africa.

While black physicians were almost exclusively African American before the 1960s, our representation in the field has decreased markedly. Most black medical students are now recent African or Caribbean immigrants.4 In my medical school class, there are about 160 students; 23 of them are black. While there are ten black women in my class, I am the only African American woman in the cohort. All ten of us can relate to the challenges of being black women in medicine, but there are unique barriers that come with being African American. In particular, the historical deprivation of educational and financial opportunities still makes it difficult for African Americans to access the medical profession today. This is a burden that my fellow black female classmates can’t carry with me.

Sadly, this difference in experience has led to tensions in the larger black medical community. A few months before I started medical school, I reached out to older medical students for advice. At this stage, I was talking to students from multiple medical schools, and I hadn’t decided which school I would commit to. I remember speaking to one black medical student from a prestigious school, a first-generation immigrant from an African country. He was trying to shake my fears about the demands of medical school. “Us Africans are so hardworking. You’ll be fine.”

My heart stopped. I recognized his bias and feared what he would think of me when he knew the truth. “I’m not African. I’m African American.”

“Oh! Well, you’re a Rhodes scholar. You must have a similar work ethic.” His words made me ache with sadness. Was he implying that if I were just an African American, not an African American Rhodes scholar, he would think I wasn’t as hardworking as my black classmates who were recent African or Caribbean immigrants? Too many times, black people from other ethnic groups have told me that African Americans are lazy. When this stereotype was perpetuated in the black medical space, there were few people I could turn to.

As I was writing this book, I chose to highlight African American women in particular to challenge this false narrative that African Americans are lazy. We had to work hard and exhibit unwavering determination to break into medicine. The immense obstacles impeding our journeys required nothing less. But we still shared many experiences with other black women physicians, and I hope that connection comes through too. These stories are meant to highlight the incredible achievements of the physicians who led the way, to inspire all people who have had to overcome discrimination along their journeys—and at the same time, I hope African American women, in particular, will recognize themselves in this book.

There are no invented quotes in this book. All scenes and dialogue are drawn either directly from oral history accounts, interviews I conducted, other primary resources, or a recounting of my own firsthand experience.
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No images that can be verified as Dr. Rebecca Lee Crumpler exist.






CHAPTER 1

WITH DETERMINATION AND FEARLESSNESS

Rebecca Lee Crumpler, born Rebecca Davis, became the first African American woman to earn a medical degree in the United States of America only fourteen months after President Abraham Lincoln signed the Emancipation Proclamation.

Rebecca was born free on February 8, 1831, in Christiana, Delaware, to Matilda Webber and Absolum Davis. During this time, the medical establishment was quite different from what it is today. In 1800, most American physicians were trained as apprentices of practicing physicians. The only American medical schools that offered lectures to augment the clinical apprenticeships were the University of Pennsylvania, Harvard University, and Dartmouth College. Some wealthy men would acquire their medical educations abroad, primarily in Edinburgh, Scotland. In 1800, approximately one hundred Edinburgh-trained physicians, plus the graduates from the three American institutions, constituted a medical elite.1 This group, combined with those who trained as apprentices, were described as the “regular physicians,” or allopaths. This medical sect competed with two others: the homeopaths and the eclectics. They all had different approaches to treating patients, and they all sought to portray their form of medicine as the most logical and effective.

Rebecca was raised in Pennsylvania by her aunt, who was likely an herbalist. As a child, Rebecca would see sick people file into her home. They arrived with a sense of urgency and distress. Many of them seemed to leave with newfound hope and relief after visiting her aunt. Seeing the impact her aunt was making in her community sparked a passion inside of Rebecca. She decided that she, too, wanted to be a healer when she grew up. Somehow (and records are absent here) she completed her studies at the prestigious West Newton English and Classical School in Newton, Massachusetts, just miles outside of Boston, and then moved to nearby Charlestown, Massachusetts, in 1852, to work as a nurse.2

What made Rebecca pursue work as a nurse instead of as a doctor? While the unique work experience of being a nurse might have been more appealing than that of being a doctor, access to medical training likely played a role in her decision. Rebecca was not the first African American woman in history to want to become a physician. She was not even the first African American woman who had the skills necessary to be a great physician. Prior to the 1860s, immense social and structural barriers prevented countless aspiring African American women physicians from achieving their dreams. Rebecca was the first to break this near-impenetrable blockade. At the time, physicians were almost exclusively white men. African American men and white women were just starting to gain access to the field. The experiences of these early physicians show some of the impediments that halted many African American women in their medical journeys. These impediments made Rebecca’s path so difficult, and so remarkable.

The first person to break the color barrier in medicine was James McCune Smith. Born a slave in 1813, James had more opportunities than many other slaves. His owner allowed him to attend the New York African Free School No. 2, a school that taught black boys. In 1827, a year before he graduated, he gained his freedom through the Emancipation Act of the State of New York. Suddenly, the possibilities for James’s future were endless. He decided he wanted to become a physician. He worked as a blacksmith to support himself while studying Latin and Greek, two languages that medical schools required their students to be fluent in.

Following these rigorous studies, James applied to Columbia College and Geneva, two medical schools in New York. The schools’ decisions: denied on account of his race. James was refused an American medical education, but he did not give up on his goal. He applied to the University of Glasgow, a prestigious college in Scotland, and was admitted. Excited about James’s accomplishment, black professionals in his community raised enough money to send him to this school in 1832.

Dr. McCune Smith returned to the US from Scotland in 1837 with his BA, MA, and MD degrees from the University of Glasgow. He had found a way to navigate higher education in a country he had never been to, attaining three degrees in five years. This was an incredible feat that required a sharp mind and diligence. Unfortunately, there was also an unspoken requirement. While this school was more open to educating black men than most universities in the world, it refused to teach women, regardless of their ethnicities. It wasn’t until 1892 that women were finally allowed to matriculate into any university in Scotland. The University of Glasgow didn’t become completely coed until the 1930s, and even then women were segregated in separate learning quarters, through to the 1950s.3 These Scottish schools could stomach a man with a different skin color, but a woman was just too much to bear.

While Dr. McCune Smith was completing his medical training in Scotland, anti-abolitionist sentiment was brewing in New York. In July 1834, white Americans who feared even baby steps toward racial equality joined forces to incite a three-day riot in New York City. It has been described as the worst riot in antebellum America.4 Mobs targeted dozens of black homes and set them aflame. They also targeted institutions that sought to bring African Americans out of poverty and prepare them for the job market. Dr. McCune Smith’s New York African Free School was one of the black institutions burned down.

Were these white people angered that the school helped a black person prepare for medical school? Or was it the school’s general aim to teach black boys how to read and write that incited their violence? Regardless of the specific motivations, this terrorist attack sent fear through the free black community in antebellum America. Like the severe punishment slaves endured when they tried to claim their freedom, this act of violence was a warning for any other black person who strove to have a successful career in America. If they made any advances in society, that black person, along with their beloved community, would experience great loss. Many black and white Americans advocating for a more equal society became more hesitant in their push for change. The backlash likely caused some black children interested in medicine to give up their dream. Rebecca was only three years old at the time. As a consequence, from the moment that she was old enough to interpret social dynamics in her environment, she probably understood that aiming too high in society, as a black American, could result in tragedy.

Although Dr. McCune Smith returned to a community whose members had been made to fear their own advancement, he bravely held on to his newfound position within medicine. He opened a medical practice and the country’s first black-owned pharmacy, at 55 West Broadway in New York City. He attracted black and white patients due to his strong reputation. Even racist white doctors respected his expertise, as evidenced by his medical publications.5 He practiced medicine for about twenty-five years. Dr. McCune Smith’s clinical practice was the first foothold in medicine for black Americans. The next necessary step to make medical careers accessible for the black community was to allow them to train in US schools.

In the 1830s, medicine was in the process of professionalizing. There was no licensing system. Anyone could practice as a physician. As a result, systematic discrimination occurred primarily around admission to medical school. Fifteen years passed between Dr. McCune Smith’s rejection from American medical schools and the graduation of the first African American from an American medical school. All women were still being excluded from medical training programs in the US.

David Jones Peck was born free in 1826 or 1827 in Carlisle, Pennsylvania, to John C. and Sarah (“Sally”) Peck, two freed black people who worked to help other black Americans gain their freedom and attain educations. John Peck was one of the primary financial supporters of the Underground Railroad in Pennsylvania.6 While Pennsylvania became the first of the colonies to pass an abolition law in 1780, white Philadelphians had slaves throughout David’s time at Rush Medical College in Chicago, which was from 1846 to 1847. His parents’ support was essential as he withstood the emotional toll of having classmates who had the ability to own one of his family members as their slave.

Some of his medical school classmates likely held the view that African Americans were property, not people, prompting them to object to David’s presence in the class. While the faculty believed that David was qualified to join the medical school, the president of the college allowed the white male students to decide if David could join their class. In a time when a large portion of American society thought that a black American’s main purpose in life was to serve and submit to white men, qualifications didn’t matter. All that mattered was the color of one’s skin.

The white male medical students were left alone in a classroom to discuss the issue. With so many white men having roamed the halls before them, they felt assured of their right to hold space in the class. But what about “the darkey,” as one of David’s classmates referred to him? Could he really fit in with them? Would they accept someone who could’ve been their slave to instead be their medical school classmate? There was fierce debate. In the end, there were just enough willing to vote for David’s continued presence at the school. If a few more bigoted white men had been admitted that year, David might not have been allowed to become a doctor. Instead, he was permitted to matriculate. He graduated from Rush in the spring of 1847.

If Rebecca had been in David’s place, would the same group of white men have voted in her favor? Because no woman had been allowed to study in a medical school in the US, or anywhere in the world, up to this point, they almost certainly would’ve voted to remove her from the class. The school’s faculty probably wouldn’t have advocated for her based on her credentials. There was still a certain look required to make it in medicine. A woman, white or black, didn’t fit the bill.

This demand for all doctors to be men didn’t start to change until 1849, when Elizabeth Blackwell earned her medical degree from Geneva Medical College in New York. Born in 1821 in Bristol, England, to a middle-class family, Elizabeth had more professional connections than a black woman like Rebecca Davis. When she decided to pursue medicine, following her move to the United States, she reached out to physicians whom she knew for advice. The path to medicine is usually difficult, regardless of the aspiring physician’s identity. It is extremely long, with many hidden costs and hurdles. Having a physician-mentor can make a big difference in navigating this journey. The remarkable advantage of having such support explains why the vast majority of medical students today have either parents or family friends who are physicians.7 Elizabeth had this support system. But in an era when most white Americans were against the true equality of the races and almost every physician was white, it was very difficult for a black woman like Rebecca to find a physician-mentor who would guide her along her journey.

Unfortunately, many of the physicians in Elizabeth’s network tried to discourage her pursuit of a medical career. She was a woman; it wasn’t practical for her to go into medicine. The conditions were too harsh and the exposed bodies too vulgar. The fact that she would even consider such a profession raised concerns in some physicians: if she could envision herself as a doctor, was she really a lady? These men’s reactions showed Elizabeth that she would be fighting against the suffocating social norms that tried to force women into a peripheral realm of society, limiting what they were capable of achieving in their lives. If Elizabeth was successful, she could loosen the corset on women’s lives and allow them to move freely toward a world filled with possibilities.

After talking to multiple physicians, Elizabeth finally found someone who was willing to help. He provided her with a list of US medical schools. This glimmer of support made all the difference. She began by applying to four medical schools in Philadelphia, the epicenter of American medicine in the 1840s. After investing her precious time and money to attend interviews at these schools, she was met with cutting laughter.8 The male physicians found it hilarious that a woman would even attempt to enter the medical field. Who did Elizabeth think she was?

She was a woman who was not easily deterred. Even after being rejected from school after school, she stood firm in her ambitions. She was unwilling to concede. One doctor was impressed by her determination. Trying to be helpful, he outlined steps other women had taken in their attempts to acquire medical training: Cut your hair. Trade your dress for pants. Hide a side of yourself that you’ve been taught to accentuate your whole life. This is a men’s club. To be accepted in any capacity, you must look the part.9 He told her she might find some success if she dressed as a man and attended medical lectures in Paris. Because she wasn’t born a male, she wouldn’t be allowed to earn a medical degree, but her disguise would at least grant her access to medical knowledge.

Elizabeth refused. She recognized her purpose as paving the way for women in medicine. To do this, she needed to remove the rocks in the road that impeded her medical journey, and those of numerous other women. This required her to face male intolerance and find a way into medicine while remaining easily identifiable as a woman. While the physicians detested her womanhood, they likely found some solace in her whiteness. The image of what a doctor should look like wouldn’t be shattered irrevocably.

Elizabeth continued her turbulent path with more applications. The New York College of Physicians and Surgeons. Jefferson Medical College. Yale School of Medicine. University of Vermont College of Medicine. And many more. Rejection, rejection, rejection. Still, she pressed on. Elizabeth’s third round of applications encompassed submissions to twelve smaller medical schools. The response was overwhelming denial. These schools refused to allow a woman to join their ranks, even after she had gained support from established physicians.

One medical school was different. The dean of Geneva Medical College, Dr. Charles Lee, wanted to be respectful of the doctor who had recommended Elizabeth. Instead of rejecting Elizabeth outright, he repeated with her the circumstances that Dr. David Jones Peck had endured after he gained admission to his medical school. Dr. Lee left it to a vote. The white men who would be Elizabeth’s classmates had the power to decide her fate. But the dean didn’t want a woman at his medical school, so he tried to stack the odds in his favor. Of the 150 men who composed the medical school body, only one had to say “no” for Elizabeth to be rejected.10 But these white male students responded in a fashion similar to that of some physicians who had interviewed Elizabeth. When they found out that a woman was trying to enter their ranks, they were sent into fits of laughter.11 How could a woman think that she could become a physician? In the end, these men were too entertained by the comic notion of a lady doctor to let the moment pass. Elizabeth’s soon-to-be classmates voted to admit her to the school in October 1847, months after Dr. David Jones Peck earned his medical degree. To her classmates, the vote to accept Elizabeth was simply a hilarious joke. To Elizabeth and the white women who came after her, it was the foothold they needed to finally pierce the medical world. Soon after Dr. Elizabeth Blackwell graduated from medical school in 1849, new colleges of medicine explicitly and exclusively for women began to open, which allowed hundreds of white women to join the medical profession.

Despite these advances for white women and black men, progress was still stalled for black women. The unique obstacles of being black, and those of being a woman, were multiplied for people with both identities, slowing black women’s entry to the medical field. Rebecca Davis heard about, and possibly even encountered, this shifting demographic of physicians while she worked as a nurse. She also developed physician-mentors who pointed her to more progressive institutions. Howard University College of Medicine, the first historically black American medical school, didn’t open until 1868. Therefore, Rebecca’s best chance of being trained as a physician was through one of the new crop of women’s medical colleges. When she ambitiously applied to medical school in 1860, there were only 300 women out of 54,543 physicians in the US. None of those women were black.12

Rebecca was accepted at the New England Female Medical College in 1860. She was the school’s only black student in its twenty-five-year history.13 In this space that supported women, the challenges of being black in America had not even been broached. Rebecca slogged through a demanding medical school curriculum alongside her white classmates with a constant threat hanging over her head. A white person could inflict violence upon her or her community for evading slavery and taking strides toward prosperity. Violent opposition to abolition had persisted in the North for decades. The multiday riot in New York that demolished Dr. McCune Smith’s community in 1834 had not been the first, nor was it the last. Proslavery violence occurred in Boston during Rebecca’s childhood and early adulthood. Hate crimes were a response to the strong abolitionist presence in the city.

When Abraham Lincoln was elected president of the United States in November 1860, during Rebecca’s first year of medical school, the violence in Boston intensified. While Lincoln believed that white southerners had the right to enslave other people in perpetuity, he was against the expansion of slavery to the West.14 This outraged many white Americans. Lincoln’s position threatened their pocketbooks and their dominance within society. It prompted eleven southern states to secede and form the Confederacy between his election and his inauguration, a period referred to as the Secession Winter of 1860 and 1861.

Although Lincoln spoke only about halting the expansion of slavery, abolitionists saw this as their opportunity to end slavery altogether. They advocated for this change through public demonstrations and political lobbying. On a chilly December day in 1860, Boston abolitionists held a public meeting at Tremont Temple to strategize on how to eradicate American slavery. Frederick Douglass was among many prominent leaders of the abolitionist movement who spoke. White Bostonians who supported slavery caught wind of this meeting and mobilized. They filled the lecture hall, outnumbering the abolitionists. When Douglass tried to deliver his speech, angry white men pulled him off the platform by his gray-streaked curly hair. Immediately, the hall broke out in violence. The police were present and watched this scene. Eventually, they removed the abolitionists from the hall, allowing the white anti-abolitionists to control the event. While this did subdue the crowd, the abolitionists were furious that the white Bostonians who started the violence, and who were in support of slavery, had upended their event with the help of the police.

After the leaders of the event lumbered away from Tremont Temple, they regrouped to discuss a way to resume their meeting that evening. They decided on the African Meeting House on Joy Street, only two miles from Rebecca’s medical school. When the anti-abolitionists found out about their plans, they recruited even more white men to intimidate the group holding the event. The police changed their tactics, allowing the abolitionists to speak, while keeping the slavery supporters outside. The street filled with thousands of angry white men, many of whom by their dress appeared to have come from well-paid jobs. They tensely waited to respond to the abolitionists.

Once the meeting ended, the police force abandoned the scene, while the irate crowd remained. These white men had brought axes, clubs, and stones to the meeting, and they leveled them at the black Bostonians exiting the African Meeting House. A few rioters even used guns. Cracked bones. Splattered blood. Cries of agony. This was the impact the well-off white men had on a black community that just wanted freedom for their brethren. Some of the black people were brought to the brink of death.15

Not yet satisfied with the torment they had inflicted on the abolitionists in the meeting, the white mob took to nearby black neighborhoods, shattering windows and ripping furniture apart. They wanted to do what they could to destroy the few comforts these freed black families had found in the more progressive North. The terrorists took to the trolley cars traveling on Cambridge Street near the north slope of Beacon Hill. They dragged the black passengers off the trolley and beat them senseless.

By this point, the Boston police had been notified of the violence in the black neighborhoods. Large groups of police officers, all white, stalked the streets as the heinous assault occurred. But they did nothing to stop the attack. They must not have been concerned by the severe harm their white brothers were inflicting on this black community. Maybe they applauded their efforts. Maybe they would’ve joined the crowd with their own clubs if they hadn’t been on duty. The only person they arrested was a black boy who tried to defend himself after white assailants broke into and destroyed his home.16 Apparently, it was legal for a white man to ransack a black family’s home. If a black man did this to a white family’s home in the 1800s, he might be punished by hanging. But the rules were different for white men. Incidents of white anti-abolitionists attacking black Bostonians increased dramatically following this tragic event.

It is unclear if Rebecca or someone close to her was a victim of the assaults. Since the attacks occurred only two miles away from her school, it’s very possible that she was personally impacted by the violence. But even if Rebecca avoided being physically harmed, fear surely struck her heart. She decided to take time off from medical school and relocate to Richmond, Virginia, for a while.17 The anti-abolitionists in Boston were too dangerous for her to remain there.

Rebecca’s medical school did not care that her life was in danger when the Civil War erupted. It stripped her of the scholarship that had made it possible for her to attend. But her foot was already in the door. Refusing to let this deeply rooted dream slip away, she fervently sought other funding. She was eventually awarded the Wade Scholarship, established by abolitionist Benjamin Wade.18 Once she returned to school, she had to keep her nose in her books. She couldn’t worry about what would happen if the Confederacy won the Civil War. She couldn’t entertain the possibility of slavery returning to the North. She was expected to perform on par with her white classmates, so that’s what she did.

When Lincoln issued the Emancipation Proclamation on January 1, 1863, Rebecca must have been elated. For the final fourteen months of her medical education, she could breathe more easily. She wouldn’t be sold into slavery. And the African Americans enslaved in the South could finally claim their freedom. Dr. Rebecca Lee Davis triumphantly graduated from medical school in 1864. This was twenty-seven years after black men—and fifteen years after white women—had been allowed to become physicians.

Once Dr. Davis entered the medical sphere, she faced immense resistance and skepticism. She needed a protective shield to weather the harsh conditions of a largely racist and sexist medical community. For her, this armor would be gleaned from her work caring for others in need. After she graduated from medical school, she married Arthur Crumpler and changed her name to Dr. Rebecca Lee Crumpler.19 Arthur understood her need to support disenfranchised people, and he supported her career. Together, they moved to Richmond to serve with the Freedmen’s Bureau, a government-sanctioned group meant to help the four million newly freed African Americans transition into society.20 Many of these people had been deprived of proper healthcare all their lives.

While the other healthcare providers claimed to care about the plight of African Americans, they did not wish for a just society. Their treatment of Dr. Crumpler proved that they didn’t want African Americans, or at least not African American women, as their medical colleagues. Administrators tried to prevent her from admitting patients, and pharmacists refused to fill her prescriptions.21 They could not believe that a black woman was capable of being a competent physician. Some of the male physicians jeered: “The MD behind her name stands for nothing more than ‘Mule Driver.’”22 While Dr. Crumpler likely felt disheartened by her colleagues’ demeaning behavior, caring for the African American community kept her going. She remembered the experience as “a proper field for real missionary work, and one that would present ample opportunities to become acquainted with the diseases of women and children. During my stay there nearly every hour was improved in that sphere of labor.”23

In 1869, Dr. Crumpler and her husband moved back to Boston after spending about five years in Virginia. They bought a home on Joy Street in Beacon Hill, the very same black neighborhood that had been destroyed by angry white anti-abolitionists during her first year of medical school. Many of her neighbors likely still had the scars from that horrid day. Dr. Crumpler used her home as her medical office. Members of the community filed in seeking relief for their ailments. She mainly served black women and children, as she had in Virginia. It didn’t matter if they had the funds to pay for their visit. She would treat them regardless.24

During the decade or so that she maintained this private practice, her medical sect, allopathic medicine, was changing drastically. The groundwork for this change was laid while she was still practicing as a nurse. In 1855, German physician Rudolf Virchow proposed that cells came from preexisting cells. This differed from the prevailing view, that new cells arose from a fluid called blastema. Imbalance of blastema was thought to cause disease. Virchow leveraged his opposing theory to develop the field of cellular pathology: the study of disease at the cellular level.25 In 1861, French chemist Louis Pasteur added on to this reductionist approach to medicine.26 He proposed the germ theory, that the invasion of microorganisms into the body can cause disease.27 In 1876, German physician Robert Koch applied Pasteur’s germ theory to investigate the causative agent of the deadly anthrax disease. He found the bacterium Bacillus anthracis to be that agent. This was the first time someone had scientifically proven that a specific microorganism caused a specific disease.28 He later discovered the causative agents of a few other deadly infectious diseases, including tuberculosis and cholera.29 The baton of innovation was passed back to Pasteur in 1879, when he serendipitously immunized chickens against cholera. He accomplished this by inoculating the chickens with a live-attenuated version of Vibrio cholerae, the bacterium that causes cholera. He used this technique to develop vaccines against anthrax and rabies.30

As these European discoveries gained acceptance, they profoundly influenced American medical practice. In the 1870s, allopathic doctors’ use of bleeding and calomel, a popular purgative, decreased drastically.31 Instead, with insight from scientific experiments, they started to use specific therapies for specific diseases. This new therapeutic strategy was easier to tolerate and seemed more effective than the broad and drastic measures that doctors had used traditionally. The shift toward scientific medicine boosted the public’s confidence in allopathic medicine.32 It’s likely that Dr. Crumpler applied these innovations to her medical practice.

In 1880, Dr. Crumpler and her husband moved to Hyde Park, another neighborhood in Boston. There are no records to show whether she continued her medical practice in the new community. But even if she wasn’t seeing patients on a regular basis, she continued working to improve the health of her community. When she was fifty-two years old, she published A Book of Medical Discourses: In Two Parts, which leveraged her more than twenty years of clinical experience, both as a nurse and a doctor, providing medical advice to women on topics such as washing and dressing a newborn, breastfeeding, maintaining proper nutrition, managing diphtheria and measles, and treating burns.33 The book was especially helpful for black women who couldn’t find a doctor that they could afford. It equipped them with the knowledge to care for themselves. The work further marked her as a pioneer; it is the only known medical book written by a nineteenth-century African American woman.34 Dr. Crumpler passed away twelve years later, on March 9, 1895.

Did Dr. Crumpler ever know that she was the first black woman physician in the country? Or that she was the only black woman to publish a medical book in America in the nineteenth century? She wasn’t celebrated for breaking these barriers, the way Dr. McCune Smith or Dr. Blackwell were. There were no news articles about her that were published while she was alive. No photographs were taken to cement her legacy. There is an image that accompanies Dr. Crumpler’s name in internet searches, but that image is not of Dr. Crumpler—it’s Mary Eliza Mahoney, the first African American to become a professionally trained nurse in the United States.

I had studied Mary’s photo in countless articles describing Dr. Crumpler’s medical journey. Mary’s picture brought Dr. Crumpler’s story to life in my mind. When I stumbled upon an article that revealed that this picture was actually of a different person, I was shocked. I searched Mary Mahoney’s image to double check. Sure enough, the same woman stared back at me. The cognitive dissonance sent a flash of emotion through my body. Is this how little they thought of us black women? That it was unfathomable that we could’ve become physicians in the nineteenth century? At best, we became nurses. I couldn’t point to just sexism or racism. It was sexist because women in the medical sphere were oftentimes assumed to be nurses instead of doctors. It was racist because nineteenth-century white women physicians had been widely recognized, while nineteenth-century black women physicians were ignored. Maybe it was our blackness juxtaposed against our womanliness. As the antithesis of the poster child for medicine—a white male doctor—the image of black women as physicians must’ve been too preposterous to imagine.

I felt even worse when I found out that historians didn’t always recognize Dr. Rebecca Crumpler as the first black woman physician. Without sources like newspaper clippings, the introduction of A Book of Medical Discourses: In Two Parts is one of the only primary sources in existence that details Dr. Crumpler’s life. For a while, historians didn’t realize that Dr. Crumpler made this medical milestone. They thought Dr. Rebecca J. Cole, the second black woman physician, was actually the first.35 I couldn’t believe that historians had made this mistake. But even if no one thought her work was important enough to document at the time, Dr. Crumpler’s achievements are too powerful for her to remain invisible.
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Dr. May Chinn






CHAPTER 2

DOING SURGERY IN THE BEDROOM

The nineteenth century passed with a whisper of hope. It seemed like the door that Dr. Rebecca Lee Crumpler had cracked open was gradually widening. More black women joined the medical profession. In 1890, thirty-six years after Dr. Crumpler earned her medical degree, there were 115 black women physicians in the US. The steady rise continued through to 1900, when 160 black women were in the profession.1 But this optimism about progress must be paired with perspective. How did a black woman’s access to the medical profession at the turn of the twentieth century compare to that of her counterparts?

In that same year that black women physicians reached 160, there were approximately 88,000 white male physicians, 3,500 white female physicians, and 1,600 black male physicians.2 According to the census of 1901, there were almost 67 million white Americans and 9 million black Americans, both split approximately evenly between men and women.3 Based on this data, 1 out of every 375 white men was a physician. One out of every 2,800 black men was a physician. One out of every 9,430 white women was a physician. And 1 out of every 28,125 black women was a physician. Black women were still drastically underrepresented.

When allopathic physicians considered how their medical community was developing at the turn of the twentieth century, many were concerned.4 Their opinions on the demographic shift varied. But a large portion believed that the total number of US physicians was too high. This was due to the significant increase in medical schools. Between 1800 and 1900, approximately four hundred medical schools were founded.5 This heightened competition in the medical workforce, both within the allopathic sect and between the other medical sects. As a result, each individual physician had fewer patients and a lower income.

Allopathic physicians had tried, and failed, to reduce this competition in the nineteenth century. But as science-based therapies became more central to the doctors’ practice, eliminating the competition became more feasible. In the nineteenth century, medical faculties relied on student fees for their incomes. The more students they had, the more money they made. This fueled the boom in medical trainees. But once students completed their training, they entered the workforce. With so many physicians, it was difficult for an individual physician to make as much money as they wanted. As a result, the practicing physicians wanted fewer students entering the medical pipeline.

The medical faculty members and practicing physicians were on opposing sides of this issue until science-based research made new clinical methods possible. The introduction of anesthesia and antiseptics in the mid to late nineteenth century eliminated intense pain and deadly infections from the typical surgical experience. Physicians could charge more for these specialized surgeries. This became a major source of income for many medical faculty members. As a result, they became invested in promoting “medical science.” These faculty members raised the standards of their medical schools to ensure that they remained abreast of the new scientific approach to medicine, which resulted in fewer medical school admissions every year. Just what the medical practitioners wanted.

At the turn of the twentieth century, the new medical scientists joined forces with elite medical practitioners. Together, they took control of the American Medical Association (AMA). They reshaped this national institution, which was founded in 1847, into “the profession’s instrument of political action.”6 They set standards that all medical schools were expected to adhere to. They were to admit students with at least four years of high school education. With only 15 percent of high school age Americans enrolled in high school at the time, this requirement favored middle- and upper-class white men for medical school admissions.7

In addition, the medical schools were to provide four years of education, not short one-year courses that were popular in the nineteenth century. The schools also needed adequate laboratory and clinical teaching facilities, as well as a highly trained laboratory and clinical faculty. Finally, the medical students were to pass an exam before they could attain their state license. Medical education reformers in the AMA joined the state medical licensing boards to push their agenda.8 Reformers pushed for local laws that barred students from taking medical licensing exams if the students attended a medical school that didn’t meet these standards, driving many students to AMA-approved medical schools. This, and multiple other medical education reform efforts, caused forty-four medical schools to close or merge between 1904 and 1909.9

But reformers weren’t satisfied with these results. They enlisted the Carnegie Foundation for the Advancement of Teaching, which was founded in 1905, to create a uniform higher education system to expand reform efforts. Once the foundation was convinced these reforms would align with its own values, it agreed to fund a survey of medical schools throughout the US and Canada. At the suggestion of Rockefeller Institute director Dr. Simon Flexner, the Carnegie Foundation invited Simon’s brother Abraham Flexner to lead the study.10 Abraham Flexner was a trained educator and former high school teacher, but he had no experience with the medical education system. He didn’t have a job when he received the offer from the Carnegie Foundation. Despite his limited knowledge of the field, he happily accepted.

Following his tour of medical schools, Abraham Flexner published what is now known as the Flexner Report of 1910. The report’s recommendations closely echoed those of the reformers leading the AMA. Flexner advocated for improved facilities and better, scientifically trained faculties. Johns Hopkins, his alma mater, was the standard he encouraged all medical schools to aspire to. Johns Hopkins University School of Medicine was modeled after the German medical education system, which used evidence from biomedical research to shape their therapeutic interventions. Given the influence that German scientists and physicians were having on the development of biomedicine, this high standard pushed American medical schools to modernize. It helped our medical education system gain the eminence it enjoys to this day.

However, Flexner criticized medical schools for training too many doctors. He advised schools to require all incoming students to have at least two years of college education. With only 5 percent of college age Americans in college at the time, this steered medical schools even further to draw incoming students primarily from the elite classes, now welcoming only those with a high school diploma and some college education.11 Purging the physician workforce of poor and working-class people is something that the reformers wanted. Flexner’s recommendations helped them achieve it.

The report also introduced new barriers for black Americans interested in medicine, particularly impacting black women. The report suggested that male and female medical students should be trained together but perpetuated the segregation of black students from their white counterparts. The New England Female Medical College, Dr. Crumpler’s alma mater, and Woman’s Medical College of Pennsylvania, Dr. Cole’s alma mater, were among a handful of women’s medical colleges founded in the nineteenth century. They played a central role in training women from all backgrounds. Following the Flexner Report, the three women’s medical colleges that had survived into the twentieth century were forced to merge with white male-dominated medical schools. Because racial segregation was maintained, the mergers meant fewer opportunities for black women to be trained in medicine. The limited spots designated for women at the white male-dominated schools would be given almost exclusively to white women.

Aligned with the racist views of the time, Flexner argued that black physicians should treat only black patients. And, as he wrote in his report, “the fewer, the better.”12 At least fourteen black medical schools or departments had been founded in the late nineteenth century.13 Only seven survived to the early twentieth century. After Flexner’s report, the number was slashed to two: Howard University College of Medicine and Meharry Medical College.14 The medical reformers in the AMA were happy with this change. There would be fewer black physicians to threaten the racial hierarchy or to compete with white physicians in the job market. In 1918, the AMA pushed for the closure of Meharry. But the Carnegie Foundation stepped in and provided financial support for the school.15 Howard and Meharry became the primary avenues for black Americans to acquire medical training. At this time, it was a popular view that men should predominate within the medical profession. Thus, these two medical schools likely favored admission of black men in the early twentieth century, further stifling opportunities for black women.

The adoption of Flexner’s suggestions by medical schools around the country immediately halted the progress of black women in medicine. The wide-reaching and long-lasting impediments still exist today. By 1920, the number of black women physicians had toppled to sixty-five, less than half the number in 1900.16 Strikingly, the changes implemented due to this report became a persistent blockade to African Americans’ access to medicine. Almost one hundred years after the report was published, the percentage of black physicians was actually lower than it had been right before the implementation of Flexner’s recommendations. In 1910, 2.5 percent of all physicians were black; by 2006, that number had dropped to 2.2 percent.17 How did this changing climate impact African American women who sought to enter medicine, when there were only sixty-five in the field? Dr. May Chinn’s story gives us a clue of the broader experience of black women entering medicine at this time.

On a crisp spring day in 1896, May Chinn was born in Great Barrington, Massachusetts. Neither her mother, Lulu Ann, nor her father, William Lafayette Chinn, had a college education. They represented the vast majority of African Americans at the time, who were not allowed to attain an education. May’s father had been born into slavery. He seized his freedom at eleven years old when he bravely ran away from the Chinn plantation in Virginia. He never spoke about his painful experiences as a slave. He focused on the pride he felt from outwitting his captors with his escape.

May’s mother, Lulu, was twenty-four years younger than May’s father. She was born free in 1876 but worked as a servant for a wealthy white family who moved from Virginia to Massachusetts. Lulu was determined to lead her daughter down a different path. She believed that a strong education would give May an easier life. But the Plessy v. Ferguson Supreme Court case was decided a month after May was born. The ruling codified racial segregation laws in numerous societal institutions, including the education system. This left May to be taught at all-black schools that were deprived of educational resources and adequate government funding.

Despite these challenges, Lulu did what she could to support her child. She worked as a live-in cook for Charles Tiffany, the founder of Tiffany & Co. jewelers, and his family. She earned an extremely modest income. William’s job prospects were even worse. Like many African American men in the early 1900s, he was unable to acquire a skilled job due to racial discrimination.18 His only options were low-paying jobs, like mail carrier. His employment status was unstable, his income sparse. The heavy burden of providing for the family lay on Lulu with her meager income. Still, she saved every penny that she could for May’s education. Eventually, she saved up enough money to send May to the Bordentown Manual Training and Industrial School, a New Jersey boarding school for African Americans.

While May was at boarding school, she fell ill. Her forehead was hot to the touch. Her legs and arms swelled in pain. She had osteomyelitis, a bone infection, and had to undergo an extensive surgery, which required a long period in recovery. This prevented May from fulfilling her responsibilities at school. She was taken out of school and brought to live with her mother at the Tiffany family’s Irvington estate, in upstate New York.

Life with the Tiffanys exposed May to a whole new world: the bright lights of New York City, the vibrant colors of the circus, exquisite musical arrangements at Walter Damrosch concerts. May accompanied the Tiffany children on many of their adventures. She even sat in on their homeschool lessons on topics like French and German.19 This rich cultural exposure planted in May seeds of interest in areas such as music, which bloomed later in her life.

Maybe wealthy families like the Tiffanys took pity on their black domestic workers’ children. The children weren’t a direct threat to the family’s superior position in society. Even if the children were educated, they couldn’t compete with the white children for job opportunities when they grew up. As a result, some black children in the early twentieth century gained secondhand exposure to educational enrichment activities from their mothers’ wealthy employers.20

Not long after May moved to the Irvington estate, Charles Tiffany died, and the estate was broken up. May and her mother moved back in with May’s father, in Lower Manhattan. From that point on, the family constantly hopped from one neighborhood to another. At one point they lived at Columbus Circle, right across from the lush Central Park. After May completed grammar school, the family uprooted again and moved to the Bronx.

It wasn’t until May was much older that she realized their constant moving was motivated by her mother’s attempts to get her into the best schools possible. When May was a teenager, some schools had started to desegregate. Lulu saw this as an opportunity to get her baby in a school with better resources. First, she enrolled May in Washington Irving High School, a good, predominantly black high school in Manhattan. But when the highly regarded Morris High School in the Bronx desegregated, Lulu jumped at the opportunity to enroll her daughter. When Lulu realized that Morris High was too far of a commute from their Manhattan residence, she promptly moved her family closer to the school.

May didn’t always appreciate the sacrifices her mother made for her. She didn’t understand the long-term implications of attending a well-resourced high school. Like many teenagers, she was just living in the moment. May followed her mother’s plan during freshman and sophomore year of high school. But when she became a junior, things changed. May felt cheated by her eleventh-grade Latin teacher, who gave her a lower grade than she felt she deserved. This may have been due to racism. Or the teacher may have graded her fairly. Regardless of what caused it, the low Latin grade haunted her. May was used to performing well in school.

If this wasn’t bad enough, her spirits were further dampened by a love turned sour. She was charmed by an older, Greek man with olive-colored skin. He was a vegetable store owner, a widower with three children. Things started off light and fun. May would go to the store after school to see him and play with his children. She was moved by her emotions for him, but she didn’t realize his intentions.

Being a widower, the man wanted a woman to complete his family. Someone to take care of his kids. May was only sixteen years old, but the man decided May could fill this motherly role. With little warning, he asked May to be his wife and the mother to his children. May was completely shocked. She wasn’t ready to be a mother. She was still figuring out who she was. So, she bravely turned down the proposal. But her decision had consequences.

First, turning down the man’s proposal meant ending her romance with him. This left her heartbroken.21 Even worse for May than this new feeling of grief, the decision fractured her relationship with her father. In a 1979 interview, despite her eighty-three years, May easily recalled this change. “My father just washed his hands completely of me. He hardly spoke with me.”22 Her father’s denouncement left May completely distraught. This was the blow that finally broke her. May lost the drive to continue working hard in school. With only a year left of high school, she dropped out.

May was quickly plunged into the adult world. She needed a job to support herself, so she gravitated toward music. Throughout her childhood, she had attended piano lessons funded by her mother’s scant income. May used this training to teach kindergarten-age children. The lessons ranged from traditional piano lessons to complex skits that the kids performed at the YMCA and at social events. This work gave her great joy. She didn’t feel like she was missing out by not finishing high school.

Her mother, on the other hand, was grieved. She wanted more for her daughter. So she continued to push May to further her education. Through fervent networking, Lulu found out that May could still gain admission into college if she took an entrance exam. She begged May to take the test, and May hesitantly agreed. May assumed that she wouldn’t do well. Instead, her potential shone through; she performed so well that she gained admission to the prestigious Teachers College at Columbia University. May was shocked by these results. They made her believe that maybe she could achieve more than she had previously thought possible. She started to see college as a great opportunity to challenge herself and further her knowledge.

When May’s father found out about her college plans, his disapproval of her deepened. May explained: “His idea of a girl was that you got married and had children. See, he was a different generation. A girl that went to college became a queer woman. She didn’t act like a woman. And he didn’t want to be the father of a queer girl.”23 Because May didn’t follow traditional gender roles, William refused to contribute to her education. He also avoided speaking to her for many years, even though they continued to live in the same house. Despite the tensions it brought to the family, Lulu and May remained committed to getting May through college.

In 1917, May began her studies at Columbia as a music major. Thanks to her high exam score, she had preemptively fulfilled almost all of her liberal arts requirements. She needed only one more prerequisite before she could fill her schedule exclusively with music classes, so she took two classes during her first semester of college. One was a music class with a German professor whose prejudiced thinking led him to use his position in the department to hinder May’s advancement. May recognized this and sought a way to remedy the situation.

May’s solace came from Dr. Jean Broadhurst, the professor of her sole non-music class, a biology course with a focus on bacteriology. Dr. Broadhurst was a white woman who did not allow any prejudice she had against African Americans to cloud her judgment of May. At the end of the semester, each student was assigned a topic for their final paper. Three days after turning hers in, May received a note from Dr. Broadhurst asking her to come by the office. When they met, Dr. Broadhurst explained that she wanted to meet May because she was impressed by her paper, especially since May was a music major. The professor spotted a blooming interest in science between the lines of May’s writing. After discussing May’s paper at length, Dr. Broadhurst said a handful of words that were like magic: “Well, if you ever make up your mind, if you decide to change your major, I think you have a future in science. So . . . you think about it.”24 This suggestion piqued May’s interest, so she talked it over with her mom. The following year, with Lulu’s approval, May switched her major from music to biological sciences.

As May progressed through college, the financial burden wore on her. She worked two jobs, as a piano accompanist of students majoring in music and as a lab technician in Dr. Broadhurst’s lab. May fell in love with the process of learning. But she always feared that her next semester could be her last. She tried her best to enjoy each minute of learning while working as hard as she could to raise money for the next semester. And her mother was constantly fighting to earn enough to help May cover the cost of school.

Dr. Broadhurst helped by looking for new ways to make school more affordable for May. She encouraged May to take some clinical pathology classes at a postgraduate school in New York. These were less expensive classes that counted toward her degree requirements. They also made her a competitive job applicant in the burgeoning new field of clinical pathology. After May’s junior year, she was hired as a clinical pathology technician at Flower Hospital on Fifth Avenue near the Rockefeller Institute. To manage her new day job and her coursework, she worked during the day and took her classes at night, as advised by Dr. Broadhurst.

At what point in May’s schedule did she find time to study the material for the class? When did she have time for family obligations, never mind herself? I’m not sure how she was able to juggle these demanding commitments, especially since she finished her bachelor’s degree far faster than students with fewer responsibilities completed theirs. As someone who was also on the premed track in college, I know it’s a huge accomplishment to make it through this program in four years, especially while managing multiple jobs. I had friends who had jobs while school was in session. As they juggled the demands of school and work, many found themselves exhausted and extremely stressed. Some of them became so burnt out that they had to take time off to regain their energy or had to pivot toward a different career path. Only a few managed to hold multiple jobs, excel in their premedical classes, and maintain enough energy to overcome the unexpected hurdles along their medical journeys.

Music helped May stave off burnout in the midst of this demanding schedule. In addition to tutoring and accompanying students in Columbia’s music department, May participated in small concerts at churches and at the YMCA. During one of these performances, a man approached her and said, “I understand that you’re quite an accompanist. Would you mind accompanying me? Because it looks as though my accompanist is late.”

May didn’t have to turn around to see his face. She would recognize that voice anywhere. “Of course, Paul.”25 It was Paul Robeson. They went on to perform at many incredible music venues together. She accompanied Robeson and, sometimes, did a full performance by herself too.

Paul Robeson was, of course, a famous African American bass baritone concert artist and a leader of the Harlem Renaissance. May’s time in the Tiffany household had introduced her to musical professionals and developed in her an abiding passion for the arts. This led her to continue to prioritize music in the midst of her demanding premedical curriculum. Serendipitously, May’s need to work while she studied introduced her to a flourishing community of influential black musicians, whom she kept up with throughout her life.

During the few nights that she did go out, she had experiences that some might call historic. A friend would tell May the place and time for a hangout. Directions would lead to a humble storefront in Harlem. She would enter to find her friends seated at a round table. A candle at the center of the table created a warm and intimate atmosphere. After exchanging pleasantries, people would begin sharing their work. There were various black artists who held the floor, including famous writers like Langston Hughes, Countee Cullen, Jean Toomer, and Claude McKay.26 After sharing what they had written, they would wait to see how their friends around the table responded. Sometimes May, or someone else at the table, would make a suggestion. This was where some popular works from the Harlem Renaissance came alive.

All the while, May continued performing with Paul Robeson. Sometimes they would sing and play piano at Madam C. J. Walker’s recitals. Walker was an African American woman best known for her black haircare products, which helped her climb from poverty to become America’s first female self-made millionaire.27 May’s relationships with these other black leaders and influencers indicate how small, and possibly tight-knit, the more professionally successful African American community was in New York in the late nineteenth and early twentieth centuries.

But May didn’t let these awe-inspiring nights distract her from her research. The faculty at Flower Hospital’s associated medical school, which taught homeopathic medicine, took note of May’s work in the clinical pathology lab. The faculty members were so impressed that they offered her a full scholarship for four years of study in medicine if she would agree to teach her classmates clinical pathology. This news likely filled May with excitement. She had experienced countless instances where people told her she couldn’t thrive in higher education because she was a black woman. Yet these faculty members believed in her and were convinced that May would be such a great contributor to medicine and their medical school, that they were willing to invest in her education.

Unsure of how to navigate this new situation, May went to her trusted mentor, Dr. Broadhurst, for advice. She was over the moon that May was considering a career in medicine but suggested a tweak in May’s plans. She encouraged May to pursue allopathic schools, which were incorporating more scientific research-informed therapies into their practice. By the 1920s, this medical sect had gained definitive favor in American society over homeopathy. (Allopathic medicine has maintained its dominance to this day. What many people refer to as Western medicine, or biomedicine, is the modern form of allopathic medicine.)

As someone with parents who hadn’t even been to college, May needed an advisor who could help her maximize her professional potential. American medicine was changing rapidly as May matured. How could she know that homeopathy, which had been popular for a large portion of the 1800s, was losing its prominence in society? To May, a medical school was a medical school. She didn’t realize that her choice of a particular institution could have long-term implications for her career.

May might not have understood Dr. Broadhurst’s preference for an allopathic school, but her professor hadn’t steered her wrong yet. Following Dr. Broadhurst’s advice, May applied to two allopathic medical schools: Columbia University Vagelos College of Physicians and Surgeons and New York University School of Medicine. Both medical schools have maintained prominence in the medical education world: in 2021, a hundred years after May applied to medical school, U.S. News & World Report ranked New York University number four and Columbia University number six in the category of best medical schools for research.28 May would’ve happily accepted the offer to attend Flower Hospital’s associated medical school, even though it practiced a sect of medicine that was quickly losing acceptance within the US. But with a mentor providing a slight course correction, May instead set her sights on two medical schools that are still considered some of the best in the US, and arguably the world.

Impressively, May was admitted to both schools. Columbia gave her a conditional acceptance; she would be allowed to join the medical class in the fall if she took a chemistry course over the summer. Medical schools still do this today. Unfortunately, this was a hurdle May couldn’t surmount. She was already breaking her back to pay for college. Saving up for medical school just added to that burden. After graduating from college, she worked for a year in the pathology lab, and she needed every penny of that income to pay for medical school. She didn’t have the luxury of taking time off over the summer to take the chemistry course. Thankfully, NYU didn’t have the same prerequisite. She happily accepted NYU’s offer and joined the entering class of 1922.

NYU maintained an unofficial quota, as did many medical schools, and May recalled that NYU usually accepted only two women. Her medical class was different. The school admitted five women. One female student was the daughter of a wealthy donor to the hospital. Another was the relative of one of the college’s professors. A third was the highest-ranked undergraduate student at Hunter College. It took incredible circumstances like those for the school to willingly train more women than it had predetermined for its quota. The number of black students was also kept low. There were only four black students in the class, three of whom were men. May stood at the intersection of these two underrepresented groups: she was the only black woman in the group of five female students, and the only woman in the group of four black students.

Even more discouraging than the initial class demographics are the demographics of the graduating class. While all four of the white women graduated, the black men didn’t fare as well. One of the black male students was discharged, and another died of tuberculosis. So on graduation day in 1926, only two black students remained to don their celebratory gowns: Dr. May Chinn and Dr. Aubre Maynard, who later became the chief surgeon of Harlem Hospital. They were the only two black students who made it to the end.

While Dr. Chinn remembers the clear racial discrimination that Dr. Maynard experienced in medical school due to his dark complexion, the most significant barrier she experienced was due to her financial constraints. Dr. Chinn worked throughout medical school in multiple labs, including Dr. Broadhurst’s bacteriology lab and a clinical pathology lab at the New York State Department of Health.29 She worked over summer break and during the school year. Of all the medical students I know at Penn and across the country, there are very few I know who are working while in medical school. And I can’t think of anyone who works multiple jobs during the school year. If today’s norms are any indicator, it was very unusual for a medical student to work during the school year. The demands of medical school were just too great.

The workload for a medical student today can give insight into what it was like to study medicine in the 1920s. Each day, students are responsible for attending hours of didactic lectures. This is just the first exposure to the material. They must digest the information so thoroughly that they can see the connections between multiple complex concepts. This level of understanding is necessary to apply the basic scientific ideas to dynamic clinical cases. To reach this level of comprehension, most students spend hours reviewing the material they have learned in the past few days. This is difficult for any student. But the task is much harder for a working student. May’s intense schedule proved that.

Every day, she woke up around the time that the sun peeked into the sky. She was likely still sleepy when she got dressed and packed her bag for the day. Before eight in the morning, she scrambled to catch her bus. As the bus jumped from bumps in the road, medical facts hopped around in May’s mind. This was her prime studying time. She would arrive at school by nine and file into the lecture hall with her classmates. There, she sat in on hours of lecture. Once that was finally done, she participated in labs, engaged in clinical visits, or studied new material. By six in the evening, she was out of the medical school, heading to the lab, say at the New York State Department of Health, for work. She remained in that windowless workspace until eleven at night. About five hours of research allowed for some solid experiments. Then, she used the moon in the sky and any streetlamps to navigate her way to the bus stop. She was trying to catch the Number 2 bus back home. If she felt up to it, she would fit in another study session. She must have gotten good at shutting out any rowdiness from her fellow passengers. By midnight, she’d arrive back home. Surely exhausted, May climbed into bed. She needed her energy to do all this again the next day.30

May had to be incredibly intelligent to get through medical school with this schedule. Nowadays, students often liken attending medical school to drinking out of a firehose. To me, it feels more like being a hamster running on a wheel, but at speeds comparable to those of marathon races in the Summer Olympics. We’re constantly on the move. And when we’re gasping for air, yearning to be done with the race, we take another turn and just keep going. Although it feels impossible for many when we’re in the thick of it, we make it through. Still, to meet the intense demands of medical school while managing a twenty-five-hour-plus work week schedule? That sounds nothing short of miraculous.

One thing that likely helped her manage the hectic schedule was her background in clinical pathology. It afforded her skills that the typical medical student didn’t have. For instance, she knew how to administer anesthesia to a patient, thanks to her experience giving anesthesia to animals. Her school’s clinical pathology professor recognized her relative expertise in the field. He insisted that she serve as a student assistant for her classmates during their second year of medical school. Consider the cognitive dissonance May’s classmates experienced when they realized they were going to learn this complex topic from not only a classmate but the sole black woman in their class. She was probably the last person they’d expect to have teach them anything.

Even as a black woman in medicine, I would be surprised at such a situation. My shock would come not from prejudiced beliefs about the capabilities of black women. Instead, I would be more surprised that a predominantly white medical institution would allow a black female medical student to have that kind of influence, even in the 2020s. In the 1920s, racist acts against African Americans were surging. There were numerous deadly Ku Klux Klan attacks in the US in the period after World War I.31 Based on this social context, I would assume black women had fewer opportunities then than they do today. But almost one hundred years after Dr. Chinn completed her medical training, the percentage of black female medical educators is scant. In 2018, only 2 percent of all US medical faculty were black women, and only about 15 percent of those black women faculty were full professors.32

This discrepancy was made obvious to me during my first year of medical school. I was constantly exposed to new professors; physicians deemed experts on specific topics were selected to give talks. For example, different professors would lecture on childbirth and on cervical cancer. Despite this diversity of clinical topics, it wasn’t until March 1, 2021, that a black physician delivered a lecture for my class. This was after more than six months of classes and having studied under more than 150 physician lecturers and lab preceptors. To me, this scenario signals who medical schools believe is competent enough to train the next generation of physicians, and who is not.

May’s pathology professor likely had a small pool of people to choose from, since clinical pathology was an emerging field. Still, her appointment to this position may have challenged her classmates’ preconceptions of the capabilities of black women. It showed that she was their intellectual equal, that she could hold her own in medicine. After four years of hard work and persistence, Dr. May Chinn graduated from New York University Medical College in 1926 as the school’s first African American woman graduate.

After clearing one hurdle, Dr. Chinn immediately faced yet another. Following graduation, she experienced intense racial discrimination. Residency programs, a crucial step in postgraduate training, refused to admit her. Hospitals refused to hire her. Every black physician in Harlem faced this form of discrimination, but she was not deterred. To further her medical training, she worked for a group of male physicians who had a private practice at the Edgecombe Sanitarium on Edgecombe Avenue and 137th Street in New York City.

She was treated like the grunt worker of this practice. On call 24/7, Dr. Chinn was the one woken up in the middle of the night to care for the other doctors’ patients. The other doctors treated Dr. Chinn like their personal servant, not their colleague. She endured long hours. Even worse, she experienced disrespectful attitudes from the doctors in the practice who didn’t believe she should be a physician because she was a black woman. Some of the doctors didn’t even acknowledge her presence. Dr. Chinn recalled, “One said that I didn’t exist—you know; I just didn’t exist.”33

Despite all of Dr. Chinn’s contributions to the private practice, the doctors rarely paid her for her clinical services. They went as far as making her pay rent to stay in the building that housed the office even though she was doing them a favor. The Department of Health required a physician to be a resident on the property. While physicians often cite residency as a particularly grueling stage of their training, Dr. Chinn’s apprenticeship-like postgraduate training was made especially difficult by these harsh conditions.

Because Dr. Chinn was isolated from her community, her situation was even harder to cope with. She was the only black woman physician practicing in Harlem for many years. Though she faced similar challenges as the black male physicians, even some of them didn’t support her. They looked down on her because she was a woman. When Dr. Chinn sought a job in public health, numerous black and white male physicians joined together to protest her hiring at the Department of Health. They said that they “didn’t want to be tied to the apron strings of a woman.”34 Dr. Chinn stayed at the Edgecombe practice for twelve years because it was one of the only places where she could get substantial clinical work experience. She was finally pushed out from the clinic in the 1930s, when the other doctors increased rent to a point that she couldn’t afford.

Dr. Chinn’s next step was to open her own practice. To maintain the practice with her limited funds, innovation was essential. She treated patients who had been turned away by the regular hospitals. When a hospital turned away a black patient because of their race, the patient turned to Dr. Chinn. Japan’s attack on the US Pacific Fleet at Pearl Harbor in Hawaii on December 7, 1941, prompted the formal entry of the United States into World War II the next day, and the conflict prompted many white doctors in New York City to turn away their Japanese patients. Dr. Chinn cared for those patients too.

The patients had a variety of ailments. Some needed surgery. In these situations, Dr. Chinn teamed up with Dr. Peter Marshall Murray, a trained surgeon from Howard University College of Medicine. Dr. Chinn described her medical practice as reminiscent of practices “a hundred years before.”35 When these two African American doctors entered a patient’s home, they carefully surveyed the space. They needed to figure out how they were going to adapt the area for an antiseptic surgery. Depending on the size of the patient, the bed or an ironing board might be designated as the operating table. The presence of a coal stove was vital. The doctors would wrap up their dressings in newspapers and bake them in the oven. In less time than it took to bake a loaf of bread, the dressing was sterilized and safe to use. Then, Dr. Chinn or Dr. Murray would ask the family to show them to the washroom. The family’s wash boiler, which usually washed clothes, could also disinfect their surgical instruments.

With their tools cleaned, the doctors’ next step was finding light that was strong enough to give them a clear view during the surgery. The patients generally used kerosene lamps to light their homes. The fire in the center of a lamp’s glass bowl lit the room only dimly. They needed something strong. Dr. Chinn and Dr. Murray decided to bring their office lamps with batteries to ensure enough lighting during surgery. With everything set up, Dr. Chinn would administer the anesthesia. Once a patient was stabilized, Dr. Murray would start the surgery.

Whenever a patient needed a blood transfusion, Dr. Chinn and Dr. Murray worked together against the clock. Dr. Chinn would conduct blood counts, blood typing, and urinalysis in a makeshift lab she had built in her home. Then they would prepare the blood donor, who oftentimes was a family member or a neighbor. Relying on direct transfusion, the doctors needed only a few small needle pokes for the blood to flow from the donor to the recipient. Dr. Chinn and Dr. Murray could complete the entire transfusion process within twelve hours.

Once the surgery was done, the two doctors took turns watching over the patient. They were both on call until the patient was able to get up. They didn’t let their fatigue impair their clinical care. While it was risky to conduct a surgery without the help of a larger medical team, the doctors found support in the family. A patient’s grandmother, or another family member, would serve as their nurse. With some help and a heap of innovation, these doctors were accomplishing the remarkable feat of providing care for patients who had been discarded by the medical system.

Over the course of her private practice, Dr. Chinn noticed a concerning trend among her older patients. In spite of great care from their family members, many appeared to be wasting away. Dr. Chinn suspected that they were afflicted by cancer. Many of these patients’ cancers had progressed too far for Dr. Chinn to help them. All she could do was prescribe them medication to ease their pain. Wanting to, and believing she could, do more, Dr. Chinn dedicated herself to figuring out how to diagnose cancer earlier. This, in her view, was the key to better outcomes for her patients. In the 1940s, Sloan Kettering Institute, which is now known as the Memorial Sloan Kettering Cancer Center, was the only New York City hospital that studied cancer.36 When Dr. Chinn had a patient who was well enough to walk on their own, she sent them to Memorial Hospital to be examined. Initially, they would be turned away. The hospital received a high volume of patients, and the black patients could not afford the hospital’s fees. In response, Dr. Chinn started going to the clinic with her patients and requesting to watch the doctor examine them. The clinic did not always accept her requests, but on the few occasions when it did, Dr. Chinn was able to learn new techniques, which she added to examinations at her office.

One of the techniques that she learned was how to collect a biopsy—a tissue sample. She started obtaining biopsies from the patients she suspected might have cancer. Then, she sent the samples to the diagnostic section of Memorial Hospital. These samples would typically have been refused because she was a black physician, but she had a connection on the inside: some of the white male physicians at the hospital were her former classmates. They would accept her samples and analyze them for her. After Dr. Chinn had been doing this for about twelve years, black male physicians and white physicians finally started to recognize her expertise. They began referring their patients to her for biopsies. She would send the samples to Memorial with her name attached to them.

Thanks to her growing reputation, Dr. Chinn received a phone call from Dr. Elise L’Esperance, a white woman physician who founded the Kate Depew Strang Clinic for Cancer and Allied Diseases at the New York Infirmary, a cancer detection clinic in New York City. During this call, Dr. L’Esperance offered Dr. Chinn a position at her clinic. Dr. Chinn was shocked because black physicians were still excluded from working in clinics in the early 1940s. She tried to suspend her excitement until she met Dr. L’Esperance in person. Dr. Chinn suspected that Dr. L’Esperance assumed she was Chinese, based on Chinn’s last name. Many had made that mistake before.

When Dr. Chinn showed up at the appointment, Dr. L’Esperance was shocked. She didn’t expect a black woman to appear in her office. Dr. L’Esperance probably would not have offered Dr. Chinn the job if she had known that Dr. Chinn was African American. Thankfully, Dr. L’Esperance didn’t rescind the offer once she found out. She might have had little choice because the number of white men practicing medicine at that time in the US had declined, as they were abroad serving in the war.

Dr. Chinn’s racially ambiguous name had helped her sidestep some of the systematic discrimination she had experienced for much of her career, allowing her to be judged based on her credentials rather than negative stereotypes about her race. Dr. Chinn worked at Memorial Hospital from 1945 through 1976. After many years on the job, she was put in charge of three clinics, where nine white men and women physicians worked under her. It is unclear when she was appointed to these leadership positions, but social movements may have helped her climb the professional ladder. The civil rights movement and second-wave feminism occurred in the middle of her tenure at Memorial clinic. These movements altered the social landscape of the US and made it a bit easier for black Americans and women to ascend within their medical fields.

May had been born into an extremely disadvantaged family. For the daughter of an American slave to become a doctor in the early twentieth century is truly remarkable. Her parents had very little education, so they didn’t know what she needed to do to be successful in the medical field. There were many moments when May’s journey could have led her to have a very different life. As a young girl, she experienced the pressure to perform the supposed duties of a woman: get married and have children. The pressure indirectly led her to leave high school. Without a high school diploma or any higher education, May could have easily taken part in menial work that would have kept her in the same depressed socioeconomic situation that her parents were in.

Persistent encouragement from her mother eventually led May to resume her education. Once she got that second chance, she realized that she could achieve more than she had previously thought possible. Coming from a disadvantaged background, May needed champions like her mother and her college bacteriology professor to push her further to realize her potential. Once May earned her medical degree, other medical professionals who were racist and sexist tried to prevent her from succeeding in the profession. With limited resources and few opportunities to further her medical skills, Dr. Chinn had to be incredibly hardworking, creative, and resilient in order to succeed both as a physician and as the only black woman physician practicing in Harlem for many years. Her background is similar to that of many black women in her generation. With the numerous obstacles Chinn experienced, it’s easy to see why there were so few black women physicians in the early twentieth century—and so remarkable to hear the story of a woman who broke through barriers throughout her life and left us with a legacy to admire and emulate.
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CHAPTER 3

DOING GOOD IN THE COMMUNITY

Given the numerous structural barriers that choked the rate of new black women physicians at the turn of the twentieth century, the black women who were able to thrive in these barren conditions likely came from families whose support helped to make up for the societal oppression they faced. For many, this support was likely coupled with privilege—the familial privilege to help daughters dream of a future that entailed more than being a nanny or house cleaner for a white family, and the financial resources to help daughters make that dream a reality. Dorothy Celeste Boulding Ferebee was blessed to be raised in a family like this.

Born in Norfolk, Virginia, in 1898, two years after May Chinn, Dorothy was not afforded the dignity of knowing her birth date. She was born in a hospital that upheld racist practices. The doctors refused to issue a birth certificate for African American babies. This practice was commonplace throughout Norfolk. It’s as if these medical institutions detested black life so much that they didn’t want to recognize the beginning of new life. Dorothy’s family tried to work against this dehumanizing practice by making note of when Dorothy entered the world. Their best guess for her birthday was October 10, 1898.

While Dorothy was brought up in a society that reinforced the idea that her life held little value due to her race and gender, she had a family who countered this false narrative. They were highly educated and accomplished black professionals. This was proof that Dorothy could find professional success too. Her family included lawyers and writers, and a judge. Their upward social mobility outpaced that of most African Americans at the time. Still, their start in America was the same as May’s family’s and every other African American: through slavery.

Dorothy’s parents were Benjamin Richard Boulding and Florence “Flossie” Cornelia Paige Boulding. The family wealth came from her mother’s side. Dorothy’s maternal grandfather, Richard Gault Leslie Paige, was born into slavery. He escaped when he was ten via the Underground Railroad. A local antislavery society in Boston aided in his escape. It helped him reunite with his aunt, who had escaped from slavery before him. As he grew into his freedom, Richard earned a living as a craftsman. Eventually, he became a Massachusetts state legislator. Dorothy’s great-uncle, George L. Ruffin, carried on the family’s tradition of black excellence when he became the first black person to graduate from Harvard Law School and went on to serve as first black judge in Massachusetts.1

Imagine being born into such a family legacy. She was a black girl in the early 1900s with so much stacked against her. She was also a black girl born into a family of extremely accomplished black people with strong connections in the community. I grew up as a black girl with successful parents, so I can understand the paradoxical situation she was in. She was engulfed in a society that tried to convince her that she wasn’t smart or talented enough to make an impact. Yet, her family served as an inspirational cocoon that shielded her from these discouraging messages. This is the space where she developed her own dreams. Whenever someone told me that I wouldn’t be successful in college or in a STEM career, I would just think of my parents. I believed that if they could succeed, I could too. It didn’t matter that most of the African Americans on TV were depicted negatively, or that I knew only a handful of black people who were leaders in their fields. My parents’ example as college-educated professionals was enough to encourage me to try. Maybe this was how Dorothy felt.

Dorothy developed an interest in medicine at a young age. Her ambitions, coupled with her mother falling ill, probably motivated her parents to move Dorothy to Boston to live with her great-aunt, Emma Ruffin. At this time, the intense levels of discrimination in southern states like Virginia likely stifled many black girls from achieving their dreams. While northeastern states like Massachusetts still had their problems, they offered many more opportunities for African Americans. By the time Dorothy moved to Boston, more than a hundred black women had trained at northeastern medical schools, while none had been allowed to study at predominantly white southern medical schools.2 Dorothy completed most of her formal education in Boston. Privilege countered prejudice, giving Dorothy access to opportunities that most black children in her generation did not have. Without the opportunity to leave the South, another promising and ambitious black girl born at the same time in the same city likely wouldn’t have become a physician.

Following a successful high school career, Dorothy started at Simmons College in the fall of 1916. Remaining focused on her medical aspirations, she bravely expressed this interest to a few of her professors. While it was common during this time for women to be discouraged from pursuing this path, the Simmons professors encouraged Dorothy to pursue her goal. They also connected her with various physicians at nearby Tufts University School of Medicine. Their support kept Dorothy motivated as she plowed through numerous challenging science courses. Toward the end of her time at Simmons, she applied to medical school. Dorothy started medical school at Tufts in the fall of 1920, only weeks after the Nineteenth Amendment to the US Constitution was ratified, granting women the right to vote, but almost five decades before black women were able to exercise this right throughout the US.3

Although Simmons and Tufts were only three miles apart, their cultures were vastly different. While the professors at Simmons were excited to see a black woman become a physician, many of the professors at Tufts had no interest in training women for careers in medicine. The attitude toward women in medicine at Tufts was evident in class makeup. In Dorothy’s medical class of 143, only 5 students were women. Dorothy stood out as the only black woman in her class. These women accounted for only 3.5 percent of the class, but the percentage of female medical students was actually higher than normal. Dorothy believed that the school had an unofficial quota limiting enrollment to three women per class, similar to Dr. Chinn’s suspicions about NYU.4 The increased diversity of Dorothy’s class was attributable to wealth and institutional connections: one female student was the daughter of a very wealthy banker, and another female student had family connections to the medical school. Dorothy’s experience mirrored that of Dr. Chinn; it took extreme privilege and wealth to convince the white male faculty at Tufts to admit a few more women into the medical school. While Dorothy and her white female classmates had different ethnic and socioeconomic backgrounds, they found solace in one another as they navigated sexism at an overwhelmingly male medical school. This was not always the case for black women pursuing medicine.

When Dorothy started medical school, she held the logical expectation that her professors would give her medical training in exchange for the high tuition payments. Instead, the Tufts medical professors neglected Dorothy and the other female students. For the first three years, the instructors acted as if they didn’t exist. Whether in a large auditorium with all their classmates or in smaller learning groups, the women were always passed over when opportunities for individual learning arose. When a woman raised her hand in class, lecturers pretended they couldn’t see her. Anytime there was an opportunity for a student to give a presentation, male students were the only ones selected.

This gender-based exclusion persisted in the clinics. When students began to practice delivering diagnoses at the bedside, a necessary skill to be a competent physician, none of the five women were permitted to give the diagnosis. They were even relegated to clinical experiences that aligned more with a nursing curriculum, such as the bandage clinic or the foot-soaking clinic. In comparison, the male students had extensive exposure to the clinics most applicable to physicians, such as the surgery and medical clinics. Despite all of these obstacles, the women refused to allow bigotry to impede their dreams. In a 1979 interview, Dorothy reflected on how they persisted in those times: “The five of us decided that we would stick together, and we would study together, and we would outrun some of these difficulties surrounding us.”5 The mutual support and encouragement were necessary when they wanted to cry tears of sorrow or scream out in frustration over their situation.

But once these women reached their third year of medical school, they deemed the disadvantages in medical training too great to endure in silence. That year, their medical class had the opportunity to receive clinical training at Massachusetts General Hospital, a world-class teaching hospital associated with Harvard Medical School. Every Friday afternoon, from one to five, the students would crowd into the hospital’s amphitheater and watch as a well-regarded physician presented complex clinical cases. After providing key details about a case, the physician would choose a few lucky medical students to work through the case systematically. What is your differential diagnosis? How would you go about elucidating the true cause of the patient’s chief complaint? What is the proper treatment plan for this patient? Practice working up a clinical case in this fashion is vital for any budding physician.

But in this room filled with promising physicians in training, the five women were treated differently. Dorothy described how her professor made her feel: “We could’ve really been dust on the wall or a spot on the floor as far as he was concerned because he never even looked at us.”6 Imagine how difficult it must have been for these women to be treated as if they were worthless, by an accomplished physician and possible role model. It would’ve been easy for them to internalize this man’s prejudice and believe that they didn’t belong in the space, wondering if maybe the admissions committee made a mistake when it had admitted them. But Dorothy and her friends knew the truth. They had earned their spots in medical school just as fully as their male classmates had.

In the fall of their third year, the women marched into the office of the dean of students for Tufts Medical School. While reporting the Harvard-affiliated physician put students in a very vulnerable position, they mustered up enough courage to speak truth to power. The women were upfront with the dean about the professor’s discriminatory treatment, and they emphatically explained how the professor’s behavior was impacting their medical educations. The dean listened attentively. He appeared sympathetic to their plight. After learning more details about the situation, he promised to do something to fix the problem. The women waited eagerly to see how the dynamic in the hospital would change. As weeks passed by, it became clear that either the dean had done nothing to remedy the situation or his actions were not persuasive enough to convince the Mass General physician to actually acknowledge the women in his class.

The women may have felt discouraged when they realized that the dean of students would not protect them from a professor’s discriminatory behavior, but they knew they had power within themselves. They resolved to work together to fill the gaps in their clinical knowledge and skills. They agreed to meet every Friday and Saturday to discuss cases from five foreign medical journals that they deemed important: from Vienna, Paris, Berlin, England, and Scotland. They would explain the different clinical cases and the medical teams’ therapeutic approaches. By sampling such a large array of cases, the women were more than prepared for the sessions at Mass General Hospital, as well as those in their clinics.

Solidarity was vital in keeping the study group together. One of the students was Polly, a Jewish woman. She had difficulty attending the Friday sessions because she was expected to observe her faith’s Sabbath from sundown on Friday to sundown on Saturday. During that period, she was expected to rest—not engage in work, like studying. After reflecting on how she practiced her faith, she decided that she wanted to join the study group, but she needed permission from her rabbi. She explained her plight to her friends. The other four women offered to accompany Polly to a discussion with the rabbi. The five women met with the rabbi and described the unique challenges they were up against in medical school, and how their study group had been formed to ensure that all five of them completed their medical educations. The rabbi saw the importance of their efforts, so he allowed Polly to participate in the weekend study sessions.

Mary, a daughter of Italian immigrants, and Marguerite Kelly, a member of a staunch Irish Catholic family, also faced cultural obstacles in their communities. Just as they had banded together to speak with Polly’s rabbi, the women joined forces to convince Mary’s and Marguerite Kelly’s families of the importance of the work they were doing. Following these conversations, both women were allowed to participate in the study group. Luckily, Dorothy didn’t have any issues gaining family support to participate in the group. Dorothy’s great-aunt Emma, along with the rest of Dorothy’s family, were extremely enthusiastic about Dorothy’s pursuit of a medical degree. Her great-aunt Emma encouraged Dorothy and her friends to study any day they needed. She even offered her home as a study spot.

On a brisk winter afternoon in early February, the students finally had a chance to correct their professor’s false perceptions of them. As on many Friday afternoons before, an orderly rolled a patient into the auditorium. The professor instructed the orderly to undrape the patient and carefully place him on the clinic table. Then, without looking at any of the women, he called all five of them by their last names and announced that he wanted them to take charge of the case.

Hearing the sound of her name made Dorothy feel breathless. She was ecstatic to finally be acknowledged by her professor. The professor may have seen this as an opportunity to embarrass the female medical students, but they weren’t afraid. They had studied for countless hours. They were ready to put their hard work to the test. The professor instructed an intern to read a clinical vignette about the patient to the medical students. Dorothy listened to the description of the patient’s primary illness and information on how long he had been afflicted by it, and a host of other details. As the intern laid out the case, a light went off in Dorothy’s head. The case bore a strong resemblance to a case from the Vienna journal article that the five women had reviewed a couple of weeks earlier. The other four women were in sync with Dorothy about the connection between the cases. It was a complicated case, but the women understood it well. Still, they remained calm and didn’t reveal the added confidence that now surged through them.

Once the history had been read, the professor asked the women to speak. With so much time spent reviewing cases, the women knew one another’s strengths. While the first woman reviewed the patient’s chief complaint and obtained a family medical history, the next woman followed up with a physical exam. Dorothy remembered noting that none of the men in the room were paying attention to their extremely thorough work, but she remained focused. The next woman presented her differential diagnosis. To narrow down the list of potential diagnoses, she requested various labs.

After the group of women had reviewed the lab results, physical exam outcome, and history, Dorothy was elected to give the final diagnosis. Dorothy stood tall, as the only black woman in a room full of white men who refused to treat her as an equal. Then she gave a case summary that was impossible to ignore. She went through each diagnosis that was high on her team’s differential, laid out the clinical findings that supported a given diagnosis, and pointed out any evidence that would persuade her against a particular diagnosis. After providing thorough arguments against various diagnoses, Dorothy delivered her final diagnosis. The professor—who was not expecting the women to figure out the correct diagnosis—stood with his mouth opened, in shock. He became angered that his attempt to humiliate the five women with a difficult case was unsuccessful. His blood began to boil and he went red behind the ears. He decided to target his rage at Dorothy. After avoiding eye contact throughout the entire presentation, he chose this moment to finally look Dorothy in the eye. But instead of showing respect or pride at her adept handling of the case, he had fire in his eyes. In front of the entire class, he thundered: “So you think you’re pretty good, don’t you?”7

She knew that he expected her to acquiesce. He wanted her to say something indicating that she did not believe that she was smart or impressive. Dorothy was not a person who would typically challenge a professor, but she had reached her breaking point. This man had ignored her and her friends for months, and now attempted to challenge their intelligence with a case he deemed impossible for them to solve. So instead of submitting to his bigotry, Dorothy confidently rebutted: “Sir, I don’t think I’m pretty good. I think I’m very good.”8 To this response, the whole amphitheater went wild in support of her. The men clapped vigorously. Some stamped their feet. They had been converted from seriously doubting the five women’s capabilities to being completely impressed with their intellects and dedication to medicine. The doctor was outraged by the positive response to the women. He abruptly turned away from the crowd and charged out the door.

Dorothy marked the day as the moment the five women were finally considered part of the class of 1924. Their male classmates finally respected them. The men began consulting the women on various clinical cases. The men recognized that not only were these women their equals, but they had insights that the men could learn from. After three years of trekking through the trenches of medical school as students who were alienated from much of their class, the five women were finally accepted as members of the community. At the end of their medical schooling, all five women graduated with honors and were ranked among the top 9 of 143 in the class.

After graduating from medical school, Dr. Dorothy Boulding was asked by various organizations to speak at events throughout the country. Sometimes her friends from medical school would attend the events. In an interview, she reflected on the experience: “[When] they ask me to speak to public groups, I’ll always say that the five women were among the first nine. And then one of them will jump up. Polly will jump up and say, ‘Well I want to correct something that Dorothy Boulding had said. She isn’t telling the truth. . . . Yes, the five women were in the top nine, but she never tells anybody that she was number one.’ So, in a class of 143 people, I was first. But I never bragged about it. I let my colleagues tell the story.”9

When Tufts medical students were still in their final year of medical school, they began preparing for the next steps, sending their residency applications to various programs around the country. Unfortunately, the bigotry that the women faced at Tufts played out on a national scale. Dr. Dorothy Boulding faced the brunt of it. The entire medical class submitted residency applications around the same time, but the residency programs delivered responses in phases. Early into the students’ final year, all the men had been accepted into residency programs. The women likely felt anxious while the men received their placements because the women still hadn’t even been acknowledged by the programs they applied to.

Finally, in May, months after the men were sure of their next steps, responses for the women began to filter in. Sadly, the letters brought disappointment. They made excuses: “I’m sorry, the application list has been filled,” or “I’m sorry, we are not taking women this year.”10 One residency program even told Dr. Boulding that her academic record was not strong enough for its program. If a woman ranked number one in her medical class at a well-regarded medical school isn’t good enough, what is? Unsurprisingly, the men ranked below her were considered strong enough applicants to qualify for residency programs.

Residency programs likely sent similar letters to other female applicants across the country. These applicants had to find ways to attain postgraduate clinical training, or they wouldn’t be able to become licensed physicians. The white women in Dr. Boulding’s class used their family connections and wealth to gain admission to residency programs. Dr. Boulding’s family didn’t have that kind of social capital, but they refused to let her career aspirations vanish. Her brother found a way to help.

Dorothy’s oldest brother, Ruffin Paige Boulding, had gained admission to Howard University School of Law. Located in Washington, DC, Howard is a historically black university committed to training black people from the university level to professional school. Unfortunately, the cost of attendance was more than Ruffin could afford. But he was determined, like his sister. He delayed his own education and took a job in Boston to raise enough money for his tuition. After many years, he had saved enough money to finally go to school. Around this time, he learned of Dorothy’s struggles to find a residency placement. Ruffin was familiar with the opportunities in DC. He gave Dorothy insight on how to navigate the system. She would need to travel to DC and take an exam, which would make her eligible for a spot at a government hospital. Ruffin knew that Dorothy had her own financial constraints due to the costs of medical school and living in Boston. He didn’t want lack of money to impede her success, so he used money from his savings to buy her a train ticket. He told her that if she had challenges affording housing in Washington, he would take the next year off to ensure that she could complete her residency training.

She took her older brother’s advice and traveled to Washington to complete the exam. Given its more objective nature, the written exam was easy for Dr. Boulding to pass. Things grew more complicated during the oral exam, which was conducted by a panel of white men with their own agenda. They wanted their sons to receive the medical internship placement, and Dr. Boulding was a threat to their nepotistic practices. They also told Dr. Dorothy Boulding that they didn’t see why any woman should be selected for the internship position, regardless of her credentials. This constant rejection must have been extremely frustrating for Dr. Boulding. It didn’t matter how hard she worked. If the gatekeepers of medicine didn’t want her in the field, she couldn’t join.

Despite this committee’s persistent corruption, one of the physicians took pity on Dr. Boulding because of her situation. He was familiar with Howard University and its teaching hospital, Freedmen’s Hospital. He encouraged Dr. Boulding to investigate opportunities at the predominantly black hospital, rather than seek a place at a predominantly white government hospital. She was referred to Dr. William A. Warfield Jr., the superintendent of the hospital. Dr. Warfield was impressed by Dr. Boulding’s credentials and interview, so he offered her a residency position at Freedmen’s Hospital. Dr. Dorothy Boulding began her residency training in the summer of 1924.

Dr. Boulding was so grateful for the opportunity to further her clinical education that she prioritized it over many things in her personal life. Her home was the hospital. Her black male co-residents enjoyed their weekends at baseball games or dances, but Dr. Boulding didn’t indulge in such luxuries. She oftentimes found herself in the hospital on Saturdays and Sundays, accompanied only by one or two other interns of the eleven in her class. By the time she completed her internship year, she had experience in every ward, even though she hadn’t been assigned to them all.

One aspect of her clinical training involved serving with the crews of Freedmen’s ambulances in the late 1920s. Her ambulance was frequently called to care for people who had been wounded in street fights or domestic disturbances in southeast Washington. Due to redlining, many of the African Americans from low-income backgrounds were segregated to this area. During this time, Dr. Boulding saw more than just broken bones. She saw the challenges that the community faced, which improved her understanding of the people’s social needs.

One issue that really struck her was the lack of opportunities for children. Many of the schools were rundown. The city government deprived the predominantly black school district of funds that it freely distributed to the nearby white school districts. As a result, black school-age children’s academic progress was blunted, compared to that of their peers. Younger children were in an even more precarious position. They were left at home when their mothers went to work (sometimes as early as five in the morning). Mothers tried to enlist caretakers to watch over their children, but the mothers’ finances were strained. Caretakers were usually a grandmother or older sibling.

Dr. Boulding recalled a similar dynamic in the neighborhood where she lived. One woman would take care of multiple children on her block while their mothers and fathers went to work. Even with all hands on deck, the families struggled to make ends meet. As Dr. Boulding’s nights on the ambulance wore on, she continued to see the challenges in the community. She became convinced that something needed to be done to help the people. She just wasn’t sure what.

One day she was working in her office at a Freedmen’s clinic when her phone rang. Expecting a call from a patient or colleague, Dr. Boulding was surprised to hear a police officer on the other end. This event was so memorable, she recalled details from it in an interview fifty years later: “This is the police department. This is Precinct Five over on Fifth Street and Southeast. We have a little boy here that we’ve arrested, and he says that you know him.”

Startled, Dr. Boulding tried to elicit more information from the police officer. Instead of giving her more details, the officer insisted that she come over to the department. Dr. Boulding hurriedly closed out what she was working on and headed out the door. She jumped into her sleek two-seater, which her uncle had gifted her for graduating from medical school, and drove with her heart in her stomach until she finally arrived at the precinct. Once she reached the front desk, she implored: “What is this? What is this?”

Behind the desk, there was a little black boy with a runny nose and tears streaming down his face. He cried out to her: “Dr. Boulding, they’re going to put me in jail!”

When she questioned the white policeman, who was hovering above the child, the policeman retorted, “Well he’s been stealing!”

The little boy wailed in defense, “I wasn’t stealing. I was getting some milk for my baby brother. He was crying and had no food. And momma had gone to work.”

Dr. Boulding then asked the boy, “Does momma usually go to work and leave the baby?”11

The boy explained that his mother had to leave at six in the morning to go to work, leaving him to care for his two-year-old brother. At some point, the child began to cry. The little boy must have felt overwhelmed with the responsibility of taking care of a baby when he was still a child himself. He thought food might ease his little brother’s distress. But when he went to the icebox for some food, he saw there was none. No milk. Not even any ice. Suddenly, the little boy felt hungry too. This hopeless situation filled him with sorrow, so he began to weep alongside the searing cries of his baby brother. He looked out his front door and saw that the milkman had just delivered a quart of milk to the family across the street. As soon as the milkman turned the corner, the little boy ran across the street and took the quart of milk. Before he could reach his house, a police officer appeared and dragged him to the police station.

When Dr. Boulding heard the full story, she was infuriated by how the child had been treated. She pleaded his case to the officers. One of the officers was very hostile. He didn’t care what situation had led the child to take the milk. Thankfully, another officer was more sympathetic, so Dr. Boulding worked with him. They agreed that she could take the child and the milk to feed both children. In exchange, she paid for the milk, which at the time was about seventeen cents per quart. When they arrived at the boy’s home, they found the baby extremely distraught. He was still crying and had torn up his bed. Since the officer had brought the boy to the precinct without allowing him to go home first, the two-year-old had been left alone for hours. This traumatic experience may have had a long-term psychological impact on the child.

Dr. Boulding fed both children and tried to soothe them. The disturbing situation left her uneasy. She waited with the kids until their mother returned home that evening. The mother had no idea what had happened to her children that day. She had brought leftover food from her job to stock the icebox. Dr. Boulding turned the children over to their mother and walked home. As she passed one block after another, she tried to process what had happened that day.

She recognized the societal dynamics that forced mothers to leave their children when they went to work. She also saw that children were at risk without a structured day care system. They could be neglected, or even face jail time for doing what they could to survive. Reflecting on the situation compounded the young doctor’s initial yearning to help the community. She set her heart on helping to support the mothers and children struggling within this system. She knew there were day care centers in the area, but they refused to care for black children. So Dr. Boulding began work to create a day care that would care for black children in the area. Through this upsetting experience, the Southeast Settlement House was born.

Dr. Boulding applied for and received approximately nine thousand dollars from the local United Way foundation and other philanthropic organizations. She used the money to rent a six-room house, which became the day care center, and to hire people to help with the endeavor. Following extensive planning and organization, Dr. Boulding opened the Southeast Settlement House. At the time, it was the only day care serving black children in that part of DC. It slowly expanded to support more children. After-school programs were developed to get older children off the streets. By the late 1970s, the Southeast House served children, teenagers, and senior citizens. In addition to its initial services, it provided youth counseling, youth employment training, juvenile restitution, tutoring services, geriatric day care, and more. It served people living between South Capitol Street and the Anacostia River. Dr. Boulding noted the center was serving more than twelve thousand people in 1979. Its proposed budget for 1980 was $2.1 million.12 Dr. Boulding built this incredible institution while she was completing her residency training. It continued to have a positive impact in the community through the early 1990s, more than sixty years after its founding.

Dr. Boulding’s hard work in and out of the hospital caught the eye of Freedmen’s Hospital superintendent, Dr. Warfield. When Dr. Boulding completed her residency, Dr. Warfield offered her a job as a professor in obstetrics at Howard University College of Medicine, with the option to also maintain her own private medical practice. In 1929, she was hired as a physician to women at the Howard University Health Service. During her time at the health service, she met a handsome man named Dr. Claude Ferebee, who taught at Howard’s College of Dentistry.

Claude was initially impressed by Dorothy’s work at the university and the Southeast House. The two first became friends, thanks to their mutual respect for each other’s work. Later, a strong attraction caused their friendship to blossom into something more romantic. They eventually married in 1930, prompting Dr. Boulding to change her name to Dr. Dorothy Boulding Ferebee.

They opened a joint medical and dental private practice a year after they tied the knot. At the same time, they started a family. By the end of 1931, Dorothy was pregnant with twins. Suddenly Dr. Ferebee had to balance the responsibilities of her job and the Southeast House plus the obligations that came with having a husband and two kids. While she loved all of these pursuits, her children held a special place in her heart, and she prioritized quality time with them over her work. She would typically read bedtime stories to her children when they were young. If story time conflicted with patients wanting to be seen, she would have her patients wait a bit. Being a mother had its challenges, but Dr. Ferebee found it extremely rewarding.

When the Great Depression hit in the 1930s, Dr. Ferebee felt a new drive to serve her community. The economic downturn devastated many communities in America, particularly the most vulnerable. She knew that many African Americans throughout the country were hit hard, and she wanted to do something to help them. Alpha Kappa Alpha Sorority became her avenue for having an impact. Founded in 1908, it was the first sorority for black college-educated women. Previously, there were white sororities throughout colleges in the US, but they did not allow black women to join. Alpha Kappa Alpha became an essential community for innumerable black women in the US and abroad. It boasts countless notable members, including Rosa Parks, Coretta Scott King, Toni Morrison, Mae Jemison, and Vice President Kamala Harris. Dorothy became a member of Alpha Kappa Alpha in the mid-1920s, while she was completing her medical degree. I also had the privilege of joining this wonderful organization, in 2016, following in my mother’s footsteps. I have found sisters through the organization who have given me great joy and have inspired me to be my best self. Since starting medical school, I’ve been pleasantly surprised by the fact that many of my black female mentors in medicine are also members of my sorority.

Service has always been a central tenet of Alpha Kappa Alpha. We implement community outreach projects on the local, national, and international levels. Most of our projects aim to uplift the black community. Dr. Ferebee led one of these projects: Alpha Kappa Alpha’s Mississippi Health Project. She served as the program’s director from 1935 to 1941. The program focused on Bolivar County, a predominantly African American community that was struggling during the Great Depression. Like numerous other African American communities in the Jim Crow South, the people of Bolivar County suffered from dismal health facilities. A significant portion of Bolivar County’s black men suffered from syphilis. This is one reason why the US Public Health Service selected Bolivar County, in addition to five other rural counties in the South, for the infamous Tuskegee experiment from 1932 to 1972.13 Some of the same black men who were forced to live with untreated syphilis for decades may have also been Dr. Ferebee’s patients. Residents of Bolivar County also frequently suffered from dysentery, and many died of tuberculosis.

Starting in the summer of 1935, Dr. Ferebee went to Mississippi with a team of African American women doctors, nurses, and teachers, many of whom were likely members of the sorority. From the start of their journey, these black women faced discrimination. They were volunteers from around the country who met in DC with the intention of taking a train down to Mississippi together. African Americans were allowed to ride only at the back of the train, in the Jim Crow car. The area was extremely hot and dirty. When Dr. Ferebee told the salesperson at the railway station that she wanted to buy seventeen tickets for herself and the other volunteers, he refused her request. There were only twenty-four seats open to black passengers, and the salesperson didn’t want one group to take up so many of the seats. As a result, members of Dr. Ferebee’s team were forced to drive their cars more than fifteen hours from DC to Bolivar County.

Once the women arrived in Mississippi, they faced hostility from the white plantation owners. These men didn’t like the idea of black women coming to their area to provide healthcare. They initially denied the women’s requests to access their workers. But eventually one plantation owner cosigned the sorority’s efforts. With his encouragement, the other white men grudgingly allowed the black women to open a clinic. Dr. Ferebee and her team set up five clinics around the county. They had their medical instruments, medications, and a large supply of diphtheria and smallpox vaccines ready to care for the community.14 On the day they opened, the clinics were eerily empty. They had notified the African Americans living in the community, but no one came. After further investigation, the women found out that many people wanted to come, but the plantation owners would not let the African Americans take a break from picking cotton in order to tend to their health. Unwilling to give up, the women declared, “Well, if they can’t come to us, we’ll go to them.”15 This is how the first mobile health clinic in the country was born.

These black women went to each plantation, carrying their medical supplies in their cars. Like Dr. Crumpler, who went to Richmond, Virginia, to provide medical care for recently freed African Americans, these black women were committed to serving a people whose health was generally ignored by American society. Alpha Kappa Alpha’s Mississippi Health Project provided immunizations against diphtheria and smallpox to more than 14,000 children. It also treated thousands of adults for diseases that plagued the Bolivar community, such as malaria and syphilis. The black sharecroppers in the county also suffered from extreme malnutrition, so the team spent extensive time teaching families how to use their limited food supplies to correct malnutrition.16 Dr. Ferebee’s contribution to the health project garnered her support within the sorority, and in 1940, she became the Supreme Basileus (a.k.a. the national president) of Alpha Kappa Alpha Sorority, a role she held until 1951. She was the organization’s first and only Supreme Basileus to date who was a physician.

Unfortunately, as Dr. Dorothy Ferebee saw increasing success in her career, her husband encountered challenges in his. This put a strain on their marriage. Around 1935, Dr. Claude Ferebee lost his faculty position at Howard, while she maintained her strong standing there. Dr. Dorothy Ferebee recounted the difficulties this caused with her husband. “He was becoming more and more resentful of everything that I was doing as a woman, because what I attempted seemed to turn to gold, and his effort was turning to mud. . . . That didn’t set too well with him. And for that reason, he became very, shall I say, not disgruntled, but unhappy and uncooperative, and insisted that I give up my work. Of course, I wasn’t going to do that.”17

Dr. Dorothy Ferebee faced countless obstacles set by men who sought to hinder her success. She was finally reaching the peak of her career, but her husband wanted her to give it all up just to stroke his ego. To make matters worse, Claude betrayed their marital union by taking on multiple mistresses. Dorothy was left to cope with her husband’s actions while caring for young twins and working a demanding job. Dorothy knew that if she refused her husband’s demand to give up her job, more marital distress would ensue. Still, she held on to the unwavering determination that had helped her reach such high levels of success in the face of staunch sexism and racism. She told her husband no. She would not be hindered professionally, not even by her husband. Claude was too stuck on wanting a woman who would submit to his whims, so he allowed his resentment toward Dorothy’s success to fester. He moved to New York, leaving his wife and kids behind.

Although this must have been painful for Dorothy, she found respite in her children and her professional life. The widespread impact that she had in the community caught the eye of Dr. Mordecai Wyatt Johnson, the first African American president of Howard University. He took her on as a mentee and encouraged her to strive for more. With his support and encouragement, Dr. Ferebee was named medical director of Howard University Health Services in 1949. This was noteworthy because it was almost unheard of for a woman to hold a high-level leadership position over men. Even at Howard University, a school that worked against racism, Dr. Ferebee saw sexism persist.18 Many of the male physicians and directors at Howard resented Dr. Ferebee for her appointment as medical director. It is likely that she experienced further ostracization when the health division of the State Department selected her as a US representative for various global initiatives. It sponsored her for numerous medical service trips in Africa, Asia, and Europe.

While engaged in these global initiatives, Dr. Ferebee continued to expand her impact on the national stage. She became a visiting professor in preventive medicine at her alma mater, Tufts University School of Medicine. From 1949 to 1953, she was the president of the National Council of Negro Women. In 1950, she was appointed to the executive committee for the White House Conference on Children and Youth. She was also on the board of directors for various organizations, such as the Young Women’s Christian Association and the Girl Scouts of the USA.

Amid all this success, tragedy struck. One of Dr. Ferebee’s twins, Dorothy Ferebee Jr., fell ill. She had an infection that quickly overtook her body. She died suddenly in 1950, when she was only eighteen years old. The elder Dorothy struggled with the loss of her only daughter; her heart was broken. Leading up to this point, Dr. Dorothy Ferebee had been traveling between Washington, DC, and New York to maintain a relationship with her husband, despite their separation. Sadly, the loss of their daughter was the final crack in their marriage. Claude asked for a divorce, and Dorothy acceded to his request. Although she never fully recovered from the loss of her daughter, she buried herself in her work to cope.

In the 1960s, Dr. Ferebee was appointed to President Kennedy’s American Food for Peace Council. She also became a medical consultant to the Peace Corps and to the State Department. She even spoke before the World Health Assembly in Geneva, Switzerland. Throughout all of this, she continued to build Howard’s Health Services as its medical director, a position she held until 1968. That year, she was appointed medical associate to the dean of the College of Medicine at Howard University. In 1972, she retired from her private practice and her post at Howard.

Like Drs. Crumpler and Chinn, Dr. Dorothy Ferebee entered the medical field at a time when multiple structural barriers had been put in place to limit the number of black women in the profession. She prevailed in these hostile conditions by relying on her determination and grit, as well as the support of her family and a small group of peers and advisors who saw past her race and gender. In the 1920s, all women experienced intense sexism, so they developed tight-knit groups, irrespective of racial differences. Experiences from current medical students suggest that the level of solidarity that Dr. Ferebee enjoyed may not have persisted to the present, which is a loss to all of us.

Once Dr. Ferebee secured her place within medicine, she turned her focus to serving communities in need. Her involvement in Alpha Kappa Alpha Sorority helped her find other black women in medicine, many of them sharing her commitment to giving back. She worked with the sorority and multiple other service organizations to care for the underserved. Through her efforts, she positively impacted hundreds of thousands of lives and even had a global reach.
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CHAPTER 4

FROM HER FAMILY FORWARD

Legacy is an enduring tenet of the culture of medicine. I remember, during one of my accepted students days at Harvard Medical School, an admissions officer tried to dispel feelings of imposter syndrome among the recent admits, saying, “It doesn’t matter if your great-grandfather went to Harvard Medical School or if you’re the first person in your family to attend medical school, each of you earned your place here at HMS.” I was not feeling much imposter syndrome at the time, but I remember being struck by this concept. My great-grandfather was a sharecropper in Mississippi; it hadn’t fully occurred to me that other medical students might have great-grandparents who had attended this very school ahead of them. I will be the first doctor in my family.

I had been so excited to participate in this admitted students’ weekend. Gaining admission to Harvard Medical School still felt surreal. I needed to be on the medical campus to feel like I had truly been accepted. But in late February 2020, medical schools canceled their in-person admitted students days one by one, as the COVID-19 pandemic began to ravage the country, and the world. When I received notice that Harvard’s in-person admitted students day was cancelled, I was devastated. I was struggling to choose between Harvard, Penn, and Columbia, and I was counting on the in-person events to help me discern which school felt right for me. Instead, I would have to rely on information gained during virtual events to make my final decision. As I sat in my living room watching Harvard’s virtual admitted students’ weekend on Zoom, the magic that surrounded this elite institution dissipated. It was just another school. Just another Zoom call.

But still, I had made it. Both my great-grandma and my grandma wanted to become physicians, but neither could because they didn’t have the support to navigate the process or the money to finance it. I had much more support. But finances did influence my final decision. Harvard offered me limited financial aid, while Penn and Columbia offered me generous scholarships. Choosing Harvard meant signing on to more than $300,000 in debt. And while many students accepted this deal to become affiliated with Harvard’s brand, it was a crushing burden that I could not bear. I had dreamed of attending HMS for six years, but I realized that I’d be much happier at Penn, where I’d gain an amazing education while securing a future with financial freedom.

As I made my decision, I assumed that the family legacies of students attending Harvard would be much different from those of students attending Penn. I figured there were only a few families with the generational wealth to support training multiple generations of doctors at elite institutions, and that those families would be clustered at Harvard Med. But when I matriculated at the Perelman School of Medicine at the University of Pennsylvania, I saw the same phenomenon. At a top-ten medical school like mine, it is common for more than half of the members of the class to have at least one parent who is a doctor. On a national level, one in five medical students has at least one parent who is a doctor. 1 Those who don’t have a doctor as a parent are likely to have parents in some other high-paying profession. Nationally, approximately half of all entering medical students come from families in the richest twentieth percentile of the population. This demographic has never dipped below 48 percent of the entering medical school population since 1987, but the number of entering students from the lowest quintile of household income has never been above 5.5 percent.2 This disproportionality is not the fault of the students with more privileged backgrounds. The medical school admission process and the requirements for successful completion of medical school favor applicants from wealthier backgrounds and with personal connections to physicians.3 For African American applicants, whose families have faced generational oppression leading to disproportionately lower average education levels and household incomes, the journey to medical school is more difficult due to the systemic flaws in the process required to be admitted and then eventually to complete medical school.

When the Harvard admin gave us a fifteen-minute break between Zoom sessions, I sat back in my favorite armchair and took stock of my African American friend group. While many of them had parents who had bachelor’s degrees and professional degrees, none had parents who were doctors. I guess it makes sense. Less than 2 percent of the physician population is black, so African American premedical students with parents in medicine would be few and far between. But what if an African American applicant did come from a long family lineage of doctors? Would her family’s affluence override the challenges that would come her way due to race- and gender-based bigotry? If I had had a great-grandmother who was a doctor, what would she have had to go through to gift me with such an honorable family legacy? Dr. Lena Edwards shows me what it may have been like for my imaginary great-grandma.

Lena Edwards was born on September 17, 1900. Like Dorothy Boulding, Lena was raised in an affluent family. While neither of their parents were medical doctors, their family’s money helped Lena and Dorothy jump through many of the hoops that aspiring physicians are still leaping through today. Lena’s father, Thomas W. Edwards, earned his bachelor’s degree from Howard University in 1887. Thomas was well ahead of his time. More than fifty years later, in 1940, less than 5 percent of all Americans twenty-five years or older had earned a bachelor’s degree.4 At the time Thomas earned his degree, the proportion of Americans with a bachelor’s degree was likely substantially lower. Although Thomas was among the most educated men in the US, the best job he was able to obtain was at his local post office.

Thomas may have resentfully accepted being overqualified and underpaid when he was caring just for himself and his wife. By the time Lena was born, the family had expanded to five, with three young children, and Thomas didn’t want his babies to grow up uncertain of when they would have their next meal. He strategized on how to game a system that was stacked against him. Eventually, he realized his alma mater, Howard, was the answer. An institution dedicated to giving African Americans opportunities that they were so frequently denied, Howard was crucial to providing many members of the community access to professional degrees, which facilitated their social mobility. Twenty years after Thomas graduated from college, he went back to Howard to complete a dental degree.

At this point, he couldn’t fall short on his responsibilities to his growing family. He endured countless exhausting days to strike this balance. He’d wake up early and trek to campus just in time for his first class. After many hours of lectures and labs, where he worked with dental drills and fillings, his eyes may have felt heavy. But once his classes were done, he must have spent some time studying his class material before heading to work. The moon shone high above the post office, a reminder that he should be in bed right now. After working a long shift, he would head home and sleep for a few hours, hoping to wake reenergized before he did it all over again. Finally, in 1907, when he was probably in his early forties, Thomas Edwards earned his dental degree from Howard University. A few years later, he joined the faculty at Howard University to pass on the gift of education to other African Americans.

Lena was only a little girl, but she saw how hard her dad was working to support the family and make a difference in their community. She admired his determination to give to others even at times when he was struggling himself. This is how she wanted to be when she grew up. When she spoke to him about her desire to follow in his footsteps and become a dentist, he expressed his concerns that her energetic personality might not be suited for dentistry. She took heed of his concerns and changed course slightly, fixing her eyes on medicine. Inheriting his determined spirit, Lena decided at eleven years old that she would become a physician, and that’s exactly what she became. Even when she was young, she was aware that this aspiration went against the norm. In a 1977 interview, she reflected on this: “It was rather unusual for a woman, of all a black woman, to talk about being a doctor. . . . But I made up my mind I was going to be that, and that’s what I wanted to be.”5 If her father wouldn’t let the challenges associated with being an older black man with a wife and three kids prevent him from becoming a dentist, she wouldn’t let the obstacles placed in front of her as a black woman prevent her from becoming a physician.

In addition to encouraging persistence, Lena’s father helped her cultivate a sense of commitment to the black community, which was deepened by her proximity to the influential Carter G. Woodson, PhD. At the time Woodson was establishing an organization dedicated to African American history, founding the Journal of Negro History, and establishing Negro History Week (which later blossomed into Black History Month), he was also the principal of Lena’s school, Dunbar High School in Washington, DC. While it is unclear how much they interacted, Lena remembered him well when she gave her oral history interview at seventy-seven years old.6 Dr. Woodson and Lena’s father likely influenced her college choice. After years of hard work and study, Lena was awarded the distinction of being named valedictorian of her 1918 class. Given Lena’s credentials, people expected her to go to an Ivy League college. But she didn’t want this. She wanted to attend a university that would strengthen her connection to the black community. Her father’s alma mater seemed just the place to do that.

Lena experienced the stigma around attending historically black colleges and universities (HBCUs), which many students still experience today. Many of my friends who attended HBCUs as undergraduates tell me they are still asked by white peers to justify their decisions—even classmates at top medical schools react to HBCU grads with surprise, confusion, and, sometimes, suspicion. The absurd implication is that an HBCU education is subpar, that a person who attended one could never make it as far as they might have with a degree from a predominantly white institution (PWI). Obviously, that didn’t occur in Lena’s case. She had learned from her father’s experience that she could thrive in an environment committed to black excellence. She attended Howard, instead of a PWI that held more prestige in certain spaces. When people questioned her choice, she said simply, “I’m going to stay and be educated at Howard University. I expect to devote my life to the development of my own people, and I’d rather live with them, and study with them at Howard.”7

Dr. Lena Edwards had earned both her undergraduate and medical degrees from Howard University by 1924, six years after she graduated from high school. While at Howard, she became a member of Delta Sigma Theta Sorority, the country’s second oldest historically black sorority. Following graduation, she started her internship at Howard’s Freedmen’s Hospital, joining the hospital the same year as Dr. Dorothy Ferebee. Notably, Dr. Edwards didn’t seem to face the same challenges in finding an internship program that Dr. Ferebee did. Having attended a medical school affiliated with one of the few internship programs in the country that happily welcomed black physicians, Dr. Edwards easily transitioned from medical school to internship without having to face professors or residency admissions committees that wanted to deter her from her path.

For Dr. Edwards, medical school was more than just a space where she worked hard to reach her career goals. It was also the place where she met the love of her life: Keith Madison, a classmate. How did their love blossom? Did they meet on the first day of school and feel a spark that never seemed to wane? Did they start off as friends? Maybe they first became study buddies, just trying to make it through the grueling task of learning so much material, but one day their mounting feelings for each other could no longer be held back? I don’t know. She didn’t speak about it in her interviews. But I do know that having a decent number of black students in their medical school class allowed them to find each other and grow their relationship.

For Drs. Crumpler, Chinn, Ferebee, and any other black women physicians who entered medical school in the later nineteenth and early twentieth centuries, attending a predominantly white medical school meant they would be the only black student or one of a few black students in their classes. Many of these women were in their early to mid-twenties while in medical school, which is also the time when many would most likely find a partner. If they thought they could find their partner in school, something that was commonplace for their white counterparts, they were likely disappointed by their options. Just as white medical schools limited the number of women admitted every year, the schools set a very low quota for black students. If a black woman wasn’t the only black person at her predominantly white medical school, the entering black class oftentimes looked like Dr. Chinn’s: three black men and May. Sadly, while the number of black male matriculants was higher than the number of black female matriculants in the early twentieth century, the overall graduation rate for black students was lower than that of white students, due to reduced financial support coupled with discrimination from many of their white medical professors. Whether it be black women or black men who were not able to graduate, the final graduation numbers for black students overall could be drastically lower than the number of black students who started. In Dr. Chinn’s case, she and only one black man were able to complete their studies at New York University Medical College in 1926. With such a dismal number of black students in these predominantly white medical classes, it was rare for a romantic connection to develop between two black medical students.

Social stigma and legal battles likely blocked these women from considering interracial romance. As law professor Reginald Oh argues, racial segregation in schools was also a means of regulating gender relations between the two races—limiting or completely restricting the number of black students at a predominantly white school helped prevent interracial relationships.8 The accuracy of this argument is easily seen today. Throughout my experience in higher education, I have met countless white people who said they never met a black person until they went to college. Due to historical redlining, coupled with people’s personal preferences to live in communities with those who share their experiences, many neighborhoods have a predominantly white or black population—or a population made up predominantly of recent immigrants with similar ethnicities. Schools play a key role in how children and young adults form relationships with people from different backgrounds. Of the countless people I know who have had interracial relationships, the vast majority met their partners at school. If schools were still racially segregated, there would be many fewer interracial relationships today.

The black women who attended PWIs in the 1920s were some of the first black women to enter these medical school halls. In a space that disdained the presence of both black people and women, they were especially ostracized. White men viewed black women as another threat to their dominance within medicine. This made it difficult for black women to develop positive relationships with their white male classmates. Dr. Chinn’s experience with white male colleagues who wouldn’t even acknowledge her presence in public is evidence of this.9 If these white men couldn’t even see these black women as worthy of respect, how could they view them as romantic prospects, to be loved and cherished? With the maltreatment that these black women endured from countless white men, as well as white women, it is unlikely that many of them saw white men or women as people they could imagine falling in love with. And when countless social barriers weren’t enough to prevent a romantic connection between a black woman and a white man, law did the job. From 1860, when the first black woman started medical school, to June 12, 1967, when the Loving v. Virginia Supreme Court case was decided in favor of Mildred and Richard Loving, interracial marriage was illegal in much of the United States.

For the black women who attended PWIs, this likely delayed or derailed their search for partners, which could also have prevented them from having kids. This is a perilous situation that many black women medical students find themselves in today. I know a number of black women doctors who were unable to have children as a result. Luckily for Dr. Lena Edwards, she found her husband at Howard, so she steamed ahead full force with shaping her professional and personal life in the way she wanted.

Following her internship at Howard’s Freedmen’s Hospital, Dr. Lena Edwards and Dr. Keith Madison moved to Jersey City, New Jersey, where the couple simultaneously opened a joint medical practice and started a family. Dr. Lena Edwards wanted children just as much as she wanted a career in medicine. She saw the two as intertwined: “I had an idea that so many children come from poor families, that a person who has had opportunities in education and a chance to make a decent living should have a whole lot of children, so that they could enjoy the best things in life.”10 And Dr. Lena Edwards did just that. Within a fourteen-year period, she had six children, all while maintaining her clinical practice.

She had her first child, Marie, two months after she started her medical practice. Marie followed in her parents’ footsteps and became a physician. She graduated from Weill Cornell Medical College in 1951, becoming the first African American woman to earn her medical degree from this school.11 Five months after Marie was born, Dr. Edwards became pregnant with her second child, Edward. He also became a physician after studying at Howard University College of Medicine, like his parents. Three years later, she had her third child, Genevieve, who earned bachelor’s and master’s degrees, focused on psychiatric sociology. Her fourth child, Thomas, became the chaplain of the Newman Center at Howard University. Her fifth child, John, was born in 1938 and became an aerospace engineer with NASA in Washington, DC. Her sixth child, Paul, was born in 1939 and became a high school teacher in New Jersey after earning his bachelor’s degree. The immense success of the children, who grew up before and during the civil rights era, speaks to the impact these black physician parents had in helping their children navigate the hatred-laced landmines that served to decimate the success of many other black children at the time.

While Dr. Edwards was helping her children overcome obstacles in their professional lives, she continued to face challenges of her own. In 1931, the year after she had her third child, she was appointed to the staff of the Margaret Hague Maternity Hospital in Jersey City. Over the next few years, she saw assistant attending physicians and clinical attending physicians laid off if they did not have their board qualifications, which a physician can acquire only through the completion of a residency program.

Dr. Edwards saw these layoffs as a job opportunity for herself. While she had done an internship year at Howard, she had not completed a full residency program, which involves several years of postgraduate clinical training. She submitted her residency application to the Margaret Hague Maternity Hospital in 1936. Having already worked at the hospital for five years, she was confident about her chance of being accepted; the other doctors knew her personally, and they knew she was a talented and hardworking physician. So when she received their decision on her residency application, she was shocked. Rejection. Struggling to understand, she inquired into their rationale. Decades later, she hadn’t forgotten the response from the hospital’s chief of staff. She recalled: “I was told that I had two handicaps. First, I was a woman and that was worse than being a Negro.”12

This was a punch to the gut. She had been sheltered from this level of prejudice at Howard. While the experience might have brought her down, she mirrored her father’s resilience and got right back up. She prepared her residency application for the next cycle, adding to her résumé a year of experience from the very hospital where she sought residency training. Once again, she was rejected. She had weathered repudiation of qualities central to her personhood for eight years in a row. But she refused to give up. Finally, in her ninth consecutive year of applying to Margaret Hague’s residency program, she was accepted. Dr. Lena Edwards completed the residency program and passed the qualifying exams, making her one of the first African American women to be a National Board-certified obstetrician-gynecologists in the US.13 She used these credentials to secure a position as a gynecologist in the hospital’s surgical department.

These credentials also allowed Dr. Edwards to reach for another rung of her career ladder: membership in the International College of Surgeons. As she researched the application process and those who were involved, she found out that the physician responsible for recommendations to the society didn’t believe that women should be in medicine. Exhausted from tiptoeing around other people’s prejudices, Lena was direct with this physician: “I went to him and told him I was applying, and I didn’t expect him to refuse me, unless he had some real good excuse of lack of good quality in my work. ‘So, I’m not going to wait until you blackball me, I’m telling you now—don’t blackball me.’ And I got in.”14

Throughout her career, Dr. Edwards had to fight for her right to be in medicine. She had to be her own champion and cheerleader when she was surrounded by colleagues and superiors who sought to bring her down. Her advice to those in similar situations is to “go after what you want, and you have to go at it with determination and proficiency. When you get there, you have to be the best. And this has been the secret of my success, if I have any.”15 This is a mindset that many African Americans, in the past and present, have adopted as the primary tool for success in a society where they experience countless disadvantages due to their identity. Research studies are now exhibiting a truth African Americans have known for generations: If we have the same qualifications as a white person, that white person will usually be chosen over us for the opportunity.16 The only way to combat this discrimination is to strive to be our best and, if we have the chance, work to change the system. The old adage, that black people have to work twice as hard to attain the same goals as white men, was on clear display once again.

Unfortunately, this strategy doesn’t always work out. An aspiring black woman physician living in the South in the 1920s couldn’t train at a southern PWI medical school, regardless of how talented she was or how hard she worked. Impenetrable institutional and social barriers made it impossible. Therefore, most early black women physicians trained in the Northeast. It was where opportunities for this demographic were concentrated. In Dr. Edwards’s case, determination and proficiency transformed the small window of opportunity that she was given—a low-level job at a hospital—into a door that she could push open, allowing her to achieve much more. It allowed her to have a significant impact at Margaret Hague Maternity Hospital. She reached the point of managing 360 maternity cases and performing a hundred operations in a year. A pliable environment was necessary, but not sufficient, for Dr. Edwards’s success.

While managing a high caseload, Dr. Edwards made sure her clinical practice was rooted in the humanity of medicine, an area in which many of her colleagues needed to improve substantially. Dr. Edwards recalled how the prestige of her hospital drew patients and medical students from all over the world for treatment and clinical training, respectively. There were times when international patients who spoke English as a second language struggled to communicate with their care team; many of the physicians in the practice responded to these patients with laughter. They really thought it was funny that vulnerable pregnant women in need of medical care couldn’t even express whether they were experiencing excruciating pain in their enlarged bellies, or even if pain was present, due to the language barrier. Thankfully, Dr. Edwards did not take this stance. She had studied German, French, and Spanish when she was younger, and she used those skills to help bridge the cultural gap. Just by taking the time to sit down with the women and speak to them to the best of her ability, Dr. Edwards made medicine more accessible for people right in her neighborhood.

Language can be an impervious barrier, especially in a high-stress clinical setting. Dr. Edwards’s respectful and intentional approach to such a challenge caught the attention of budding medical students who were still shaping their identities and clinical approach as future physicians. A young man that Dr. Edwards referred to as Evans was a medical student from Howard and the child of one of Dr. Edwards’s high school friends. Evans witnessed her empathy in practice and shared with her the impact that she was having on his training: “You know, you’re teaching us something about the humanity of medicine, and we’re not getting it in school.”

Flattered, but not too surprised, Dr. Edwards responded, “I know you’re not. When I went through, we got it. But now everything is rush, rush, rush . . . People forget what I was first told when I was in medical school: ‘When a patient walks into your office, watch him from the time he walks in your office to the time he walks out. Listen to everything he says. Let him sit comfortably in the office and tell you what he wants to tell you.’”17

Medicine was evolving at breakneck speed. As technology and research were advancing, some physicians were becoming more enmeshed with the science of medicine while losing sight of its art. You can’t create a formula for how to interact with each patient. They’re all different. It takes empathy and a bit of intuition to figure out how to interact with individuals. While it’s difficult to become skillful at this art, it is essential that doctors work on the skill in order to provide adequate care to their patients. Dr. Edwards realized that she might be able to help change the new culture by returning to Howard to teach at the medical school. Inspired by the prospect of helping medical students become better doctors, and feeling freed by the fact that all her children had grown up and moved out of the house, Dr. Edwards moved back to DC in 1954 to teach medical humanities as an instructor at Howard University College of Medicine.

After six years of teaching, Dr. Edwards realized that she might want to retire soon. Before ending her medical career, she wanted to participate in a Christian mission trip, which she had been dreaming of doing for years. In 1960, she finally took the leap. She resigned from her lecturer post at Howard and moved to Hereford, Texas, to join the St. Joseph’s Mission. She felt particularly compelled to join this mission because it served Mexican migrant farmworkers who played a crucial role in putting food on many Americans’ tables, and yet were “treated worse than their cattle” in American society.18 The mission sought to provide medical care for a community that had been deprived of this resource.

When Dr. Edwards joined the team at a hospital in Hereford she seemed to be the only woman on staff. It was quite unusual for a black woman to be able to attain a position at a hospital in the Jim Crow South that had previously employed only male physicians (likely white male physicians), but she was the only certified obstetrician-gynecologist within fifty miles.19 Any prejudice was easily outweighed by the dire need for her expertise. When she joined the team, the hospital was in the process of certification. It needed a qualified ob-gyn to smooth the process. Aware of the hospital’s predicament, Dr. Edwards leveraged its need when negotiating her position. She was able to acquire full privileges to practice at the hospital as an attending physician, allowing her to build a clientele list that she could use as she prepared to build a maternity clinic nearby. She was in awe once she realized how much she had accomplished. “Me. Deep in the heart of Texas. A black woman. A doctor.”20 She knew how difficult it was to gain any leadership position in the northern hospitals. The fact that she had garnered so much influence in the Jim Crow South was that much more remarkable. She had found a way to navigate the system, to leverage the power that she had and create her own opportunities.

Within two years, Dr. Edwards and her team had built a ten-bed maternity clinic. She also helped remodel an old, dilapidated clinic at a labor camp into a twenty-five-bed clinic dedicated to maternity care. Maintaining her conviction from her time at Howard to live and grow with the people she served, Dr. Edwards chose to live alongside the migrant workers on the labor camp grounds. Each morning, when the air was still crisp, but before the sun had peeked into the sky, Dr. Edwards would awaken for her house calls. She knew that the workers would be making tortillas by five in the morning, before they headed to work, so she would meet them for home visits before their breakfast had time to settle in their stomachs.

By spending so much time with the migrant workers, she had a chance to get to know them on a level deeper than their physical ailments. She got to know five young women who, although they worked as migrant workers, were truly passionate about medicine. Leveraging her leadership position at the clinic, she recruited some nurses from Saint Mary’s School in Minneapolis to teach the migrant women how to become nurses’ aides. One of the women loved the medical field so much that she studied to become a licensed vocational nurse. Still, she wanted to reach higher. She wanted to go to school to become a registered nurse, but she didn’t earn enough money at the labor camp to pay for tuition. Dr. Edwards felt that she had a responsibility to use the privilege she had been afforded to help others, so she paid this young woman’s tuition, allowing her to use her inherent talents and ambition to serve her community.

At the beginning of Dr. Edwards’s time in Hereford, the workers didn’t understand her generosity. Decades later, she still remembered the day when a young woman approached her and declared, “You know, my people can’t understand you.”

“Don’t they like me?”

“Well, yes, but they wonder what’s in it for you. That you’re doing so much for us.”21

Dr. Edwards understood their concerns. Many of the migrant workers were immigrants from Mexico. As an African American, Dr. Edwards could relate to their experience of oppression in the US. After living through so much hardship inflicted by those in power, it becomes difficult to trust the intentions of a newcomer who isn’t connected to the community. Some are charitable out of ulterior motives—there is something “in it” for them. But this wasn’t the case for Dr. Edwards. She was driven to do the work out of love for people and her passion for caring for underserved communities. With time, her pure intentions became clear to the workers. She just wanted to offer support to people from vulnerable communities. Although she was a trained obstetrician, she also practiced general medicine, to serve more of the workers. While at the labor camp, Dr. Edwards delivered some 320 babies and cared for more than 500 families.

After Dr. Edwards had been working in Texas for a few years, people started to take notice of her work. One day, her telephone rang. It was Gerri Major, associate editor of Ebony magazine, on the phone from Chicago. Since 1945, Ebony has been committed to highlighting the accomplishments of black Americans, and it is still active and influential today. The magazine believed Dr. Edwards’s story was worth spotlighting, so Major went to Texas and spent four days with Dr. Edwards, learning about the doctor’s efforts and taking photos of her working. In February 1962, Ebony published an extensive article detailing Dr. Lena Edwards’s mission work, accompanied by multiple action photos, their vivid colors bringing her work to life. The same issue highlighted an extravagant party in honor of the daughter of Nat King Cole, world-renowned singer and jazz pianist. The party boasted many prominent guests, including then president John F. Kennedy. When the president was leafing through the Ebony issue, he came across the article on Dr. Edwards.

Dr. Edwards believed it was through this article that President Kennedy became aware of her work and subsequently directed Arthur Goldberg, secretary of labor at the time and later associate justice of the Supreme Court, to contact her. Soon after the publication of the Ebony issue, Goldberg sent Dr. Edwards a letter inviting her to join the Advisory Council on Employment Security. She served on that committee, and on the National Advisory Committee for Manpower Development and Training, for seven years.22 Like her role in Texas, she used her position of power to advocate for the less fortunate. She made efforts to improve the situation of many African Americans in the US by helping them find jobs. Dr. Edwards subscribed to the old proverb: “Give a man a fish, and you feed him for a day. Teach a man to fish, and you feed him for a lifetime.”
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Dr. Edwards received numerous awards for her service, most notably the Presidential Medal of Freedom, the highest civilian award in the United States. President Kennedy nominated Dr. Lena Edwards for the award in 1963. Unfortunately, he was not able to present her with the award; President Lyndon B. Johnson did the honors. In 1964, Dr. Edwards was invited to the White House, along with all the other Presidential Medal of Freedom awardees.

Without hesitation, Dr. Edwards brought her family to the White House to receive the award with her, but she was surprised to find that none of the other awardees had done the same. Still, her family’s presence made the event even more memorable. As President Johnson walked through the crowd to greet the awardees and their guests, he stopped before Dr. Edwards’s two-year-old grandson, Little Joe. This black boy stood no more than three feet tall and had his hand in the palm of his mom’s hand. President Johnson bent down to pick the little boy up and gave him a hug. Immediately, a photographer snapped a photo. A few months later, Little Joe and his mother were surprised to receive a package from the president. When they tore off the wrapping paper, a photo of Little Joe’s smiling face as he hugged the president beamed back at them. The framed photo has been a cherished memento for the family ever since.

Imagine being the child of a mother who prevailed in the face of so much opposition. How much strength would arise inside of you after witnessing her exhibit such intractable persistence? For Marie, watching her mother’s journey through the years helped her develop her own impenetrable strength, which shielded her against the prejudice that she faced along her own journey into medicine. Marie attended Fordham University in the Bronx, New York, in the early 1940s. When she was enrolled, female students were treated like second-class citizens. She experienced more than just disdainful remarks from sexist professors at Fordham, where, as at many other male-dominated universities, prejudice was institutionalized. Female students weren’t even allowed on campus during the week; they could attend only on weekends. But Marie refused to let this mistreatment impact her. She graduated from Fordham summa cum laude and then matriculated at Weill Cornell Medical College in 1945, the same year that her mom was finally admitted into the residency program at the Margaret Hague Maternity Hospital.

While in medical school, she met Victor Metoyer Jr., an African American architectural draftsman from Omaha, Nebraska, who was stationed in New York City for World War II.23 They quickly fell in love and got married, deciding to start a family soon after. Marie gave birth to two children while in medical school. Many women would have been intimidated by the prospect of having children during such a demanding stage of their training. But Marie knew that her mother had children in the early stages of her career, so she could look to her for guidance and support.

If balancing medical school and a family weren’t difficult enough, Marie had to contend with professors who tried to tear her down. Many men were drafted into the war, leaving numerous medical school spots open. While many of the male medical school admissions officers would’ve liked to maintain the restrictions on the number of women entering a given class, their sexism was overridden by their capitalistic drive. Someone needed to pay the medical school fees. In such dire circumstances as a world war, they begrudgingly allowed women to fill that role.

Still, the professors didn’t want to let up; many openly complained about the increasing numbers of women who had been enrolling in medical schools since the start of the war. They couldn’t wait for the fighting to end so that men could dominate the medical field once more. Some of the professors even chided the women students, proclaiming that it was a waste to educate the female medical students because they would just drop out as soon as they got married and became pregnant. Marie felt targeted, but she would not fold. She persisted, like her mother. Dr. Marie Metoyer graduated in 1951 from Weill Cornell, not only as one of a handful of women in her class but as the first African American female graduate in its history.24

The newly minted Dr. Metoyer’s next steps were also influenced by her mother. Dr. Edwards had grown tired of the segmentation of medicine. Heart pain? Go to one doctor. Digestive issues? Go to another. With so many medical specialties, Dr. Edwards felt that many doctors were losing sight of the whole picture. This could cause patients with complex illnesses to bounce between multiple medical providers without the treatment they needed, because the specialized physicians weren’t seeing the ways that different symptoms were connected. This wasn’t necessarily their fault. The separation of medical specialties lends itself to the segmentation of the body in the minds of doctors and patients alike. A patient may go to their gastroenterologist, a doctor who specializes in the digestive system, to check on their gallstones. With so much focus on their gallbladder and bile duct, they may forget the recurrent bouts of itching that began the week before. But itching can be a sign that the flow of bile in the biliary tract is obstructed by gallstones, which can be life threatening.

Dr. Edwards told her daughter that “in order to be a good doctor, you have to know the whole body from the gray hairs to ingrown toenails.”25 Dr. Metoyer took her mother’s advice and practiced as a family doctor for fifteen years. She initially joined her parents to run the family medical practice in Jersey City, practicing obstetrics and gynecology alongside her mother. She moved next door to her parents and continued to grow her own family. When Dr. Edwards was at Howard University in DC, or at the labor camps in Hereford, Texas, Dr. Metoyer oversaw the business.

This was a family legacy. Marie’s grandfather inspired her mother to go into medicine. Against the will of many white men in medicine, Dr. Lena Edwards made it through, demonstrating to her children that they could defy the odds and be great, when societal norms and even laws tried to say that they could not.

Dr. Marie Metoyer continued to chart new territory like her mother. Soon after Dr. Edwards returned to Jersey City and the family practice, in 1968, Dr. Metoyer moved to Vermont, although only briefly. Caring for five children and a busy family medicine practice had become tiring. She wanted something new. And she had felt inspired by President John F. Kennedy’s words on the importance of community mental health. Dr. Metoyer completed a psychiatry residency at the University of Vermont from 1968 to 1972, then completed a fellowship in community and child psychiatry. From 1972 to 1981, she was the only psychiatrist practicing in Vermont’s Northeast Kingdom region, one of the most rural areas of the state.26

Once her children were all grown up and out of the house, Dr. Metoyer and her husband, Victor, moved to Manchester, New Hampshire. She practiced medicine there, becoming New Hampshire’s first African American female psychiatrist, until she retired at seventy. She was also one of the first African Americans to practice psychiatry in Vermont.27 In 2012, US senator Jeanne Shaheen of New Hampshire honored Dr. Metoyer for her service to the people of New Hampshire. Sadly, Dr. Marie Metoyer passed away on March 17, 2020.

Dr. Edwards began her journey as a physician due to the influence of her father, a dentist. He served as a role model, teaching her the necessary steps to be successful in the healthcare field. She passed this gift down to her children and her children’s children. Dr. Edwards was the first in her family to become a doctor; now the number of doctors in her family tree has reached twenty-nine.28 This is the legacy of a black family who had the support and resources to actually achieve their dreams. What this woman modeled was not just persistence and dedication, however; her gift was service to community—and not just her own, but communities of people who had been oppressed and marginalized, and who richly deserved support. That she was able to give so much of herself is a remarkable achievement.
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Dr. Edith Irby Jones






CHAPTER 5

FINDING FULFILLMENT IN GIVING BACK

Born on December 23, 1927, to Robert Irby, a sharecropper, and his wife, Mattie Buice Irby, Edith Irby grew up near Conway, Arkansas. To Edith, it seemed her father did well for himself. He had a Model T Ford, a buggy, a wagon, and a horse. After church on Sundays, he would take the family in his Ford to a pump where they would collect fresh water to bring home.

Edith looked up to her father, and she remembered learning one of life’s greatest lessons from him one Sunday, when she was just seven. She recounted the experience in a 2006 interview. Seated on a bench with a clear view of the front of their small church, young Edith watched as parishioners placed their tithes on a wooden table in the front of the room. Dressed in a stiff, white organdy dress with a patent-leather pocketbook at her side, she thought of the pennies she held in her purse.

As if reading her mind, Edith’s father said, “Edith, you should go up and put your money on the table.”

“No, no, Papa. I want to keep my money.”

“No. You go up and you put it on, because when you give, you get back much more than you give. So, you give that in order that you can receive more.”

Excited by the prospect of more pennies jingling in her pocketbook, Edith hurried off the bench and placed her money on the table. Then, she stood there and waited.

Eventually, Edith’s father went up to her and said, “Edith, why don’t you come back to sit down?”

She replied, “Papa, I was waiting for them to give me my money back, and more.”

Realizing her misinterpretation of his words, Edith’s father smiled as he explained, “Edith, you don’t get it back all at that time, but when you give, you do get back in multiples, but it may not come back at the same time nor from the same source that you give it.”1 This message stuck with Edith and became her philosophy in life.

After church that day, Edith’s mother and father went horseback riding. The outing was cut short when Robert was bucked from his horse. Unconscious, he was brought into the front room of their shotgun house, where someone tried to resuscitate him, blowing into his mouth and pumping his chest. This went on for some time to no avail. Robert Irby died.

Recalling that crushing day, Edith explained: “For that day, life, I would say, began. . . . That was when I grew up.”2 Edith watched as her mother wailed, recognizing how lost she must have felt. She wanted to help in some way, take on some responsibility. But the burden was far too great for a seven-year-old child who, even when she wanted to help her mother, was mourning a significant loss of her own for the first time.

On top of the grief, the crushing weight of supporting a family was stacked on Mattie Irby’s shoulders. Not only was she left with twelve-year-old Juanita, nine-year-old Robert Jr., and seven-year-old Edith, but she was also pregnant with the family’s fourth child. Mattie had an eighth-grade education and had learned only how to tend a home and raise her children. The family’s modest income suddenly vanished, and destitution rushed in to take its place.

After Robert’s death, Mattie learned that he had borrowed twenty-five dollars from the owner of the farm to make the crop for that year. Because Mattie was unable to find a job, she had no way of repaying the debt. The family was evicted, and the farmer seized all of Robert’s property as compensation for the unpaid debt. Overnight, everything had been taken: the Model T, the buggy, the family’s share of the crop, and their home.

Suddenly without a husband, a home, or a means to provide for her family, Mattie felt the new burden intensely. She desperately needed help caring for her three young children, plus a fourth growing inside her. She moved the family to Conway, Arkansas, to live with her father. He promised the emotional and financial support their little family so desperately needed, but within weeks of their arrival, he passed away of natural causes. Faced with another loss so soon after Robert’s death, Mattie could’ve been lost to her misery. The only thing that kept her afloat was an unflagging determination to care for her children. While they did suffer, the Irbys weathered the difficult times as a family, and they were closer for it. Unfortunately, the storm had not yet passed.

Only a few weeks after Mattie’s father died, a typhoid outbreak spread throughout Conway. When rose-colored spots began appearing on Juanita and Robert Jr., Mattie knew something was wrong; the devastating illness had reached the Irby home. But Mattie refused to let her older daughter and son die without a fight. With barely enough money coming in just to get by and feed the family, she didn’t have the means to pay for intensive medical care for her children. Instead, Mattie took her children’s care into her own hands, enlisting the help of her youngest, Edith. At just seven, Edith took on bedside tasks gruesome enough to make an adult queasy. She tended to bedridden Juanita and Robert Jr. in the worst throes of typhoid, all while grieving both her father and grandfather.

As Edith and her mother struggled to care for their sick family, Edith noticed a white man in a white coat making regular visits to her neighbors. He had to be a doctor. Her older siblings were in a dire condition. Why wouldn’t the doctor come to help them? Their medical condition wasn’t much different from their neighbors’. What was? Well, she knew her neighbors’ houses were bigger than hers. The kids had nicer clothes. Some of her neighbors even had cars.

Edith was young, but she wasn’t naïve. After reflecting on their divergent lifestyles, she knew that the disparity in access to healthcare had to be related to money. As the children’s health deteriorated, Mattie was able to scrape together enough money to afford a single visit by a doctor. She willingly sacrificed key essentials, like food, in an attempt to get her babies the care they needed. But this wasn’t enough.

Juanita had numerous bouts of bloody diarrhea. She was hemorrhaging in some part of her intestines. Once the family noticed this, someone ran to the doctor’s office and begged for his help. But he was busy. He had already made an appointment with one of Edith’s neighbors. Their money commanded more attention than a girl experiencing a medical emergency did.

Edith watched helplessly while her older sister’s life slipped away, and her conviction cemented as her heart broke from yet another loss of someone she loved dearly. “It was then that I vowed that my sister would not have died if she could have paid for having [the doctor] to come to see her as . . . often as he had gone to see the other children. And it was then that I resolved that I was going to be a doctor. . . . But I was gonna be a different kind of doctor. I was gonna be [the] doctor in which money wasn’t gonna make any difference with me—that I was gonna particular see that those who did not have money—those who were less fortunate—would get the kind of care that they needed—that I was gonna do it as much as I could do it, and I was gonna instill into others that they must do it, too.”3

After Mattie recovered from the deep sorrow of her loss, she began to focus on the future of her surviving children: Robert Jr. recovered from typhoid, Edith miraculously never caught the fever, and Mattie’s youngest son, Louis, was born shortly after Juanita’s death. Mattie didn’t want her children just to survive, she wanted them to thrive, and she believed the best path to a good life was through a strong education. Not convinced that Conway could provide that for her children, she moved the family to Hot Springs, Arkansas.

Although racial segregation was the norm in the South, the Irby family entered a racially integrated community in Hot Springs. They had white neighbors, and Edith quickly befriended two girls her age. They played together without issue in the neighborhood. When they went to separate schools, Edith didn’t realize that this separation was due partially to laws preventing the mixing of black and white children in southern schools. She chalked up the difference in schooling to finances: her family was still struggling, so she figured that her mother was not able to pay for the nicer school that her friends attended.

While the southern black schools, with their ragged books and underpaid teachers, rarely had the resources to set their students on promising career paths, Edith’s circumstances allowed her to sidestep this barrier. Her mother became a maid for a young couple, Dr. Ellis and his wife, who had an eighteen-month-old son. When Mattie needed to work and watch her daughter, she brought Edith to the Ellises’ house. She was only ten, and her youth caused the Ellis family to see past traditional color lines. As had been the case for May Chinn with the Tiffany family, Edith was treated like another child in the Ellis household. The family encouraged her, saying, “Stay in school. Be whatever you want to be. You can do it.”4 They also gave her access to the house library. Edith quickly developed a love for literature, devouring any book that she could put her hands on.

This intellectual drive translated to natural success in her studies. Edith’s strong academic performance in high school marked her as a child to watch in Hot Springs. She was a black girl so smart that even the shackles of the Jim Crow South could not keep her from her goals. The neighborhood families were aware of Mattie’s financial hardships, so they often stepped up to help Edith and her brothers. When Edith qualified to give speeches at various events, the clubs and the local church hosting the events raised money to buy her a proper outfit. Some people even sponsored her trips to church conferences outside of Hot Springs. It seemed like the whole community rallied around this bright young student, but strangers weren’t the only ones making sacrifices for Edith.

One Easter, Edith was chosen to give the leading speech for a Sunday school church convention, but because she didn’t have anything to wear, she was nervous she’d have to turn it down. When Edith told her mother about her predicament, Mattie went to her own closet and without so much as a second thought, pulled out her only nice dress and took down Edith’s measurements. She spent the entire night resewing the dress to fit her daughter, an act typical of the personal sacrifices Mattie would make when it meant a greater chance of success for her children. In that dress, Edith remembered, she had felt confident and beautiful while giving her speech. Of course, without anything to wear herself, Mattie was unable to attend the service to watch Edith speak. She waited to hear it all retold when Edith got home.

The unwavering support that Edith received from her mother and the broader community emboldened her to believe that neither financial nor racial constraints would impede her success. When she graduated from high school in 1944, Edith took this mindset into the next stage of her life.

Eager to continue her education, Edith applied to and was accepted at Knoxville College in Tennessee. Still poor, her family didn’t have enough money even to pay for school supplies. So, the summer before college, she left her home in Arkansas and moved in with her uncle and aunt on the South Side of Chicago, having heard that African Americans could find higher paying work in the North. She found a job as a typist and earned enough money to sustain herself over the summer, buy some school clothes, and move to Knoxville. After these expenses, Edith had just $60 to spare, not nearly enough to pay the $300 tuition at Knoxville College. Undeterred, Edith made her way back south anyway.

She arrived at Knoxville College with her registration forms and her $60. When it came time to register for classes, Edith joined a long line of students at the registrar’s office. A voice from the office called out, “Those who have everything they need, get in this line. Let’s see if we can’t move it a little faster. And those who know they need something else, stand in the other line.”

With only a fifth of tuition, Edith moved into the other line. With each step forward, the line shortened until finally Edith stood face-to-face with the registrar. “Young lady, what is it that you need?”

Holding her summer earnings in her hand, Edith said, “Tuition is $300, but I don’t have but $60.”

Bluntly, the registrar responded, “Well, I can’t help you.”

Undeterred, Edith asked, “Oh? Who can?”

“No one can help you here but the president.”

Sensing a solution to her problem, Edith replied, “Where is he? May I see him?”

After walking down the hall, Edith was introduced to the president of the college, Dr. William Lloyd Imes. She didn’t waste any time. “Dr. Imes, I’m Edith Irby. I want to enroll as a freshman, but I don’t have all of the tuition.”

Struck by her boldness, Dr. Imes asked, “How much do you have?”

“I have $60.”

Shocked, he replied, “Tuition is $300.”

Familiar with finding ways around financial constraints, Edith explained, “Yes, sir, I know. But I don’t have $300. I don’t have any place I can get $300, and I want to go to school at Knoxville College.”

Because Knoxville was, and still is, a historically black college that supports black students in difficult circumstances, Dr. Imes tried to figure out how to accommodate Edith’s situation. “Can you work?”

Seeing an opening, she said, “Sure, I can work. I can type. I can do most other things if I need to, but I need to go to college.”

“Can you take shorthand too?”

“Yes, sir.”

“Well, my secretary is sick today. Could you take a letter for me?”

Edith pounced on the opportunity, typing his letter quickly and handing it back to him.

Dr. Imes looked it over. He was so impressed that he hired Edith on the spot. “You can be my secretary’s assistant secretary. We will see that you get your tuition and your other bills paid.”5

Edith was over the moon to be pursuing her education. She immersed herself in all that college had to offer. She got involved in the student government and the debate team, became a cheerleader, and even played some basketball on the side. She also joined Delta Sigma Theta Sorority. Throughout her undergraduate years, Edith continued working as an assistant secretary in the president’s office while moonlighting at the canteen and drugstore to make extra money that she sent back home to support Mattie and Louis, her younger brother. Even with all her extracurricular involvement, Edith’s focus never wavered from her studies. Determined to obtain a good education, she triple-majored in chemistry, biology, and physics, earning a final transcript studded with As. Edith’s strong academic performance distinguished her in the eyes of her instructors. A number of her professors, including the vice president of the college, wrote recommendations in support of her entry into medical school. It was clear that Edith had the intellectual and emotional capacity needed to succeed as a doctor. Her next step after graduation was to raise money to finance her medical education.

Edith returned to Chicago and to the company where she had previously been a typist. She was promoted to manager of personnel. During the days, she worked long hours to earn money for school. In the evenings, she took a clinical psychology course at Northwestern University to strengthen her medical school application. The high cost of applying to medical school quickly depleted any funds she was able to raise. The sixty dollars she had raised four years earlier for tuition at Knoxville College was a distant memory, dwarfed by the mounting cost of applying to twelve medical schools at a cost of five to ten dollars for each submission.

Edith hadn’t let financial obstacles stand in the way of her dreams before, and she wasn’t about to start now. She recalled the mindset that she held throughout her life: “If you’re persistent—if you intend for it to happen, it will happen. I have no doubt that things that we fail in are the things that we are not persistent about enough to achieve.”6 Confident that this persistence would carry her through, she worked through one challenge at a time. The first step had been financing her medical school applications; she would worry about the cost of attendance once she got there.

After one long day of work, Edith had returned to her uncle’s home when she received an unexpected phone call.

“This is Time magazine. I called to find out if you are going to accept your place at the University of Arkansas.”

Shocked, Edith responded, “I have not been accepted yet.”

“Yes, you have been.” Eager to get the inside scoop on this historic decision, the reporter pressed: “But we want to know if you’re going to—if you’re going.”

Without a second’s hesitation, Edith declared, “Yes, I’m going.”7

Edith graduated from Knoxville College in the spring of 1948, when racial segregation still permeated the education system in the Jim Crow South. If an African American from the South wanted to earn an undergraduate or professional degree, they usually had to attend one of the historically black colleges and universities, or an integrated school in the North. Never had a black person attended a predominantly white medical school in the South. Edith’s decision to enroll at the University of Arkansas School of Medicine would make her the first.8

Before her acceptance at the University of Arkansas, she had already been accepted at the University of Chicago School of Medicine and Northwestern University Medical School. Once the news broke of her acceptance into a southern medical school, additional acceptance letters poured in. Northwestern and the University of Chicago even told her that if she went to the University of Arkansas for a few weeks and found the racial discrimination to be unbearable, she could transfer and the schools would give her a tutor to help her catch up. Despite these generous offers, Edith decided to stick with her initial decision to attend the University of Arkansas School of Medicine, which was only about an hour away from her home in Conway.

Edith had spent all the money she had earned in Chicago on her medical school applications and on the clinical psychology course at Northwestern. She didn’t have any money left to pay for medical school. Still, she pushed forward with her plans.

Edith recalled, “All I wanted to do was go to medical school. . . . I had spent my whole life getting ready to go to medical school, and now I had a chance to go to medical school. . . . I had been accepted. . . . And nothing else made any difference. . . . Segregation didn’t make any difference. Money didn’t make any difference. Absolutely nothing made any difference. I had reached the point in life that I intended to get: accepted in medical school.”9

As it had when she was in high school, Edith’s Arkansas support system rallied around her. After paying the bus fare from Chicago back to Arkansas, Edith had only five dollars to her name. Tuition at the University of Arkansas was $500. When her community heard that Edith was struggling, it rallied to support her. After church, people passed the hat. Any change they could contribute, they did. Even the white mayor pitched in his support. Lack of money was just one of many hoops that black people had to jump through to make it to medical school. Edith was the first in the community to have made it over countless other barriers, from gaining access to college to convincing professors to recommend her for medical school. She had made it so far. Though many of the community members had financial struggles themselves, they were unwilling to let finances be the blockade that stopped Edith from achieving her destiny. Unfortunately, costs continue to block many aspiring black physicians to this day. With the cost of medical school skyrocketing from $500 to $400,000, it is no longer enough to pass the hat to help a promising low-income student attend medical school. Many students are instead forced to decide between taking on the crippling burden of loans, which could plague them for decades, or give up their dreams of becoming physicians.

Edith accepted her community’s monetary contributions with immense gratitude and responsibility. “It was . . . I don’t even know the word that I could say. . . . It was hometown support, but the feeling I had for it was, ‘I have everybody behind me. I don’t have any choice but to succeed. . . . They’ve put me here. I’ve got to succeed.’ And it wasn’t a white/black issue. It was—the whites were putting in. They were putting in as much as the blacks were.”10

As Edith registered for class, she discovered that she needed $50 in addition to tuition, to pay for labs and incidentals. She had only a dollar or two left. But she remembered a friend who could help her. Edith had met Thad Williams, a graduate of Morehouse College, when both were undergraduates riding the segregated trains to and from school and home for school vacations. In the summertime, Williams worked for the Arkansas State Press, located in Little Rock, near Edith’s medical school. When Williams had found out that Edith was accepted into the University of Arkansas, he told her that if she ever needed any help she should go to Daisy and L. C. Bates, who ran the State Press. In need of the last $50 to register for school, Edith did exactly this. She stopped in the middle of the registration process and took the bus down to the State Press.

Once at the office, Edith asked the nearest person, “Is Mr. or Mrs. Bates here?”

“I’m Daisy Bates. Can I help you?”

Not shy about her situation, Edith responded, “Mrs. Bates, I need $50. I’m trying to register to—”

“What? You need $50? Why do you need $50?”

“I’m trying to register in medical school. I’m Edith Mae Irby, and I need $50 more than the money I have to register.”11

Recognizing Edith’s name, Daisy gave Edith the $50 without another word. Every Saturday after their meeting, Daisy brought Edith $25 or $30 to pay for food, clothing, transportation, and other essentials. Daisy collected this money from the black professionals who congregated on Ninth Street near the Press. She would just walk out of the office and say, “Give me $5. Give me $10. This is for Edith Irby.”12

Daisy and L. C. Bates also invited Edith into their home. Every weekend, the couple played poker, and when Edith was able to take a break from her studies she would go to play poker with them, instead of spending the weekends alone. During these games, she met many of Little Rock’s black elite. She became known as a socialite and was invited to many parties, where she was introduced to the world of advocacy. The Bateses were heavily involved in the civil rights movement, and as Edith learned and became more involved herself, she was even invited to speak at various advocacy events.

One of the more significant events she attended was hosted by the National Association for the Advancement of Colored People (NAACP), in New Orleans. She was asked to give a speech at the event, alongside Thurgood Marshall, the lawyer who would successfully argue before the US Supreme Court in the Brown v. Board of Education case as the legal counsel for the NAACP and in 1967, become the first African American associate justice of the Supreme Court.

Because black people didn’t typically ride airplanes in the 1940s, Thurgood Marshall picked up Edith from school in his black Cadillac and drove her from Little Rock to New Orleans. During the seven-hour ride, Thurgood probed Edith about her experience in medical school. First he asked about her overall well-being and academic performance. Then he broached the topic of finances.

“What do you do for money? Where is your money?”

Surprised, Edith had to consider how to answer. “I get enough.”

Not convinced, Thurgood persisted, “Well, how do you get it?”

“People send it to me. They put dollars in envelopes, and Mrs. Bates brings me some. And some people put money on a card, you know, and paste it on the card so it doesn’t juggle around it. They send me that. Maybe fifty cents at a time.”

Edith felt she was doing okay; she had a lifetime’s worth of experience stretching the spare change that came her way. She was just grateful for the goodwill. But Thurgood recognized that she was struggling. He declared, “That’s no way to live.”13 After the conference, he went back home to Harlem, New York. He lived on 409 Edgecombe Avenue, where Dr. May Chinn was also living at the time, along with multiple leaders of the Harlem Renaissance.14 Once he was home, Thurgood shared Edith’s situation with Dr. William Montague Cobb, a physician-scientist and the first African American to earn a PhD in anthropology.15 Dr. Cobb was also a civil rights activist committed to countering the negative impact racism had on communities of color. Dr. Cobb and Thurgood Marshall recognized how essential Edith’s success was to increasing opportunities for the entire black community, so they worked together to ease Edith’s journey. Eventually, they found a wealthy woman in New York who was willing to sponsor Edith’s medical education. All Edith had to do was write down all her expenses: tuition, room and board, food, transportation, clothes. The total was $3,000 each year, which is worth approximately $35,000 today. Edith thought this amount was too large of a request. But her sponsor knew that Edith was worth investing in, so she sent Edith the entire amount without hesitation.

The comfort and stability that this arrangement granted Edith was threatened when she was struck by loss yet again. During Edith’s second year of medical school, her mother, Mattie, died. As had happened when Edith lost family members when she was a child, she didn’t have the luxury to just mourn. She had to think about her younger brother, fifteen-year-old Louis, who had just lost his sole caretaker. Suddenly, this responsibility fell on Edith. Would she drop out of medical school to take care of her brother, or abandon him to the foster system so that she could continue her medical education? Thankfully, she was spared from deciding between these impossible choices when Thurgood Marshall heard of her predicament. He stepped in and raised additional funds to keep Louis in boarding school. With this financial backing, Edith was able to stay in medical school while her brother continued his education in a stable environment.

Everyone watching Edith knew that she was making history, so they did whatever they could to help her on her journey. At the time, Edith didn’t consider her role in the grand scheme of things. She was just a young person who wanted to go to medical school and become a doctor. Nothing else mattered to her. She didn’t want to think about the politics of it all. She just wanted to pursue her dream.

Though the politics weren’t important to Edith, her success was tied directly to them. She wasn’t like the white students who could become physicians based on their intellect and their connections to influential people within medicine. She wasn’t like the black students who were smart but were prevented from advancing into medicine because of racism. Edith had entered a new stratum as the first African American to attend a predominantly white medical school in the South. Unlike when Dr. Rebecca Lee Crumpler entered medical school in 1860, when Edith Irby broke the color line within the southern medical community eighty-eight years later, people thought it was an achievement worth remembering.

On Edith’s first day of medical school, Life magazine shot a photo of the groundbreaking moment: Edith Irby, the first African American medical student to break into this exclusively white space. The photo shows Edith standing in a hallway as a few of her white male classmates look in her direction. She appears totally alienated in the space, but that wasn’t the message she wanted to spread. She wanted to be just another medical student, not the token minority that everyone gawked at. Edith didn’t see herself as the poster child for victims of racial discrimination and oppression. Because she was raised in the South with amicable white neighbors, she had learned how to navigate systemic racism while creating meaningful bonds with white members of the community. Edith maintained a similar balance when she became the first and only African American medical student at the University of Arkansas in 1948.

Soon after Edith matriculated, Dr. Henry Clay Chenault, dean of the University of Arkansas School of Medicine, called her into his office to tell her some difficult news. As Edith recounted, he said to her: “They say if I let you eat in the dining room with the whites, that they’re gonna raise a stink. And I’m not going to let you eat with the help. So I’m going to give you separate quarters. You’re gonna eat in the library in a special room that’s gonna be set up for you, for you to have lunch. I hope you understand. I’ve got to stay here, and I want you to stay here.”16

Dr. Chenault believed that his position at the medical school would be jeopardized if he let Edith eat with her classmates, so he used his power to protect himself. Edith accepted her situation, feeling like she had no other option. Reflecting on this instance of racial segregation in the South, she later declared, “That’s the way it was.”17

The school’s staff felt badly for Edith. They tried to make the library a nice space for her. They covered the study desk, where she was meant to eat, with a white tablecloth, and they placed live flowers on the table each day. Once, Edith came to lunch to find a note that read, “We love you.”18

Within a few days of matriculation, some of her classmates decided to bridge the gap between Edith and themselves. Jim Crow laws said that blacks and whites couldn’t eat together in public, but Edith’s setup made for a loophole in the restrictions. The library was considered a private space, so some of her fellow students felt comfortable eating with Edith there. Outside of lunch, too, Edith’s classmates would join her in the section of the library where she was allowed to study.

The dining room and study areas weren’t the only spaces where racist restrictions impacted Edith’s access to campus amenities. She wasn’t even allowed to use the women’s bathroom. Because she was the first black student, the school didn’t have a “blacks only” women’s bathroom. The only student bathrooms on campus were for white men and white women. Again, it was Dr. Chenault who broke the news to her. “If they find out, they’re gonna use everything they can to impede our progress. So I’m gonna give you a special toilet. We’re not going to mark it, but it’s yours. The help knows not to use it.”19

What impact could this social isolation have had on her emotional well-being? Could being compelled to use areas of the school typically reserved for “the help” have made her feel more like a member of the staff than a member of the next generation of physicians?
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I can attest to how lonely medical school can be. Oftentimes, I have lectures from eight in the morning to six in the evening with few breaks. The bulk of the material is new, so the rest of the night after class is spent trying to understand what I was taught during the day. Because I’m more productive studying alone, I’m forced to decide between being around other people and being productive during my packed schedule. Beginning this training during COVID-19 has made the social experience only more challenging. Most of my classes are virtual, so I spend most of the time studying in my apartment. When exams approach, I can go days without leaving my building.

The infrequent opportunities I have had to get together with my classmates have made a huge difference in my experience. Though these days the opportunities look like socially distanced picnics in the park, instead of lunch in the school dining room, I cherish the moments that I’m able to spend with fellow students. Social time, especially with my classmates who know exactly what I’m going through, keeps me energized and helps ward off burnout, an extremely common issue within medicine.

I can’t imagine how I would react if the dean of my medical school told me that I had to eat in the library or in a “blacks only” section of the park, away from the rest of my classmates. Dr. Chenault may have been just the messenger, rather than someone who truly believed that Edith should be separated from her classmates. But for me, as someone who is still trying to find my footing within medicine, still trying to convince myself that I will become a doctor, the words and actions of the established physician leading my medical school would have defined my experience and sense of belonging. I imagine it would be nearly impossible to endure the grueling nature of medical school while also coping with a regional policy reinforced by the dean that demanded I be separated from the entirety of my class, other than the few classmates who defied the norms of the time to interact with the sole black student. Without even considering the financial and personal challenges Edith faced, her ability to complete medical school as the only student directly impacted by her school’s segregation policies was an incredible feat.

Undeterred by the racial divide, Edith developed close friendships with some of her white classmates. One of her closest friends was a woman named Mary Arthur. Though different they may have looked—Edith with her curly dark-brown hair and almond-brown skin next to Mary’s straight blond hair, blue eyes, and pale complexion—Edith felt like Mary could have been her sister. Because of their stark physical differences, the women knew to be careful when they were together, acutely aware of the social consequences of being seen spending time with someone of another race. When the women rode the bus together, they knew not to sit together. It could ignite violence from a white person intolerant of positive connection between members of the two races. Edith described the scenario of sitting together on the bus as “the worst thing we could do.”20 Aware of the signs instructing whites to sit in the front and blacks to sit in the back, they thought of a way to stay together on a technicality. They stood on the bus, instead of sitting. It didn’t matter if most of the seats were empty. They remained standing.

While they thought standing would prevent unwanted attention, people took note of the amicable conversation and laughs that they shared with each other. No one said anything to them directly. Still, rumors spread. Mary’s father was a well-known veterinarian for the state. When word got back to him that Mary was riding the bus with a black girl, something that could have brought harm to both women, he bought Mary a car. Despite the frightening truth that her friendship with Mary might provoke racist violence, Edith focused on the positive. She was glad that Mary got a car; now it was easier for them to get to school together.

No part of Edith’s life went unmonitored. She even had to be careful of how late she studied with her classmates. When she rented her own apartment, she was excited to share the space with her friends. Given the intense workload of medical school, studying became a primary way for classmates to spend time together. During the more intense weeks, they would study until one or two in the morning. Edith’s white classmates without cars were afraid to call cabs to pick them up from Edith’s home. They worried that if someone took notice of their late-night interracial gathering, things could turn violent.21

On nights when Edith was able to finish studying earlier in the evening, she spent her free hours advocating for civil rights. Around seven in the evening, she would change out of her school clothes, put on a dressier outfit, and shrug off the stress of the school day. Then she would attend rallies at schools and churches, telling people that they didn’t have to accept a life that was supposedly “separate but equal.” They didn’t have to accept the secondhand books with pages torn out of them, or with scribbles over the text, from the white children who had used the books before them and wanted to hinder the black children from learning the material. These separate resources were not equal. Edith discouraged protests, but through spreading the word, she emboldened others to speak up against racial injustice. She engaged in this advocacy work with lawyers Bob Booker, Floyd Davis, and Harold Flowers, who had all played key roles in desegregating the University of Arkansas School of Law the same year Edith started at the medical school.22 Together, the four of them were known as the Freedom Four. They went all over Arkansas advocating for the end of Jim Crow laws.

This advocacy work could have gotten Edith in trouble with the medical school because she risked being accused of inciting social unrest. While becoming a physician was her ultimate dream, she was passionate enough about ending systemic racism in the South that she put her career on the line. Edith was able to navigate the Jim Crow South relatively unscathed, but she saw many African Americans suffering because of the systemic inequities. She knew her platform as the first black medical student in the South could help make a difference. “I was young and brave and fearless and felt that I had a cause for which to be concerned, and never really feared.”23 She kept up with her studies amid this socially active schedule by studying whenever she could. She would study in the car on the way to events, and sometimes she would even study at the event, when she wasn’t busy giving a speech or talking to a community member.

As busy as she was professionally, Edith also found a way to maintain a personal life too. She met her husband, Dr. James B. Jones, during a summer break in medical school. He was the first African American to earn a PhD at the University of Washington in Seattle.24 They immediately bonded over the shared struggle of being the first person to integrate a school. James loved and supported Edith through the personal and professional challenges she faced throughout this time. They married when Edith was a second-year medical student.25

Dr. Edith Irby Jones completed her medical training, graduating from the University of Arkansas School of Medicine in 1952, two years before the Brown v. Board of Education Supreme Court decision declared racially segregated public schools to be unconstitutional. She then began a pediatrics residency at a hospital in Hot Springs, Arkansas, making her the first African American to do so. Her relationship with the dean, Dr. Chenault, had strengthened throughout her years in medical school. When he retired from the medical school and started working at a urology, obstetrics, and gynecology clinic near Edith’s hospital, she sought guidance and support from him and other physicians at the clinic. They taught her various techniques that she hadn’t learned in her residency, such as how to work on gallbladders and treat appendicitis. She also worked for them as a medical consultant on difficult cases.

During her first year of residency, Edith got pregnant. She was aware of the challenges that black women faced when they gave birth, particularly in the segregated South, so she made special arrangements to deliver her baby at the hospital where she was a resident. Receiving medical care from physicians whom she knew personally was supposed to protect her from the maltreatment that many black patients received in the Jim Crow South. But when Edith’s water broke and she was ready to give birth, she was forced to sit in the parking area outside of the hospital because the obstetric physician and his medical staff were not prepared to help Edith deliver her baby. The familiar Arkansas heat likely felt uncomfortable to Edith as her contractions grew closer together. She had learned about childbirth in her medical training, but the textbook descriptions and visual demonstrations were nothing compared to this new feeling inside her body. She needed to be admitted to the hospital as soon as possible. A cool hospital room could go a long way in easing her discomfort.

Her personal physician became agitated by the administrative difficulties at the hospital. He insisted that she go to a private hospital to give birth, even though it was for white patients only. While she was likely wary of going to an all-white hospital for medical care, her labor had progressed to a point where it was her only choice. She was carted off to the all-white hospital.

As the hours of labor passed, complications emerged. Maybe her delivery was prolonged, or her baby was in the breech position, his feet facing downward—which is dangerous in a vaginal delivery. Whatever the reason, the doctors decided it was necessary for Edith to have a C-section instead of the natural birth that she had hoped for. A C-section is a major surgery that requires postoperative care. It’s associated with serious postoperative risks, such as intense pain, wound separation, infection, and even deep vein thrombosis, which can be deadly.26 To prevent some of these negative outcomes, women are supposed to be monitored in the hospital for at least twelve hours after the procedure. The all-white hospital leaders were well aware of how important it is to watch a woman who has just undergone the surgery, but they refused to admit a black patient into one of its hospital rooms. It didn’t matter if the patient was the first black physician to train in the South, or the highest-ranking black lawyer in the country. It didn’t matter if refusing to admit the black patient could lead to their death. To allow a black patient to lie in a hospital bed in a room adjacent to a white patient’s—they would never stoop that low.

Unwilling to taint its precious hospital with racial mixing, the facility administrators sent Edith home immediately after her surgery. She hadn’t even reached the point of recovery where her husband could take her home himself. She was swooped up by an ambulance and dropped off at her house, where the only medical care she or her hours-old baby had access to was the care that she could provide herself. Her medical knowledge became useful when it was time to circumcise her son, Gary. While she was still recovering from her surgery, Edith taught her husband how to perform a circumcision. Using sterile surgical instruments from the hospital, he completed the procedure on his newborn son on the family’s kitchen table.

Dr. Irby Jones wasn’t new to the neglect of black people by the medical system. She had experienced it her whole life, though she had obviously hoped that her situation would improve once she joined the medical ranks. Sadly, this was not the case—at least not in the delivery room. Black women commonly receive worse care during child delivery, and they experience higher maternal and infant mortality rates. Even today, more than sixty years after Dr. Irby Jones’s terrifying experience as a patient in the maternity ward, black women are three times more likely to die from pregnancy-related causes than white women are.27 But if becoming a physician isn’t enough to protect a black woman when she undergoes this popular medical procedure, what is?

I am all too familiar with the challenges black women experience while giving birth. Over and over, I have read the statistics about poorer health outcomes for black mothers and their babies. The horror stories from black women in the delivery room reverberate in my mind as I try to go to sleep. It seems that all too often, medical personnel do not believe the amount of pain these women are in, causing clinicians to miss key signs that the women are experiencing serious complications. High-profile stories, like that of tennis superstar Serena Williams, send chills down my spine. If one of the world’s best-known athletes almost died after giving birth, how can I be confident that I will survive when that day comes for me?

My desire to become a physician was partially motivated by my desire to live, and to be able to protect myself, in moments when others would not, based solely on my race. If I were to have a child after my residency, I would certainly think that making plans to deliver my baby at the hospital where I worked would keep me safe. Dr. Irby Jones’s experience shows me that this may not be the case. While she gave birth in an era when racial segregation of hospitals was still common, the perpetually high rates of maternal and infant mortality in black families indicates that there is still a problem. Researchers and advocates must continue trying to elucidate and correct the factors that contribute to this health disparity. Childbirth needs to be made safer for black women around the country. Our lives depend on it.

Thankfully, the doctor who encouraged Dr. Jones to go to the all-white hospital would not tolerate this medical injustice. After seeing how the hospital treated Dr. Irby Jones, he refused to treat any of his patients there, regardless of their race. Within a week, pressure from this white physician and others led to the closing of the hospital.28

After recovering from childbirth, Dr. Irby Jones returned to work in Hot Springs, where she remained for six years. Her husband was teaching in Pine Bluff, more than sixty miles away from their home. The couple managed this long-distance commute until they had their second child, Myra. They wanted to raise their children together, so they moved to Houston, Texas. The booming city allowed Dr. James Jones to work as the associate dean of students at Texas Southern University, only ten minutes’ drive from his wife’s new residency program. Dr. Irby Jones continued her medical training at Baylor College of Medicine Affiliated Hospitals, where she became the first black woman intern, and only the second black physician, in the internal medicine program, in 1959.29

The hospital system maintained policies of racial segregation and limited Dr. Irby Jones to the lesser-resourced integrated hospital. She wasn’t allowed to work at the main hospital because it served only white patients. Unwilling to accept subpar medical training, Dr. Irby Jones completed the last three months of her residency at Freedmen’s Hospital in Washington, DC, the same hospital that trained Dr. Ferebee and Dr. Edwards.30 She rejoined her family in Houston once she completed her training.

In 1962, Dr. Irby Jones took the bold step of establishing a private practice in inner city Houston to serve people who didn’t have any other access to healthcare, using $17,000 that a local businessman loaned her to open the clinic. At the time, there were only two other black women physicians practicing in Houston: Dr. Thelma Patten Law and Dr. Catherine Roett-Reid.31 Dr. Irby Jones’s clinic helped fulfill her childhood dream of serving people regardless of their ability to pay. She upheld this mission throughout her medical career, expanding her work beyond the US through her involvement in international clinics in Haiti, Mexico, Cuba, China, the Soviet Union, and throughout Africa.

She also advocated for underserved communities through her involvement in organized medicine. In 1985, Dr. Edith Irby Jones became the first woman to serve as president of the National Medical Association, which had been founded in 1895 to support African American physicians who had been excluded from the first medical association in the US—the American Medical Association.32 (This racial exclusion persisted into the 1960s.)

During her inauguration speech for the National Medical Association, Dr. Irby Jones referenced how her family’s own limited access to healthcare had shaped her idea of the role of a physician. “We give little when we give only our material possessions. It is when we give of ourselves that we truly give—the long challenging hours with patients who can pay and those who cannot pay, the agony of sharing the hurts of families with the death of loved ones, the observations of dehumanizing effects of seeing the jobless, the crushed ambitions, and the sharing when all we have to hold on to is the ‘being within’ to inspire the young to take up our role. We have the comfort of knowing that our work is not to make a living but to make a life, not just for ourselves or a select few, but life with its fullness for all, and especially providing the access to health care, which is our special charge.”33

Dr. Edith Irby Jones’s legacy went beyond her own accomplishments. She became a role model for black girls in the South who had yet to see themselves in medicine. Her presence within the field sparked an interest in some black girls who were headed down a very different career path, providing them the guidance they needed to make their own defining mark on the medical field. One of these black girls grew up to be Dr. Joycelyn Elders, a trailblazer in her own right.
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CHAPTER 6

YOU CAN’T BE WHAT YOU CAN’T SEE

Joycelyn Elders’s early childhood was much like Edith Irby Jones’s. Born in 1933 in Schaal, Arkansas, six years after Edith, Joycelyn was the daughter of Curtis and Haller Jones, who also worked as sharecroppers. Edith and Joycelyn lived only a three-hour drive from each other. While Edith’s father’s untimely death abruptly plucked the family from sharecropping and dropped them into an unstable situation, in which they needed to seek support and shelter from extended family, Joycelyn’s family stayed firmly entrenched in sharecropping throughout her childhood. The oldest of eight children, Joycelyn juggled the demands of working in the fields while also helping her mom look after her younger siblings.

Even as a child, Joycelyn was up before sunrise to work in the field. Row by row, she would pick the fruit off the plant stem and pull vegetables out of the fertile ground. When the sun beat down on her, she produced more liquid in the sweat pouring down her face than the fruit juice contained in her ripest peaches. And the family was responsible for more than just crops. They also had to raise chickens and hogs, and milk cows to produce precious dairy products. Despite waking up so early, Joycelyn was often still working in the fields once the sun went down, trading the blistering heat for ravenous mosquitos. She started this work when she was just five years old.

At the age when kids become more adept at gross motor skills, like running and jumping, and their brains have developed enough to enable them to count to ten, instead of playing hopscotch and running around on a playground, Joycelyn used her newfound skills to contribute to her struggling family. She would likely have run to the field, plucked the fluffy white cotton from its plant and maybe counted the number of cotton pieces she’d picked, at least up to ten. Any fun that could be gained from gardening was quickly squashed by the immense workload that was necessary to make a dismal income.

Joycelyn’s family stretched their earnings as far as they could, but as she would detail in her memoir years later, the family was forced to skip meals on a regular basis. When they ran out of water while enduring the debilitating heat, they suffered from parched mouths and growling stomachs. The family lived without running water or electricity. The sun and candles were their only sources of light. The children quickly learned not to run around the house at night. One innocent misstep could set the entire home aflame. To top it off, their bathrooms were outdoor privies. Fear crept into Joycelyn’s consciousness whenever she had to use the privy because screw worms crawling around inside it were as big as baby snakes, threatening to attack if Joycelyn took a wrong step. She kept her trips to the bathroom as efficient as possible to minimize time she spent in close contact with the squirming creatures.1

The generational poverty and the demand for young black children to work in the fields, dating back to slavery, hindered Joycelyn’s parents from attaining a substantial education. No one in her family had finished high school. Haller, Joycelyn’s mother, was able to complete only eighth grade. But Haller wanted Joycelyn to have a better life than hers. She saw education as Joycelyn’s way out. Before Joycelyn started school, Haller taught her the alphabet and numbers, and even taught her how to read. She would drill this material into Joycelyn’s head, hoping the time spent preparing for school would help Joycelyn overcome the setback of growing up with limited resources.

The training paid off. Joycelyn started school, at five years old, knowing how to read and how to add. Joycelyn internalized the spirit of hard work and determination that her mother taught her. As Joycelyn progressed through school, she remained motivated, despite a suboptimal learning environment. Oftentimes, she had to study in a cramped room that she shared with her sisters. As the night wore on, she would feel chills as the cool night breeze glided in through the broken windows. Resisting the temptation to curl up under a blanket and fall asleep, Joycelyn would spend hours crouched next to a kerosene lamp studying her school material until she mastered it.2

Despite Joycelyn’s hard work, the community’s limited resources affected the quality of its education system, making it harder for children in Joycelyn’s small town to advance. Her first school was a one-room schoolhouse. The four walls threatened to suffocate the intellectual potential of its students as one teacher, Miss Brown, strove to teach students ranging from five to eighteen years of age within one space. With each age group at drastically different stages of development, chaos was inevitable. The younger kids would get bored with their assignments within a few minutes, preferring to run and play around in the classroom, just as the teenagers were beginning to focus on their own work.

There were only about twenty students in the classroom. Still, Miss Brown struggled to manage the strikingly different intellectual and developmental stages of her students. She needed to employ the help of some of her more advanced students, even though this could slow the progress that those students made in school. Joycelyn became one of her little helpers; she was even assigned to help kids who were older than she was. When the older students should’ve been reading complex sentence structures, Joycelyn was responsible for teaching them the basics. Limited educational support, coupled with the demands of field work, stunted the intellectual development of many of these children. Joycelyn was so busy trying to help the kids who were behind, it was difficult for her to stay on track, much less advance.

Things weren’t as hectic for every primary school in the 1930s. It was something that many poor black communities dealt with, while the white communities benefited from more educational support. As was commonplace for many of the schools in the Jim Crow South, Joycelyn’s primary school received resources, such as books, after the schools for white children were done with them, and many books were received ragged and worn. Hand-me-downs were the school’s only option, and the books were reused year after year. The kids cherished them because they were all that they had.

Fighting an uphill battle, Joycelyn not only had to navigate limited resources at her school; she also had to manage the competing priorities of being a child in a farming family. Many of the kids at Joycelyn’s school had this heavy burden on their shoulders. In the early spring, when it was time to plant the crops, school was put on hold. Joycelyn and the other children in farming families could only go back to school once the field work was done. She would catch up on what she had missed. And then—boom!—she was out of school again in the fall to gather the crops. Every year, this debilitating cycle. Her ability to go to school and make progress with her education was dictated by the seasons and the demands of the crops in her family’s field. This pattern continued through high school. Joycelyn was so proud when she reached milestones in the field, like being able to pick two hundred pounds of cotton a day. This increased efficiency in the field brought her one step closer to breaking through the wall that had kept her family and many of her community members at or below eighth-grade education levels.

While learning grammar and arithmetic, Joycelyn also learned the consequences of being a poor black person in America. Her family had learned how to live without electricity, running water, and indoor plumbing. They went without these things for most of Joycelyn’s childhood and adolescence. But there was one thing that was almost impossible to live without: healthcare. Without access to medical care, Joycelyn’s family survived off of home remedies. Castor oil, turpentine, and quinine. Even kerosene on sugar cubes. Whenever a family member fell ill, the house would fill with the distinct smells of medicinal concoctions whose recipes had been passed down from generation to generation.

These practices were essential to the African American community in the antebellum period, when white people didn’t allow African Americans to receive regular medical care. During this time, the African Americans who had the greatest exposure to doctors were those who were forced or tricked into becoming subjects of experiments that carried great risk and that were conducted with the goal of developing safer treatments for white patients. Even after the Emancipation Proclamation was signed, African American families were severely restricted from accessing healthcare because of policies of racial segregation at hospitals and by the complete refusal of some hospitals even to treat African American patients. Again, the African American patients who received the most medical attention were the ones who were treated as guinea pigs for experimental treatments, oftentimes without their knowledge or consent. In these conditions, many African American families were forced to rely on do-it-yourself healthcare, including ingredients and practices that would be hazardous if used incorrectly.

In a 2008 interview, Joycelyn well remembered the one time her family diverged from this mode of medical care: when her baby brother became gravely ill. His abdomen was distended, looking like a grown man’s beer belly would after the man had downed a case of Budweiser. He was experiencing a dull pain, which grew worse in tandem with his waistline. He felt nauseous and didn’t want to eat, and his forehead was burning hot to the touch. But the most concerning sign of all was that he was the only one in the family who was sick. With the common cold or food poisoning, the whole family would have become ill. This time, it was just the brother. Joycelyn remembered her mom, Haller, being filled with worry. Breaking from their norm, Haller told her husband, “Curtis, you’re gonna have to take my baby to the doctor.”3

Hastily, Curtis constructed a makeshift saddle and placed it on his mule for his son to sit on. Together, they took a miserable thirteen-mile mule ride to the nearest doctor. Each gallop the mule took sent a sharp pain through the boy’s body. Curtis and his son finally made it to the doctor’s office, but they weren’t seen immediately. There were white patients there, and they were the doctor’s top priority. It didn’t matter that some of the white patients had arrived at the doctor’s office hours after Curtis and his son. The white patients were to be seen first. Once all of the white patients had been seen, if the office was still open, the doctor would begin seeing the black patients.

So after that difficult journey to see the doctor, they waited all day to receive medical care. When the doctor got to Joycelyn’s brother, the sun was beginning to set. Upon examination of the boy, the doctor realized that the child likely had a dangerous infection in the lower right quadrant of his abdomen, but the doctor didn’t have much time to address the issue. He hurriedly sliced open the boy’s abdomen and inserted a drainage tube. Yellow-tinged creamy pus quickly drained out. This invasive procedure came with some serious health risks. If Joycelyn’s brother had been white, he would’ve been admitted into the hospital to be watched by a medical team to ensure that nothing went wrong. But the affiliated hospitals refused to treat black patients, so this sick child was sent back home. Still feeling weak and nauseous, the boy rode back home with his dad. A rubber tube protruded from his abdomen, and each galloping step from the mule sent another surge of pain through his body, and more pus spluttered out.4

The family’s prayers were answered when their baby boy slowly recovered. Looking back on this experience, Dr. Elders believed that her younger brother had had appendicitis. She believed his appendix had ruptured and caused peritonitis, an infection in his peritoneum, which is a serous membrane that lines the abdominal cavity. This kind of infection can be fatal.

In the case of a life-threatening condition like this, Joycelyn’s brother should have received much better care. But the family experienced conditions that many black families were forced to live through, especially when the only doctors they had access to were white men who upheld racist discriminatory practices. With such limited access to medical care, this was the only medical encounter Joycelyn was exposed to while she was growing up. In her opinion, her brother was “treated like a pig.”5 While this likely brought her pain and resentment, she didn’t have time to sulk over the cruel treatment that poor black families like hers had to endure. She needed to stay focused on her studies. This was the key to a better life for herself and her family.

Joycelyn was driven by having seven younger siblings who looked up to her and two parents who encouraged her pursuit of a more extensive education. With this motivation, she far outpaced her family’s educational level when she graduated from high school at age fourteen. And she didn’t just get through high school; Joycelyn excelled. She maintained a strong academic record despite her responsibilities at home, caring for her younger siblings, and at the plantation, and graduated as her high school’s valedictorian.6

Joycelyn and her family were elated. This was a huge milestone, and it set an example for her younger siblings. On her graduation day, Joycelyn was approached by a representative of Philander Smith College, a historically black college in Little Rock, Arkansas. The man revealed that since Joycelyn was the highest-ranked student in her class, she was eligible for a scholarship from the United Methodist Women that offered full tuition to Philander Smith College. The generosity changed her life. Reflecting back on that moment, Joycelyn recalled, “Well, I was thrilled to death, but I didn’t know—I didn’t know what that meant. And what I mean by that—I didn’t know you had to apply to college. I didn’t know, you know, you had to get to college. I didn’t know anything.”7 Coming from a family who didn’t have experience with higher education, and from a high school that was under-resourced (as most black schools in the Jim Crow South were), Joycelyn didn’t have the support she needed to seamlessly transition to college. Despite the tuition scholarship, Joycelyn still had financial and institutional hurdles that she had to overcome.

Because her hometown was a small community with fewer than a hundred residents, everyone heard that Joycelyn was going to college, so, just as Edith Irby’s community had for her, they did their best to help Joycelyn prepare. Her neighbors were also poor and couldn’t afford nice clothes for themselves, but they wanted Joycelyn to have these niceties when she went to school. Some families pooled their money to buy Joycelyn a handkerchief. She also received a pair of shoes with black and white trimming. Her family even spent part of the summer picking peaches to buy plaid fabric, which her aunt used to make her a colorful dress. This was all she had. Her aunts from Detroit added to this collection by sending her cast-off clothes from the families they worked for.

The recycled clothes were some of the nicest Joycelyn ever owned. As she packed her new fancy clothes into an old, dilapidated suitcase that she borrowed from her grandmother, she was filled with excitement. But she still needed to find a way to actually get to the school, which was about 150 miles from home. There was a bus that went to Little Rock, but it would cost her $3.43. A poor sharecropping family, the Elderses did not have that much in disposable income to pay for her trip, but they were determined to get Joycelyn to Little Rock. The entire family, including her younger siblings, worked overtime in the fields to raise enough money for her bus ticket. Joycelyn remembered it vividly. After spending all day picking cotton, her five-year-old brother looked up to her and asked, “Do we have enough yet?”8

His words stung her heart. She didn’t want her younger siblings working like dogs so that she could go to school. In response, she made a promise to herself. “I didn’t say anything to anybody, but I said, ‘I’ll make sure that all of my sisters and brothers that want to go to college or want to get away, I’ll find a way to help them.’ And you know, I’m rather proud of me: I did.”9

The members of this family were committed to supporting one another. While Joycelyn’s parents didn’t have the experience that would allow them to advise her on the process of getting to college, or on how to be successful there, they did what they could to help her achieve her goals. Once Joycelyn shattered the academic barrier, she served as an example for the rest of her siblings. She showed them it was possible. Because many of her siblings followed in her footsteps and went to college, this lone United Methodist Women’s scholarship essentially helped the entire family transcend extreme poverty. A single initiative that sought to support children from underserved communities helped to undo some of the harm caused by the systemic oppression that plagued this family since their ancestors were forced into slavery.

The young Joycelyn took the long bus ride by herself and arrived at Philander Smith College thrilled to start a new chapter in her life. Bags in hand, she hiked up to the admissions office to find out about her living accommodations and class schedule. The college administrators searched for her file but couldn’t find her name. Even after checking a number of locations in the office, in case her file had been misplaced, they came up empty. The admissions office reached out to administrators in other departments, but no one knew who Joycelyn was. With each failed attempt to find her file, Joycelyn felt her excitement undermined by panic. Why couldn’t they find her information?

When the admissions officers asked Joycelyn a few questions, they reached the root of the problem: Joycelyn hadn’t submitted an application to Philander Smith College. But no one told her that she had needed to! They had only offered her the scholarship and told her when to arrive at the school. The man at her high school graduation probably assumed that she understood the college application process. But Joycelyn didn’t know that she needed to apply to college. She hadn’t had to apply to high school. Why would she need to apply to college? Joycelyn didn’t have a college advisor at her high school, or insider knowledge from her family. Afraid that this simple mistake had just cost her the only shot she had at a college education, Joycelyn was filled with sorrow. In this new town, all alone and without the money to take the bus back home, this fourteen-year-old child went to a windowsill in the middle of the college hall and began sobbing.10 It seemed as though her bright future had just crumbled before her eyes.

Her solitary grieving was interrupted when the president of the college, Dr. Marquis Lafayette Harris, walked by. He was concerned, and he asked her why she was so sad. Joycelyn explained her dire situation. The sky was growing dark, and options were dwindling by the minute. Conscious of the time crunch, the president instructed Joycelyn to go to the girls dormitory while he took care of the matter. Within the day, he sorted the paperwork with the admissions office so that Joycelyn could attend Philander Smith College.

This kind of goodwill is a defining feature of historically black colleges and universities. They have sought to support children who come from difficult situations like Joycelyn’s. Although such students don’t always have the resources to produce gleaming résumés and college essays, or even know how to apply to college in the first place, HBCUs have seen their potential and helped them overcome their situations. Joycelyn’s situation was not the most extreme example of this altruism because she had a scholarship from a foundation that was affiliated with the university. Still, this general philosophy of supporting black students, even if they aren’t polished when they start at a school, is upheld by HBCUs. The practice has helped many iconic leaders, such as Oprah Winfrey and Toni Morrison, reach their potential, even though their upbringings made it more difficult for them to have successful careers.

When Joycelyn received the opportunity to attend college, her plan was to earn her bachelor’s degree and then secure a job as a salesclerk at a Dillard’s store in Nashville. This was her dream. She explained: “If I got a job working as a clerk in [a] Dillard’s store, I would’ve died and gone to heaven. [Then], at least I would get out of the hot sun.”11 Although working as a salesclerk wasn’t the highest-earning job, it offered the financial independence that sharecropping didn’t. As sharecroppers, her family was always indebted to the landowner. He could kick them off his land without warning or raise the cost to rent the land without increasing compensation for the crops that they were harvesting. Salesclerks earned significantly more money than sharecroppers did, and their quality of life was better.

As Joycelyn progressed through college, she began to consider a different route. After taking a chemistry class that she found interesting, she played with the idea of becoming a laboratory technician. Even though Joycelyn excelled in her classes, a high-ranked position in the sciences seemed out of reach, because she hadn’t been exposed to anyone like her who had been that successful. This all changed after she joined Delta Sigma Theta Sorority in the spring semester of her freshman year.

Delta Sigma Theta, the black sorority that Edith Irby Jones had joined early in her college career, was founded in 1913, five years after Alpha Kappa Alpha was established. Like Dr. Dorothy Ferebee, who had participated in community service work as a member of Alpha Kappa Alpha, Joycelyn served her community through her sorority. Delta Sigma Theta brought black women leaders to campus to speak to the student body. During her sophomore year, Joycelyn organized an event at which Edith, a medical student at the time, came to speak. Joycelyn was completely captivated when this black woman medical student, only a few years older, encouraged Joycelyn and the other attendees to strive to be the best that they could be. Joycelyn recalled the pivotal moment: “From that moment on, all I could dream about was I wanted to be just like her. . . . You see, I had never seen a doctor before I went to college; and you can’t be what you can’t see.”12

Both Edith and Joycelyn had challenging upbringings that made it unlikely that they would overcome poverty, let alone become physicians. Even though the young women were extremely intelligent and hardworking, the socioeconomic status of their families, combined with their race and gender, erected many barriers that made social mobility nearly impossible. Immense family and community support helped them to continue their success in school, and unlikely experiences fixed them on the path toward medicine. For Edith, that experience was the loss of her sister to typhoid fever, when the doctor didn’t provide as much medical care as he could have because Edith’s family was poor. For Joycelyn, it was meeting Edith. This was the first time she saw what a physician looked like, and, incredibly, that physician looked like her. The simple meeting redefined in Joycelyn’s mind the possibilities for her future.

Once Joycelyn decided that she wanted to become a physician, she had to figure out how she would pay for medical school. She couldn’t rely on her parents. They were still struggling to take care of her seven younger siblings. After thinking through her limited options, Joycelyn came up with a solution. She would join the army. Thanks to the GI Bill, Joycelyn’s service bought financial support for medical school. She joined the Women’s Army Specialist Corps, which allowed her to train as a physical therapist at the Brooke Army Medical Center at Fort Sam Houston, Texas.

It was yet another opportunity for Joycelyn to expand her horizons. The student population at her college was composed primarily of African Americans from low-income backgrounds, but her military unit was filled with white women from middle- and upper-income families. She learned how to work with them, and she gained insight from their perspectives on life. During her military service, she also had the chance to explore new cities around the country, opportunities that took her far outside her comfort zone and into exciting new territory. The experience confirmed her desire to establish a career beyond the confines of her small community. Joycelyn explained: “I was like a sponge. I absorbed everything around me, and I knew one thing absolute. I never wanted to go back to the farm.”13

In 1956, after she had served in the army for three years, Joycelyn went back to Arkansas to start medical school at the University of Arkansas College of Medicine. It was just four years after Dr. Edith Irby Jones had graduated from the school. In Joycelyn’s class, there were about a hundred medical students, including three black students and three female students. Joycelyn, as the only black woman in her class, was at the intersection of these two identities. While the University of Arkansas medical school had trained other black students since Dr. Irby Jones broke the color line, the students had all been black men. Joycelyn was the second black woman to train at the school.14

Joycelyn’s medical school experience shared many similarities with Dr. Irby Jones’s. When she encountered racism or sexism at medical school, she employed strategies similar to the ones Dr. Irby Jones had used by reframing the prejudiced behavior so that it wouldn’t weigh her down or threaten her goal of becoming a physician. Her experience growing up in the South had desensitized her to many forms of racism. She described a poignant experience that many would have found offensive but which she instead chose to brush off: “I remember my next door [neighbor]—a lady, a white lady who lived across the street from us. She would help my mom. She was wonderful. But . . . she was always talking about—even after I was Surgeon General—that I was her little n*gger girl. Well, I could’ve been offended by that, but she’d done that all of her life. . . . She really meant it being proud of me. At least that—I don’t know how she meant it. That’s how I accepted it, that she was really very proud of me. I was always so grateful how much she, you know, with eight babies and all that—how much she had helped my mother, you know, when she would have her babies. . . . So, the fact that she called me her little n*gger girl never, never bothered me, because I thought about the good things that she’d done for my mother in the past.”15

Joycelyn grew up around people who made boldly racist comments toward her, even as they claimed to care about her. But this contradictory behavior was not unusual. People like Joycelyn’s white neighbor were products of a larger social structure that was deeply embedded with racist and sexist attitudes. These attitudes influenced the rules at her medical school. As with Edith, the three black students in Joycelyn’s medical class were not allowed to eat in the dining room that was designated for medical students because the white students ate there. Joycelyn and the other two black students had to eat where the janitors and cooks ate. But when she reflected on her time in medical school, Joycelyn didn’t categorize this as racism. It was just life. When someone grows up in a hate-filled environment, where racism is literally codified in law, how can they distinguish between “normal” acceptable behavior and problematic behavior that they might want to speak out against?

Even when Joycelyn did identify someone as racist, she had to decide how she would respond. She would have been completely justified in feeling hurt and upset by these experiences. But when someone is constantly bombarded with racist encounters, the pain of responding to those situations can be exhausting. By the time Joycelyn made it to medical school, she had to figure out how to navigate being a black woman and being a medical student. Medical school can be emotionally draining all by itself. If a black woman medical student lets every hateful comment affect her, she might not make it through her training. Joycelyn was not willing to let other people’s prejudice prevent her from accomplishing her goal. She kept her blinders on, deflecting any negativity, as she continued to plow forward toward her destiny.

In her final years of medical school, Joycelyn met her future husband, Oliver Elders. He was the basketball coach at Horace Mann High School, the only black high school in Little Rock, and Joycelyn was assigned to perform medical examinations on the players.16 When Joycelyn first showed up at basketball practice, Oliver thought she was lost and needed to be directed to a different part of the school. When Joycelyn explained that she was the doctor sent to examine his players, Oliver was shocked. Forty years later, he recalled how he felt in that moment: “Well, my mouth was open, and I couldn’t close it, because up till then I had literally never heard of a lady doctor. I thought that doctors were males.”17

This misconception about who could be a doctor was likely pervasive in many parts of the US, even in the second half of the twentieth century. Some people would resist the idea that women doctors existed, but Oliver quickly accepted this reality, and his surprise suddenly transformed into intrigue. He gave Joycelyn a season pass to the team’s games as a thank-you for completing their medical exams, then he asked her on a date. Their romance quickly blossomed. One day, Oliver was driving Joycelyn to Minnesota for a residency interview; two months later, they were married. Four months after that, in June 1960, Dr. Joycelyn Elders graduated from the University of Arkansas School of Medicine.

Once Joycelyn was married, she began the juggling act that most women struggle with when they want both a family and a career. She initially sought a spot at the University of Minnesota, which was known to have a great pediatric residency program, and she wanted to become a pediatric surgeon. Numerous mentors had encouraged her to continue her clinical training there, confident that it would boost her career. As she went through the residency application process, she grew increasingly excited about the prospect of moving to Minnesota. So when she received her acceptance from Minnesota’s pediatric program, she should’ve been elated. Instead, she worried about how her career advancement could negatively impact her marriage.

Oliver planned to keep his coaching job in Arkansas, so if Joycelyn accepted the internship spot in Minnesota, they would have to spend at least a year separated by almost nine hundred miles. It was an extremely hard decision for Joycelyn because she and Oliver didn’t want to be separated from each other, especially when they were still newlyweds. She ended up accepting the internship because they both agreed it would be best for the family. But she admitted thinking, “If I had known I was going to fall in love with someone whose career was in Arkansas, I most likely never would have even thought about Minnesota.”18

Traditionally, when both partners in a heteronormative relationship have careers, the burden usually falls on the woman to make professional sacrifices to protect the relationship, while the man is allowed to do what’s best for his career. The argument that some men make is that they are the primary breadwinners in their homes, so a good job move for them is also good for their families. Because Dr. Elders was the primary breadwinner in her household, she felt comfortable accepting the internship position in Minnesota based on this logic. But she didn’t keep this mentality for long.

Dr. Elders was a great intern in Minnesota, so much so that the school offered her a spot in its competitive residency program. This would allow her to pursue her dream of becoming a pediatric surgeon, but it would mean spending five to six years in Minnesota. Dr. Elders believed that her husband would’ve moved to Minnesota if she had pushed the issue, but she didn’t push it. Oliver was on track to becoming a great basketball coach in Arkansas, and she didn’t want to take that from him. While he could’ve had a successful coaching career in Minnesota too, Dr. Elders thought asking him to move “wouldn’t have just been senseless and unfair; it would have been cruel.”19 So she put the advancement of her husband’s career over her own. She turned down the offer at the University of Minnesota and let go of her aspirations of becoming a pediatric surgeon. Instead, she completed a pediatric residency at the University of Arkansas. Because the school didn’t have a pediatric surgery program, she instead trained to become a pediatric endocrinologist.

While Joycelyn showed her support for her husband’s career by making this sacrifice, Oliver displayed his devotion to Joycelyn and her career pursuits by being her rock during the more treacherous seasons of her career journey, such as during her postgraduate clinical training. The pediatric program at the University of Arkansas required its residents to work insane hours, a practice that is slowly changing. Dr. Elders would regularly have to work thirty-six hours straight at the hospital, staying at the hospital every third night. And when she was allowed to go home, she was usually on call. This meant that if an emergency came up while she was home, she was expected to go back to the hospital and stay there until the matter was resolved, even though those nights were meant to be her rest nights.20 Dr. Elders faced intense stress and sleep deprivation as she went through the process, so Oliver supported her by going to the hospital every time she was set to spend the night there. Whether it was a twenty-minute conversation or a quick meal, the quality time with her husband helped Dr. Elders decompress and regain her energy so that she could provide quality care for her next patients.

Oliver’s support was Dr. Elders’s lifeline when she struggled to cope with some of the more difficult cases. That of a thirteen-year-old girl, whom she called Mary (which may be an alias to preserve the patient’s privacy), is one that she would never forget. Mary presented with bulging eyes and a large goiter on her neck, which is indicative of thyroid enlargement. This clinical presentation made the medical team think that she might be suffering from hyperthyroidism. In addition to these symptoms, Mary suffered from high blood pressure, severe nervousness, bed-wetting, weight loss, and poor school performance. After the team of physicians confirmed that Mary had hyperthyroidism, they kept her in the hospital for two weeks to treat her illness.

Dr. Elders and Mary developed a friendship during her stay. When the team thought Mary was stable enough to be discharged, Dr. Elders excitedly went to go tell her the news. From experience, Dr. Elders knew that most children were elated to go home. But this wasn’t the case with Mary. She started sobbing and confessed that she didn’t want to go home. Dr. Elders became concerned and asked Mary why she felt this way. While Mary was hesitant to tell Dr. Elders what was wrong, she eventually confided in her: “Saturday nights my Daddy and my brother and my uncles use me. . . . They use me and my sister. Saturdays is when they get drunk. They take me and my sister out back and they get on us.”21

Distraught over this heart-wrenching revelation, Dr. Elders rushed to the hospital’s social worker for advice. She wanted to report this sexual abuse to the police, but she was advised against it. (This was about five years before Arkansas changed its laws to require doctors to report suspected child abuse. Until the legislation, most doctors didn’t report suspected abuse. If they did, the families could sue them, and the doctors could face legal repercussions.) All Dr. Elders could do was talk to a family member deemed safe to speak with and see if the person would take action. Dr. Elders brought up her concerns to Mary’s mother, but the mother brushed off what was happening to her daughters, claiming, “Some of them liked to go out and drink a little home brew on Saturdays and have a little fun. But they weren’t doing anything where someone could get hurt.”22 To Dr. Elders, this response corroborated Mary’s account, but indicated that the mother didn’t want to do anything to help her daughters. So Dr. Elders was forced to send Mary back into that abusive home environment.

Dr. Elders was able to see Mary only two more times for follow-up visits. During her last visit, she found out that Mary was pregnant by one of the men who raped her. In that part of the country in the 1960s, if a teenage girl got pregnant and wasn’t married, her “life was considered ruined.”23 It didn’t matter that Mary was a victim and that what had happened occurred without her consent—she would be blamed and punished by society. And she would have to have the baby because abortion was not an option. At that time, abortion was illegal in Arkansas, regardless of the reason. It didn’t matter that this child was raped or that the conception came about through incest. The thirteen-year-old girl would have to figure out a way to support herself and the child. Over her multiple decades in pediatrics, Dr. Elders saw many children in horrifying situations like this one. These experiences shaped her views on how medical and educational institutions should care for children, driving her farther away from the conservative views that were more prevalent in the South.

Once Joycelyn adjusted to the demands of her residency program, she and Oliver began to grow their family. They had their first child, Eric, when Joycelyn was in her second year of residency. She continued seeing patients throughout her pregnancy, even on a day when she was in active labor, but she happily took her six weeks of maternity leave once her son was born. After completing her residency, Dr. Elders started a three-year research fellowship and junior faculty position. During this time, she had her second child, Kevin. Dr. Elders found it challenging caring for two babies during the early stages of her career, but as her sons grew older and she became more settled in her academic positions, things got easier. She settled into her work routine and remained determined to help children and educate a new generation of doctors.

In 1986, after more than twenty-five years as a physician, Dr. Elders received a surprise call from the governor of Arkansas, Bill Clinton. He asked if she would consider being the director of the Arkansas Department of Health. She was hesitant to agree because she was very happy with her job. She was a practicing pediatric endocrinologist who also conducted clinical research in pediatrics and taught medical students at the University of Arkansas. It was the career she had dreamed about since she had first met Dr. Edith Irby Jones. She didn’t want to leave her job. Because she respected Governor Clinton, she told him she would consider his offer if he met several conditions, including the ability to retain her position at the medical center and a 10 percent raise.

She thought these requirements would be too difficult for him to meet, so she forgot about his offer and was content to continue working in her position at the University of Arkansas. Two or three weeks later, Governor Clinton called her in the middle of the night to tell her that he would agree to her terms. He asked if she would accept his offer. Flustered and still half asleep, she began her response saying that she liked to keep her word. He took that as an acceptance of the position and hung up the phone before she could come up with a reason why she couldn’t take the position. After talking it over with her mother and some trusted colleagues, Dr. Elders became convinced that she could continue to make an impact in areas that she cared about, such as adolescent health and teenage pregnancy, if she led the state health department.

When she began her work as director, Arkansas had the second-highest rate of teenage pregnancy in the country, high rates of AIDS, low levels of education, and high levels of poverty.24 During her first year at the department, she visited different counties in the state to better understand the problems. When she visited Governor Clinton’s hometown, Hope, where she spoke to a group of high school boys, she was shocked by their misconceptions around safe sex and family planning. They thought that they couldn’t get a girl pregnant if they had sex while standing up. They also thought that condoms would tighten around their penis and, if they used condoms too much, their penises would rot off.25 Due to these pervasive myths, many kids were having unprotected sex, making them susceptible to unwanted pregnancies and sexually transmitted infections. Meeting the locals there, as well as in many other counties, convinced her that she needed to make strong efforts to address these issues.

Dr. Elders tells a story of a time, only three weeks into her job as director, when her unique methods of effecting change caused a stir. She was meeting with Clinton and several other leaders of the governor’s administration to discuss youth and families. When Dr. Elders was asked what the health department was going to do to help this population, she said that they were going to work to prevent teenage pregnancies.

Immediately, the media pounced: “Well, Dr. Elders, how do you plan to do that?”

She came up with a quick response. “We’re gonna have a health education . . . in schools and teach, you know, comprehensive health education in schools and . . . school-based clinics.”

Struck by the idea of comprehensive health education for kids, the reporter prompted, “Are you going to have condoms at school?”

Confident in her stance, Dr. Elders replied, “Well, we aren’t going to put them on their lunch plate, but yes.”26

This response caused a sudden flurry among the reporters. As they turned to see how Clinton reacted, his face turned beet red. While Clinton’s response wasn’t as blunt as hers, Dr. Elders felt that it still conveyed support for what she was saying. It was all the approval she needed to keep working to address the problems in Arkansas, despite what the media had to say about her. Throughout her six-year tenure, she and the rest of the department worked tirelessly to help their community. By the time Dr. Elders finished her tenure, she had helped reduce the teen-pregnancy rate through sex education in schools and the increased availability of birth control. She established programs to reduce both violence against women and child abuse. She raised the state’s childhood immunization rate from 34 percent to 60 percent. And she made various other improvements in the health conditions of Arkansas residents.27

Shortly after Clinton was elected president of the United States, in 1992, he invited Dr. Elders to the governor’s mansion. There, he asked if she would be his surgeon general, so that she could have the same impact in Washington that she had had in Arkansas. Again, she was reluctant. She loved her job as director of the Arkansas Department of Health. But after spending some time reflecting on the president-elect’s offer, she happily accepted the position. She became the first African American, and the second woman, to be appointed surgeon general of the United States of America.

Working as director of the Arkansas Department of Health had pushed Dr. Elders outside of her comfort zone, and so did her work as surgeon general, but she quickly grew to love it. The position allowed her to have a positive impact on the whole nation. She sought to address such issues as teenage pregnancy and access to healthcare, and the HIV/AIDS epidemic. She wanted to help the entire nation, but she also recognized that such issues disproportionately affected the African American community. At the state health department, she led various health initiatives, but her position as surgeon general was more about using her platform to share the White House’s stance on various health issues, with the goal of influencing policy in the administration’s favor. Throughout her time in the role, Dr. Elders gave on average twenty speeches per month around the country.28

Having so much exposure gave Dr. Elders ample opportunity to comment on controversial topics, which could land her in newspaper headlines. She was a passionate physician at heart, not a politician. She didn’t worry about determining the most diplomatic way to discuss issues like sex education and HIV/AIDS prevention; she just said what she thought and felt. Sometimes she said brash things, like, “We’ve taught teenagers what to do in the front seat of cars, now we have to teach them what to do in the back.”29 She meant, of course, that we’ve spent a lot of time teaching teenagers how to drive safely, but it’s just as important that we teach them about safe sex, to prevent unwanted pregnancies or sexually transmitted infections like HIV/AIDS. Her language was memorable, if not delicate.

Sometimes her comments were taken out of context. For instance, she spoke at a United Nations conference that was focused on the AIDS epidemic and the need to fight the taboo of talking about sex. During one session, a psychiatrist spoke about the prospect of masturbation as a safer form of sexual release that could possibly reduce the rate of HIV/AIDS. When he asked Dr. Elders if there should be more discussion around and promotion of masturbation, she said that masturbation “is part of human sexuality, and it’s a part of something that perhaps should be taught. But we’ve not even taught our children the very basics. And I feel that we have tried ignorance for a very long time and it’s time we try education.”30 Following this conversation, she was accused of encouraging the teaching of masturbation in schools. Eventually, controversy around Dr. Elders’s liberal views built up so much that she was considered a liability to the Clinton administration. On December 9, 1994, Dr. Elders was asked to resign, after fifteen months as surgeon general.

While she was disappointed that her time in Washington ended the way it had, she didn’t regret standing up for what she believed. So many people in the country were struggling because they weren’t receiving proper medical education or resources, and Dr. Elders saw it as her job to stand boldly for those people, rather than worry about how to navigate the maze of political niceties. After she resigned, she returned to her job as a pediatric endocrinologist at the University of Arkansas and continued her advocacy work. Even today, in her late eighties, she still gives talks around the country, inspiring many.

Dr. Joycelyn Elders’s journey in medicine began with an encounter with a successful black woman in medicine. Seeing Dr. Edith Irby Jones was like being shown a magical mirror; she saw that it was possible for someone like her to achieve great things, to contribute to her community and even her country. Now, Dr. Joycelyn Elders serves as that mirror holder for young black women like me.

Only a month into my first year of medical school, I had the honor of virtually streaming into a panel discussion about health disparities that have been made glaringly obvious with the COVID-19 pandemic. All the panelists were former surgeons general. There, Dr. Joycelyn Elders sat among other trailblazing surgeons general, such as Dr. David Satcher and Dr. Antonia Novello. Seeing Dr. Elders in that position suddenly expanded the future I could envision for myself.

Will I become a surgeon general or hold another position that allows me to make a significant impact on my national and even global community? Maybe so. My ambitions don’t have to be curtailed because I’m African American and a woman. I will dream big and hope that the social and structural barriers that make it hard for people like me to succeed will not prevent me from reaching my potential. When Dr. Elders reflected on how much meeting Dr. Irby Jones impacted her career path, she declared, “You can’t be what you can’t see.”31 Thankfully, I have role models like them to show me that so much is possible for a black woman in medicine.
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Dr. Marilyn Hughes Gaston






CHAPTER 7

HEALTHCARE IS A HUMAN RIGHT

Marilyn Hughes Gaston was born in 1939, six years after Joycelyn Elders, in Cincinnati, Ohio. Like many other African American women in this lineage, Marilyn came from humble beginnings. The family lived cramped together in an apartment in the projects, with three dilapidated rooms.1 This was where Dorothy Hughes, Marilyn’s mother, went into labor without another soul in sight. Neither the doctor nor her husband and the rest of her family were able to get to her in time, so Dorothy went through the process alone and somehow delivered a healthy baby without any complications. This was how Marilyn entered the world, without access to medical care.

The family continued to struggle with finances, and thus a lack of healthcare, throughout Marilyn’s childhood. Unable to afford insurance, they had a minuscule fund for doctors’ visits. Dorothy prioritized the care of her children and her husband, Myron Hughes, over her own. Eventually, this caught up with her. On an arid day, when the family was together in their living room, Dorothy just fainted. Marilyn’s shock from seeing her mother fall lifelessly to the ground seared this episode into her memory. Forced to finally take Dorothy in to see a doctor, the family learned that she suffered from anemia, a low red blood cell count, due to a worsening cervical cancer. Her brain hadn’t received enough oxygen due to the low red blood cell and hemoglobin counts, causing her to faint.

While Marilyn was only a child, she understood that her mom, Dorothy, had become extremely sick because she couldn’t afford to see a doctor. It was at this point, when Marilyn was almost ten years old, that she decided to become a doctor. But not just any doctor. Like Dr. Ferebee, Dr. Edwards, and Dr. Irby Jones, Marilyn would dedicate her career to serving poor, uninsured, underserved people. She wanted to do anything she could to prevent what happened to her mom from happening to someone else.

By the time Marilyn reached high school, she was already exhibiting her impressive intellectual capabilities. Although the family was still poor, Marilyn was able to gain access to a prestigious college prep school through her strong performance on its admission test. Given the resources at this school, Marilyn figured that if she told her counselors about her medical aspirations, they would help her reach her goal. Instead, they tried to dissuade her from pursuing a career in medicine. In a 2011 interview, Marilyn still remembered their disparaging words: “Well, you’re a Negro . . . and Negros don’t get into medical school. . . . Second, you’re a woman, and there are very few women in medicine at this time. Third, you are poor. You can’t afford it.”2 While it is true that wealthy white men did predominate in medicine during this time, comments like this served only to worsen this demographic discrepancy. While activism and legislation in the 1950s was moving toward a more inclusive education system, Marilyn’s experience shows that a black girl could attend a well-resourced racially integrated school and still receive less educational support due to her identities.

If these counselors had been Marilyn’s only support, she likely would’ve abandoned her lofty career aspirations. Thankfully, like Drs. Ferebee, Irby Jones, and Elders before her, she wasn’t alone. Marilyn’s immediate and extended family supported her goals. Even though they came from difficult circumstances, they were fighters. As Marilyn put it, she was raised by “some fierce black women” and a father who wanted the best for his children.3 Her parents were activists in their community before the civil rights movement. Marilyn even remembers her godmother becoming president of a local chapter of the NAACP.4 Marilyn’s family’s advocacy work against injustice within the community planted the seed of resilience within her. They taught her that she had to believe her dreams were possible regardless of what other people said. This was her compass. It helped her to remain confident in her abilities, even as she navigated a sea of detractors and academic advisors who didn’t offer adequate support.

Marilyn stayed local for the early stages of her training. She studied zoology at Miami University in Ohio before studying medicine at the University of Cincinnati College of Medicine, graduating in 1960 and 1964, respectively. When Marilyn started medical school, she was immediately confronted with the realities of systemic oppression. The makeup of her medical class, upon entering in 1960, mirrored that of May Chinn’s 1922 medical class on entering medical school: there were only five other women in the class of about a hundred students, and only three African Americans out of the four hundred students who made up the student body.5

These skewed demographics had a profound impact on her experiences in medical school. Imagine being in Marilyn’s shoes. You decide to pursue a highly regarded career path. After long hours of studying and countless tests, you make it to the final stage of training necessary to make your dream come true. To your surprise, none of the other trainees or professionals look like you. As you try to learn their ways, naturally you feel like an outsider. You might even question why you’re there. Do you hold a legitimate place in this community? Even if your skills are on par with those of your fellow trainees, your identities draw you apart. This feeling of not belonging, despite earning one’s spot, is the experience of many underrepresented minorities within medicine. It’s often labeled “imposter syndrome.” It’s a debilitating feeling that Marilyn likely wrestled with as well.

But she didn’t have the luxury of focusing on any doubts in her mind. She had to worry about the taunts from her colleagues. Many of her white male classmates felt compelled to tease the few female medical students on a regular basis. The men teased the women while the women practiced their clinical skills, and they questioned the women’s credibility during discussions of cases. Those were the typical kinds of jokes that the white women experienced. But the men chose a more sinister tone for Marilyn. To them, she wasn’t just intellectually incapable of being their medical colleague; she was their sexual plaything. Even when Marilyn was in her seventies, the episodes of sexual harassment reverberated loudly in her mind. “They always teased me in a sexual way. . . . They would ask me questions like ‘What do virgins eat for breakfast?’ And if you said, ‘I don’t know,’ then you were saying you weren’t a virgin and then they would say, ‘Well, let’s get together.’”6 While Marilyn might’ve felt compelled to report the sexual harassment by these white men, the only people she could go to were older white men. Would they side with her, a black woman, or with another white man? She wasn’t going to risk her position in medical school to find out.

Decades later, there are still reports of women from all ethnic backgrounds who experience sexual harassment during their medical training yet never receive justice. The women have to find ways of coping with these painful experiences while maintaining the strength needed to succeed in medicine. Marilyn did just that: she tried to avoid or ignore the inappropriate jabs from her classmates and remain focused on her professional goals. When she reflected on that time, she wished she had had mentors who looked like her, who could have helped her navigate this difficult journey.7 But there were only approximately ten black women and a hundred black men graduating from medical schools throughout the US in the ten years leading up to her own medical school graduation, and even fewer had been entering the field before then.8 With such dismal numbers, Marilyn couldn’t find a mentor who could relate to her struggles and help her navigate this ever-winding path.

After earning her medical degree, Dr. Marilyn Gaston (she had married by then) left Ohio briefly to complete her pediatric internship year at Philadelphia General Hospital. She strategically chose the hospital because it shared many of her values. As the first government-sponsored hospital in America dedicated to caring for the poor, it was a charity hospital that treated the sick and mentally ill while also providing housing and food for the homeless.9

On a chilly night, Dr. Gaston walked the halls of her new hospital. Although medical school had trained her for this next stage in her career, she was terrified. As a new doctor, she had learned much about the science behind disease, but she had precious little experience actually caring for patients. During that night, in the emergency room, Dr. Gaston strode briskly toward the room of her next patient. Abruptly, she came to a halt, struck by the piercing screams of a child on the other side of the door. She braced herself, then walked into the room. She was met by the sight of a baby boy with deep cocoa-brown skin. He was flailing incessantly. Then she saw it: his hand was red and swollen, as if someone had slammed it against a door. Alarms immediately sounded in Dr. Gaston’s head.10 This child was only six months old. He couldn’t have injured himself. Who had hurt this baby?

Dr. Gaston hurriedly ordered tests, including an X-ray to confirm her suspicion of child abuse, and conducted a thorough physical exam. She was determined to protect this little boy. Whatever was needed, she did it. In the midst of this exhaustive workup, Dr. Gaston couldn’t hold back her anger. She confronted the mother. “Something happened to this child. Who did this? Do you know who did this? How did this happen?”

Distressed, the mother quickly responded, “I don’t know how it happened. It just happened! It just appeared!”

Unconvinced, Dr. Gaston resolved to admit the child to the hospital so that he could stay there until the abuser was revealed. She wanted to protect her patient from further abuse at home, even though she knew that admitting him with the suspicion of abuse could have serious repercussions for the family. Before Dr. Gaston could finalize this decision, her senior resident intervened. “Now, I hear you’re admitting this baby,” he said. He completed a thorough physical exam of the patient’s hand and shook his head. “Marilyn, go look at a blood smear.”11

Confused and embarrassed, Dr. Gaston ordered blood work on the child in order to analyze a blood smear. As she looked at the sample under the microscope, her heart stopped. Checkered among many normal-shaped red blood cells were multiple red blood cells with crescent moon shapes. They were sickled. Her face flushed with regret when she remembered accusing the poor mother of allowing her child to be abused. This baby wasn’t a victim of abuse; he was suffering from sickle cell disease.

She hadn’t learned much about sickle cell disease in medical school. Undoubtedly, the disease wasn’t emphasized in school because sickle cell disease disproportionately affects people of African descent. There also wasn’t a strong understanding of the biological mechanisms of sickle cell disease at the time, which may have further discouraged the school from including it in its curriculum. Regardless of the reasons, Dr. Gaston vowed to never make that mistake again. She knew the impact she had on her patients, and she recognized that her line of questioning and medical workup would likely become a traumatizing memory for the mother for years to come. Mistakenly admitting the child under suspicion of abuse could’ve broken up the family once social services got involved. Surely, she apologized profusely to the mother. But that wasn’t enough. She vowed to dedicate her academic career to learning more about sickle cell disease. She hoped that through these efforts, sickle cell disease would never be mistaken for child abuse again.

Following her internship year, Dr. Gaston returned to Ohio, where she completed the rest of her pediatric residency at Cincinnati Children’s Hospital Medical Center. When she was ready to enter the job market in the late 1960s, the landscape had changed dramatically from that of her predecessors. Dr. Gaston was in high demand. She was one of about fifteen black females, along with approximately a hundred black males, who graduated from an American medical school in 1964.12 Thus, there were about 115 black physicians around the country looking for jobs at the same time as Dr. Gaston, following their residency training. In Cincinnati, only one African American pediatrician was already in practice. So, when Dr. Gaston began looking for job openings in Cincinnati, this African American female pediatrician sought to have Dr. Gaston join her private practice in order to have a greater impact in the black community. White physicians also sought to hire Dr. Gaston, seeing her as a shimmering token that would make their practice look more diverse and, thus, attract more patients.

The white practitioners’ drive to hire black physicians reflected an immense cultural shift in America that began in the second half of the twentieth century. The civil rights movement had gained momentum in the 1950s. Second-wave feminism picked up steam just a decade later. Social pressure from these movements led to structural changes meant to address the intense race- and gender-based discrimination that had existed in the country for centuries. Passage of the landmark Civil Rights Act of 1964 and implementation of affirmative action policies gave women and black Americans access to educational and professional opportunities that they had been deprived of. Rejecting a medical school applicant or residency program applicant based on race or gender was no longer openly encouraged. While discrimination on those grounds persisted, it was oftentimes disguised as something else.

The movements and the legislation were meant to spur on gender and racial inclusivity in American society, but white men met this social pressure with the development of tokenism—a symbolic effort toward inclusion—rather than with actual inclusion. This tokenism particularly impacted the black community, allowing for the advancement of a few, while postponing, or even preventing, the advancement of the greater black community. The issue was discussed by many civil rights activists, including Malcolm X and Martin Luther King Jr.

In an interview with Louis Lomax in 1963, Malcolm X argued that, “in spite of all the dogs, and fire hoses, and club-swinging policemen,” black people hadn’t made any real gains. “All you have gotten is tokenism—one or two Negroes in a job or at a lunch counter so the rest of you will be quiet.”13 These inadequate changes were made, and then highly publicized, to quell the unrest in the black community that was amplified by the civil rights movement.

Martin Luther King Jr. echoed Malcolm X’s discontent with tokenism in his book Why We Can’t Wait, published in 1964. Dr. King explained that tokenism had been employed in the previous decade “to replace the old methods for thwarting the Negroes’ dreams and aspirations.”14 Multiple large public schools in the South would allow a few black children to attend their schools, escorted by the US marshals to protect them from violent white townspeople. These few black students sprinkled among hundreds of white students were enough for the schools to declare themselves integrated. A major company would hire a single black employee and tout itself as being diverse. Dr. King argued that the limited number of black Americans who gained increased opportunities at that time were “tokens used to obscure the persisting reality of segregation and discrimination.”15 He went on to say that “those who argue in favor of tokenism point out that we must begin somewhere; that it is unwise to spurn any breakthrough, no matter how limited. . . . There is a critical distinction, however, between a modest start and tokenism. The tokenism Negroes condemn is recognizable because it is an end in itself. Its purpose is not to begin a process, but instead to end the process of protest and pressure. It is a hypocritical gesture, not a constructive first step.”16

The interest that white physicians had in Dr. Gaston joining their medical practices represented one part of medicine’s half-hearted attempts at integration. It must not be forgotten that she was one of only three African Americans out of four hundred students in the entire medical school student body. The medical institution created a bottleneck at the training level, severely limiting the number of black students who could enter. But the few who made it through (about 115 nationally in Dr. Gaston’s graduation year) were rewarded with job opportunities. The presence of these few black physicians made it seem as though the medical profession was advancing toward racial equality, but the practice of tokenism kept true progress at a snail’s pace.

Dr. Gaston may not have thought much about the sociopolitical forces that spurred her job offers, but she still decided to turn them down. They didn’t align with the commitment she still held from her childhood. The practices served primarily middle-class communities, and she wanted to care for patients from poor communities, people who experienced challenges similar to those her mother had faced as a result of limited access to healthcare. The primary route toward this goal was to work at community clinics. While her salary would be lower at a clinic than in private practice, she knew she would be paid dividends through her feeling of fulfillment. Initially, she rotated through a few Cincinnati Health Department clinics. She enjoyed the work, but deep down, she wanted more.

One day, Dolores J. Lindsay, a childhood friend, reached out to Dr. Gaston for help. Dolores, who had moved to the village of Lincoln Heights, Ohio, about forty miles outside of Cincinnati, explained to her friend the dire situation her community was in. It was a very poor, African American area with limited access to healthcare. Many residents couldn’t afford health insurance. Some didn’t even have enough money to pay for the recommended vaccines. If a Lincoln Heights resident really needed to see a doctor, they had to go to Cincinnati or another big city just as far away. The high cost of transportation to distant locations was yet another hurdle. Dolores was tired of seeing her community suffer in this way. She implored Dr. Gaston to intervene. As Dolores spoke, Dr. Gaston likely felt bursts of excitement. This was the kind of work she had been looking for.

Dr. Gaston first dipped her toe into the water, testing out the temperature before fully diving in. She, along with a few other healthcare providers, volunteered their time to see if they could create an effective clinic. Dr. Gaston was the pediatrician. There was also an internal medicine doctor, a dentist, and a social worker. Once Dolores recruited all of the medical personnel, the team’s members started to think about how they would acquire essential supplies for the clinic. They needed telephones, medications, needles, and more. First, they tried fundraising. Dolores went to the local American Medical Association chapter seeking financial support. Unmoved by her plea for support for the needy community, the chapter turned her away. She reached out to everyone else she could think of who might be willing to donate. They all said no; they didn’t see her vision. Without benefactors, the clinic stood a slim chance of surviving.

But Dolores refused to give up. She had the idea of holding a press conference to show potential donors what she and the volunteers were doing. She refused to believe that people just didn’t care about the plight of the community. They only needed to see it with their own eyes, so she made it happen. The volunteers scraped together any supplies that they could find in order to stock the clinic. Then, they invited community members who needed a healthcare visit to come by. A photographer captured pictures of the event.

One photo was so striking, it became impossible for people to turn their backs on the cause. A little boy sat on a cheap foldable chair in the middle of an empty court, located across the street from numerous worn buildings. Next to him stood a hunched Dr. Gaston as she tried to tune out external street sounds to listen to his heartbeat through her stethoscope. Simultaneously, she strained her eyes to examine him. The sole source of light was a loose-hanging lamp that fought against the dark of night closing in on the scene.

Journalists were so moved by this photo that it was placed, with an accompanying story, on the front page of the Cincinnati newspaper. Donations to the clinic started to pour in. With mounting community support, the clinic applied for and received a $10,000 grant from the Village of Lincoln Heights. Dolores Lindsay used this money, along with resources pooled from volunteer physicians and dentists, a handful of churches, and her own personal funds, to found the Lincoln Heights Health Center in October 1967. It was the first community health center in the state of Ohio.17

The center started in a four-room rented house on Matthews Drive. Confined to such a tight space, the volunteers learned to work like a well-oiled machine. The line of Lincoln Heights residents began at the door of the apartment and snaked around the block. Throughout each clinic day, the line was constantly replenished by more residents, who eagerly awaited a doctor’s visit. For many, it would be their first in years. One by one, community members would enter the house and find Dolores on the first floor at the receptionist desk. Next to her would be a smiling three-year-old girl, the youngest of Dolores’s five children. Each patient would be registered by Dolores. After providing a brief synopsis of the main issue that had brought them to the clinic that day, they would be directed upstairs.

On the second floor, the patient would find Dr. Gaston, who was so enamored with this project that she committed much of her time to working at the health center. The patient would also be met by other volunteer doctors and nurses stationed on the floor. They would be directed to a bedroom that had been converted into a patient exam room. The springboard beds that residents used to sleep on had been repurposed into exam room beds. When a patient needed to sit upright, the nurses would stack fluffy pillows against the bedframe to provide support for the patient’s back. They could relax against the pillows as a doctor conducted a breast or stomach exam. All they had to do was lean forward off of the pillows when the doctor needed to press the smooth drum of their stethoscope against the thoracic portion of the patient’s back to listen for the sound of the patient’s lungs and check for signs of pneumonia and other lung diseases.

If the patient’s chief complaint or medical history called for further tests, a nurse would collect blood or urine samples from the patient in the exam room and then take the samples down to the kitchen. This was the center’s lab. A doctor would then prepare each sample and examine it under the microscope that sat on the kitchen table. The test results were important clues that helped the doctors come up with a diagnosis. Up the stairs the doctor would go, back to the second floor, where they would deliver a diagnosis to the patient. Together, the doctor and patient could then develop a treatment plan that would work within the patient’s financial and/or lifestyle constraints, while also fulfilling their medical needs.

Once the doctor’s visit was complete, a patient had the option to go to the basement, where they could receive a free dental exam. Some patients had teeth that were browning with decay because they had gone years without a dental exam. (An exam was just too expensive.) Now, the patients happily went to the basement to receive the dental care that they needed. The high-pitched dental drill must have seemed musical, promising meals free from toothaches. This community had wanted healthcare for years; now its members finally had that opportunity. In the first year, the doctors, dentists, and nurses served five hundred Lincoln Heights residents, more than 6 percent of the community’s population.18

This health center still stands today, more than fifty years after its founding. It has moved from that small four-room apartment to a beautiful brown 42,000-square-foot building at the corner of Steffen and Mangham Avenues, about a fifteen-minute walk from the center’s original location. Now referred to as the HealthCare Connection, the center has nine additional locations in nearby areas. Instead of a $10,000 grant and a handful of volunteers willing to give their time, the center works with an annual operating budget of $8.1 million and boasts ninety-five employees. In 2016 alone, this community health center conglomerate served 18,061 people with 44,409 visits.19 Eighty-one-year-old Dolores Lindsay was still the organization’s chief executive officer in 2017.

For Dr. Gaston, the community center provided her first lessons on developing community organizations. It solidified her passion for increasing access to quality care and improving health outcomes in underserved communities. Throughout her years of work in Lincoln Heights, Dr. Gaston maintained her connection with Children’s Hospital Medical Center in Cincinnati. At various points in her service at the hospital, she met young patients experiencing the same splintering pain that the baby in Philadelphia endured. While this happened only a few years after she had graduated from medical school, her ability to recognize the signs of sickle cell disease had drastically improved. As Dr. Gaston worked up patients, sickle cell disease was at the top of her differential diagnosis. When she analyzed the blood smears under a microscope, she repeatedly spotted red blood cells shining back at her like crescent moons in the sky.

There was one patient with sickle cell disease. Then there were five. Then twelve. As Dr. Gaston discussed this upward trend with her colleagues, she crossed paths with Catherine Buford, a social worker who was seeing the same pattern. While considering their observations over lunch, they realized that they probably didn’t understand the full scope of the issue. They wanted to know exactly how many sickle cell patients were being treated at the hospital. By organizing this information, they could figure out how to best serve the community. After rifling through a copious number of hospital charts, they tallied approximately eighty patients with sickle cell disease who had been treated at Cincinnati’s Children’s Hospital by 1969, only about four years after Dr. Gaston had started working at the hospital. Despite these increased numbers, whenever a patient received this diagnosis, the patient and the family felt alone in their experience.

Sickle cell disease has been heavily stigmatized because, as mentioned previously, it predominantly affects people of African descent, and its symptoms play into racist stereotypes. People with sickle cell disease regularly experience extreme pain when sickle-shaped red blood cells cluster together and obstruct blood flow to the chest, abdomen, or other parts of the body.20 Opioids are needed to alleviate this pain. American medical institutions have historically provided limited funds to research the disease or to train physicians on how to care for patients. As a result, black patients would go to emergency rooms on a regular basis reporting extreme pain and requesting opioid medication. Their white physicians rarely believed that they were suffering from this pain—due to doctors’ limited knowledge of the disease—and instead assumed that the black patients abused opioids and were lying about their symptoms to get their next fix.21 Following the doctors’ lead, school administrators and employers also didn’t believe that this illness caused excruciating pain. So when sickle cell patients had to miss school or work due to painful sickle cell crises, they were viewed as lazy, instead of people in need of support as they weathered this difficult illness.22 Due to the stigma, people who were impacted by the illness rarely talked about it. This silence prevented patients from recognizing the high prevalence of the disease.

Dr. Gaston and Ms. Buford saw their patients suffering both from the debilitating symptoms and the feeling of isolation, so they resolved to do something to help. Each patient and their family received an invitation to attend a sickle cell disease meeting at the hospital. The idea of publicly identifying with sickle cell disease likely made many feel vulnerable, somewhat akin to a person admitting that they were afflicted by AIDS at the height of the AIDS epidemic. Despite this, many patients and families showed up at the sickle cell conference. When they entered the room and saw so many other families, several were shocked. Dr. Gaston remembered family after family approaching her and Ms. Buford for confirmation: “All these children have sickle cell disease?”23 The patients and families had felt so alone through their tormented journeys with the illness that it had seemed impossible that there were other people out there who understood what they were going through. Whenever a person asked Dr. Gaston and Ms. Buford this question, the doctor and the social worker would nod their heads in assurance. Soon the families were excitedly mingling with one another, finding comfort in their newfound community.

Dr. Gaston and Ms. Buford were so moved by the impact of the event, they started brainstorming ways to strengthen this new community. They started hosting regular meetings with the parents of the sickle cell patients. As the family members and healthcare providers sat side by side in a hospital meeting room, a reciprocal exchange took place. The families taught the healthcare providers what it was really like to live with this disease. With multiple families together, the providers were able to note shared experiences among the different patients and observe the unique ways the disease could manifest in an individual.

For the families, the meetings helped to give them strength on the days when they were sleep deprived because their child couldn’t stop crying out in pain, or when the parents themselves were in tears as they thought about their child’s poor prognosis. In the 1960s and 1970s, sickle cell patients typically didn’t live past twenty years of age.24 For this reason, the sickle cell meetings were composed mainly of the parents of sickle cell patients, not the patients themselves. Throughout their abridged lifetimes, these patients struggled with crippling pain and increased susceptibility to infections. Oftentimes, they lost their lives to multiorgan failure, or stroke, when obstruction of blood flow (from aggregation of their sickled red blood cells) became too severe. The patients and families needed a lot of emotional support to cope with the realities of the disease. For many, the meetings represented the first time that they had received this support from others who understood their struggle.

Because therapeutic options for sickle cell patients were so limited, Dr. Gaston and Ms. Buford started seeking government funding to research the disease. Their first stop was the Ohio state legislature, which had funds allocated for genetics research. Dr. Gaston and Ms. Buford knew that they wouldn’t be successful if they embarked on the effort alone. At that time, very few people knew what sickle cell disease was. It would be difficult to convince a group of state legislators to invest in a mysterious disease. Instead, Dr. Gaston and Ms. Buford organized an event to raise awareness, leveraging the help of the parents and teenage sickle cell patients. One car followed another in a long caravan to the Ohio state capitol. The group requested a meeting with the director of the state health department. Once in front of her, the patients and families poured their hearts out, vulnerably sharing the anguish of living with the treacherous disease and having doctors who didn’t have the answers to their questions about the illness. Dr. Gaston and Ms. Buford then made their case for how they could help the families if they were given adequate resources to do so. The health department director was shocked. She explained that she had never been asked for funds to tackle sickle cell disease. But she was moved by their presentation, so she gave them funding. Unfortunately, there was a limit to how much the director could give for sickle cell disease research because the state government had allocated most of the funds for research on genetic diseases to studies investigating cystic fibrosis. The funding that Dr. Gaston and her group received was enough to start some of their initiatives, but not enough to really study the mechanisms of or potential treatments for sickle cell disease. Expensive lab equipment and experimental reagents were over their budget.

This all changed on the frigid evening of February 18, 1971. As thousands of families huddled together in their living rooms to listen, President Richard Nixon proposed a new national health strategy.


We often invest our medical resources as if an ounce of cure were worth a pound of prevention. . . . We focus our attention on making people well rather than keeping people well, and, as a result, both our health and our pocketbooks are poorer. A new National Health Strategy should assign a much higher priority to the work of prevention. . . . We must reaffirm—and expand—the Federal commitment to biomedical research. Our approach to research support should be balanced—with strong efforts in a variety of fields. Two critical areas, however, deserve special attention. The first of these is cancer. . . . A second targeted disease for concentrated research should be sickle cell anemia, a most serious childhood disease which almost always occurs in the black population. It is estimated that one out of every 500 black babies actually develops sickle cell disease. It is a sad and shameful fact that the causes of this disease have been largely neglected throughout our history. We cannot rewrite this record of neglect, but we can reverse it.25



President Nixon’s new focus on sickle cell disease was likely influenced by increasing pressure from multiple civil rights organizations, including the Black Panther Party, as well as from other leaders in the black community at the tail end of the civil rights movement.26 The collective silence from the government and medical community about sickle cell anemia became a prime example of the ways these institutions maintained practices that perpetuated racial health disparities. Public dissatisfaction had increased considerably in 1970, when Dr. Robert B. Scott published an article in the Journal of the American Medical Association documenting the scant funds allocated by the US National Institutes of Health (NIH) for sickle cell anemia research, as compared to funding for research on other genetic disorders such as cystic fibrosis, which primarily impacted white Americans.27 Making sickle cell disease a priority allowed the Nixon administration to assert its concern for the black community at the same time it made other changes, like the dismantlement of the Office of Economy Opportunity (created to fight poverty in America), that hurt the community. Donna Spiegler, a staffer for Merlin DuVal, Nixon’s assistant secretary of health and scientific affairs, even declared that the president’s sickle cell anemia initiatives were “a gimmick for Nixon to get the black vote” during his second run for office.28

Regardless of his political motivations, President Nixon’s decision to focus attention on sickle cell disease, through the allocation of $6 million for sickle cell disease research and initiatives, made a real impact. Dr. Gaston and Ms. Buford tapped into this funding via a grant from the NIH. Building upon their work funded by the state grant, they used the national funds to build a full-fledged sickle cell disease center.

Community centers became an essential tool for Dr. Gaston’s public health endeavors. They gave community members the resources they needed to address the health disparities plaguing their own community. Because the healthcare providers were from the community, they understood the unique challenges other community members faced when trying to access healthcare. They understood their patients’ beliefs around health and wellness, and even their fears in this arena. Any doctor could try to provide great care to their patients. But when the patients and doctors came from very different backgrounds, there was a lot that could be lost in translation. Dr. Gaston saw that community centers were a means to narrow this cultural divide. She poured herself into these community centers. She leveraged her experience at the Lincoln Heights Health Center to build the Sickle Cell Disease Center in Ohio. She was appointed director of the center in 1972 and served for four years. The center took a multifaceted approach to tackling sickle cell disease. It screened and diagnosed people, and it also conducted research on the disease and even held large educational programs about the condition. These services were so uncommon that the center received referrals for sickle cell patients from across the country.

In addition to making people aware of the disease and treating those who had been diagnosed, the center tried to tackle the psychological impact of being a patient or having a family member with sickle cell disease. Imagine having a child who was plagued by a disease that even doctors knew very little about. You would watch in terror as your child regularly cycled through crises that caused them to double over in crippling pain. You’d be flooded with a feeling of helplessness. Rushing to the ER would become a common ritual. During many of the visits, you and your child would have to sit in the waiting room for far too long. You would see multiple other patients receive attention ahead of your child. Was your family lower on the priority list because doctors didn’t understand the severity of the pain your child was in, or was it because you all were black? You would try to stamp these questions out of your mind because the doctors were the only ones who could give your child some relief. You needed them. But still, treatment in the ER was only a flimsy Band-Aid for the problem. With each visit, dread would reverberate through your bones as you anticipated having to bury your child. The bleak prognosis of fewer than twenty years of life foretold the painful event. You would agonize at the thought that this would soon be your reality. Through it all, you would try to hide your own pain to be strong for your child.

Children with sickle cell disease live with this situation throughout their lives. They don’t know any other way of life. Many of them likely sense the burden of fear and misguided sympathy countless unafflicted people place on them. They’re people just like everyone else, but they’re not always treated that way. Some people tiptoe around them, as if walking on eggshells. Others ostracize these children, as if they could catch the disease if the children got too close. The children show incredible resilience, but they’re still suffering. How do you go through life with joy and hope when you’re delivered a death sentence soon after birth? How do you dream about the future when every doctor tells you that you have none? As these children grow into adolescence, they understand their illness with increasing clarity. They’re also more aware of what they’ll miss out on due to their abridged lifespan. Someone in this position might find immense gratitude in the time they do have on earth, or they may fall into a deep depression as they process the gravity of their situation. Dr. Gaston’s Sickle Cell Disease Center tried to lessen the emotional burden that these patients and families carried.

The center also tried to protect its patients’ medical information. An easy genetic test was sufficient to diagnosis someone with sickle cell disease, so any entity with a person’s genetic information would know with certainty when that person had been stricken with the disease. Health insurance companies sought this information so they could block sickle cell patients from acquiring health insurance; the companies didn’t want to incur the medical costs of someone who wouldn’t live long enough to pay them back with interest.

This discrimination was made even worse by society’s poor understanding of sickle cell disease. It is an autosomal recessive disease, meaning that a patient with sickle cell disease has two copies of a mutated gene—one copy from each parent. Given the short lifespans of sickle cell disease patients in the 1980s, the people with the pertinent mutation who lived into their reproductive years were usually carriers of the sickle cell gene, not people with the disease.29 They had only one copy of the mutated gene and were said to have sickle cell trait. People with sickle cell trait didn’t have any symptoms, and they had normal lifespans. Many people with sickle cell trait never knew they had this mutation until screening for sickle cell disease became more prevalent. Screening was extremely important to help people with sickle cell disease, but it exposed people with sickle cell trait to the same prejudice that those with the disease experienced. People didn’t understand the difference, so health insurance companies tried to prevent people with sickle cell trait from obtaining insurance. Recognizing this problem, the center had to think about how it would make this medical information accessible to other medical providers while safeguarding it from health insurance companies and other entities that sought to discriminate against people with one or two sickle cell genes. This was one of the first genetic diseases that faced this problem. The way this sickle cell health center, and others around the country, tackled the issue provided a blueprint for future work with other genetic diseases that subjected people to discrimination, particularly by health insurance companies.

Dr. Gaston enjoyed professional success and fulfillment at the Sickle Cell Disease Center, but she didn’t stay. Her husband, Alonzo Gaston, received a job offer to teach at Howard University, so they moved to DC. While the move was motivated by his job, it ended up being a great opportunity for Dr. Marilyn Gaston as well. She was able to join the NIH, working as a medical expert in the Sickle Cell Center of the National Heart, Lung, and Blood Institute. She slowly rose up in the ranks, advancing to become deputy chief of the Sickle Cell Disease Branch and later serving as a member of the US Public Health Service Commissioned Corps in 1979.

She enjoyed the opportunity to work at the NIH, but her journey was not without its obstacles. Misogyny lurked in the shadows. One day, the issue came to light as Dr. Gaston was eating lunch with a male colleague. She had trained with him; both of them had completed pediatric residencies before working at the NIH together. They had the same job and even covered for each other when one was busy. He was her equal, but that was not how they were viewed.

Dr. Gaston remembered she had been taking a bite of food when her colleague casually said, “It was really nice to get that raise.”

Her enjoyable meal was immediately soured. “I must’ve missed it.”

Not realizing he had exposed the gender- and race-based inequity at their job, the colleague squirmed in his seat, suddenly regretting what he said. But Dr. Gaston wouldn’t let it go. “Well, Omar, just tell me about the raise and how much it was.”30 Although he was hesitant at first, he eventually came clean: $20,000. This nonblack male physician had received $20,000 more than this black female physician to do the same job. Dr. Gaston was aware of identity-based wage gaps rampant within the workplace, but she refused to be a victim of this injustice.

Soon after this revelation, Dr. Gaston unapologetically strode into the office of the head of pediatrics to demand an answer. Dr. Gaston was unperturbed by the fact that the department head was a white man who might have given the selective raise due to prejudice. Once the director was available to talk with her, Dr. Gaston cut right to the chase. “I know Omar got a raise that I didn’t. What’s going on?”

“Don’t take it personally. Your performance is wonderful, but Omar is supporting a family. He’s a man. You have a husband.”

Unwilling to back down, Dr. Gaston pushed the issue. “I don’t understand. I am supporting a family too and he has a wife. So please help me with this connection.” As her boss struggled to provide a reasonable, nonsexist explanation, she bravely made her stance clear. “I would like to get this straightened out as soon as possible or else I will have to—”31 Before Dr. Gaston was able to outline her plan to report her boss’s discriminatory actions, he promised to rectify the situation by giving her the same raise he had given her colleague. Addressing her boss’s discriminatory actions could have gotten her fired. But Dr. Gaston refused to pour her talents into the organization unless she was treated fairly.

While Dr. Gaston was advocating for herself, she didn’t lose sight of the people who had fallen victim to sickle cell disease. She leveraged the resources at the NIH to research some of the pressing questions she had about the disease. What was the clinical course of sickle cell disease, from a patient’s birth to their death? How many people died from this disease? How accurate was the projected life expectancy? She started a huge study, partnering with medical institutions across the country, to tackle these difficult questions.

Dr. Gaston’s clinical experience with sickle cell patients informed her research. She noticed a worrying trend of babies with sickle cell disease dying before they reached age four. For these children, the sharp edges of their sickle-shaped red blood cells damaged their spleens to the point of dysfunction. This left the children defenseless against life-threatening encapsulated bacteria, such as Streptococcus pneumoniae and Neisseria meningitidis. Dr. Gaston had witnessed tragic scenes of babies with sickle cell disease arriving at the ER with fever only to be declared dead less than nine hours later.

Because sickle cell screening was not in common practice, many of those babies had not even been diagnosed with sickle cell disease when they came in with severe infections. Doctors scrambled to figure out why a child was running a temperature, not realizing that the child was on a rapidly decreasing countdown toward death.

Dr. Gaston hypothesized that prophylactically treating young sickle cell patients with penicillin, an effective defense against many of the deadly infections in this patient population, could halt this deadly timer. But before doctors could give the vulnerable children this medication, they needed to know which children were at risk in the first place. This would require widespread screening for sickle cell disease. While there was general screening for other genetic diseases, like phenylketonuria (PKU) or hypothyroidism, many people were hesitant to implement screening for sickle cell disease. People with sickle cell disease or sickle cell trait were hesitant because they didn’t want to become targets for discrimination, and geneticists were reluctant to screen because there was no treatment for sickle cell disease at the time. All doctors could do was treat the symptoms, such as the reoccurring pain. (It is common practice within the medical community to refrain from screening for incurable genetic diseases, because a diagnosis without any treatment can cause undue emotional harm to patients.)

Receptive to these concerns, Dr. Gaston led a landmark study on the efficacy of prophylactic penicillin treatment for babies with sickle cell disease. More than two hundred children with sickle cell disease, from multiple medical centers, were enlisted to participate in the study. The participants were randomly assigned to receive either oral penicillin or a placebo (like a sugar pill) twice daily. The assignments were double-blinded, meaning neither the participants nor the scientists knew which participant was receiving which medication. (This is a common research strategy to reduce bias that could skew the data.) Dr. Gaston and her team had to stop the trial eight months early, because the health outcomes were significantly different in the children receiving penicillin versus those with the placebo. There were fewer infections and deaths among the sickle cell children taking penicillin. Dr. Gaston’s article on this study, “Prophylaxis with Oral Penicillin in Children with Sickle Cell Anemia,” was the lead piece in the New England Journal of Medicine in 1986.32

With proof in hand, Dr. Gaston went to Capitol Hill to implore the government to create legislation that required newborn screening for sickle cell disease. It was a day that she would never forget. As she strode up the steps of the capitol building on a warm day in July, the sun shone on her face. Her nerves combined with the heat likely left her stomach queasy. As she faced rows and rows of white male politicians filling the House chamber, she tried not to feel intimidated. She drew her courage from her parents’ teaching on the importance of believing in herself. The mantra from The Little Engine That Could rang in her mind, as it had at multiple other challenging points in her life: I think I can, I think I can. The words fueled her confidence as she delivered a compelling presentation to the governing body. Once Dr. Marilyn Gaston finished speaking, the government officials were convinced. Within three months, Congress had a bill to implement national screening for sickle cell disease. Two years later, forty states were screening babies for the disease.

Dr. Gaston had become such a leader within medicine that in 1990 she was appointed director of the Bureau of Primary Health Care, making her the first African American woman to lead a public health service bureau.33 During her tenure, Dr. Gaston focused on strengthening health programs that catered to the unique needs of people who were poor or from otherwise disadvantaged backgrounds. She managed a $5 billion budget and served more than twelve million patients, including immigrants, people who were homeless, residents of public housing, and school-age children. By the time Dr. Gaston retired in 2001, she had reached the rank of assistant surgeon general. The job came with great responsibilities. Not many people could succeed as assistant surgeon general of the United States or in the various other leadership positions that she held. She had fulfilled her childhood determination to help make healthcare much more widely available, perhaps more significantly than even she had dared to dream.

But Dr. Marilyn Gaston believed that she could, so she did.
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Dr. Claudia Thomas






CHAPTER 8

“I WILL NOT BE THE LAST”

While the civil rights movement and second-wave feminism created immense societal pressure to make strides toward racial and gender equity in the 1950s and ‘60s, real progress was slowed by conciliatory measures, like giving a small number of black Americans and women access to various opportunities while maintaining oppression of the masses. This amounted to tokenism, which placated many members of these movements until civil rights leaders Malcolm X and Martin Luther King Jr. were assassinated, in 1965 and 1968, respectively. These events led to a resurgence in protests, putting more pressure on leaders in various fields to improve their efforts toward equity. Subsequently, more civil rights laws took effect, and white- and male-dominated institutions, including medical institutions, were forced to adhere to these new laws and those that preceded them.

An evolving physician workforce quickly emerged, one that included more white women and black Americans, and more people of color in general, throughout the country. The number of black women graduating from medical school each year leaped from about 25 in 1970 to about 700 in 2000.1 The number of white female graduates increased from 1,714 in 1978 to 4,100 in 2000.2 And between 1970 and 2000, the number of medical graduates from Indigenous American, Latinx, and Asian backgrounds increased fourteen-fold, fifteen-fold, and sixty-fold, respectively.3 With increased representation came increased opportunities for these groups.

Sadly, one group’s initial growth in medicine was quickly stifled by other, stronger social factors. The number of black male medical graduates was roughly 130 in 1970. This number quickly jumped to just under 450 in 1974.4 But growth since that time has been almost nonexistent. The number of black male medical graduates dipped to 368 in 2015.5 This is in contrast with all other POC groups, as well as white women, who have continued to grow in representation since the 1970s.

A major contributor to this sudden shift was the growth of mass incarceration. On June 17, 1971, President Richard Nixon delivered a speech to Congress on his goal of controlling high rates of illicit drug use. Nixon used strong rhetoric against illicit drug use, naming it “public enemy number one.” Through the speech, the term “war on drugs” became popularized, and the country began to view its drug problem through a more militant lens. Following Nixon’s encouragement, the government diligently pursued and imprisoned people suspected of selling drugs illegally, but it disproportionately targeted black men.6 This led to a significant increase in incarceration levels, which was further exacerbated by the actions of President Ronald Reagan’s administration. From Reagan’s election in 1980 to the election of his successor, George H. W. Bush, in 1988, the US prison population nearly doubled, from 329,000 to 627,000.7 To this day, the US holds a larger prison population than any other nation in the world, including China, which has a population that exceeds the US population by over one billion people.8 And black Americans, particularly black men in America, are disproportionately impacted by this often for-profit bondage system.

So many black boys are absorbed into the criminal system. All it takes is a minor mistake, like the one made by the little boy in Dr. Ferebee’s neighborhood who was just trying to feed his baby brother. Or, too commonly, a black man can be imprisoned for a crime he did not commit. Once he is locked in that cage, any chance of a prosperous future, especially one in professions like law or medicine, vanishes.

It is impossible not to compare the black man’s plight to the black woman’s. Black men had the upper hand in medicine from the moment Dr. James McCune Smith entered the field in 1837. For 150 years, black men outnumbered black women in medicine. But in 1988, this trend switched. The number of black women entering medicine exceeds that of black men today, though black women are still severely underrepresented within medicine, making up only 2 percent of the physician workforce in 2020.9 Still, we cry out for the injustice we see perpetuated against our black brothers. From 1990 to 2011, the gap between the number of black women and the number of black men in medical schools widened dramatically, from 5 percent to 43 percent.10 Despite this startling national trend, I am fortunate to have a black medical class that’s almost evenly split. There are nearly 170 students in my class, 23 of whom are black: 10 black women and 13 black men. But some medical classes are significantly lopsided. A recent medical school class with a size similar to mine had about 20 black students but only 3 black men. This is a dire situation that both black men and black women physicians are trying to address.

Claudia Thomas was born in Brooklyn, New York, in 1950 amid this changing climate. Neither of her parents, Charles and Daisy Thomas, had the opportunity to receive a college education, so they poured their hopes and aspirations into Claudia and her older sister, Catharine. Charles provided financial support for the family by working long hours as a truck driver, while Daisy stayed at home and invested countless hours helping her daughters develop their minds.

Daisy transformed her kitchen table into a school desk, where she tutored her daughters on key concepts that would help them succeed once they started formal schooling. One learning tool she used was a wooden scale that resembled a toy. A person would place two blocks on one scale and one block on the other. Voilá! It balanced! The blocks had different sizes, but the most salient feature of each was a number that shone on the block face. Eventually, Claudia started to notice a pattern. The seven block was on the left scale. The three and four blocks on the right. Over and over, she would try different combinations on the scales. She memorized which combination of blocks balanced each other and, by extension, which numbers she had to add together to equal a specific value. It was simple addition. With their mother’s support, Claudia and Catharine also learned subtraction and the alphabet, and how to sign their names—all before they entered kindergarten.

Daisy remained involved in Claudia’s education when Claudia started school. Daisy joined the Parent Teacher Association and volunteered at the school so that she could stay informed about what was going on. One day, Claudia’s teacher gave her a B when she had earned an A. The teacher’s rationale: it was too early in the semester to give Claudia an A. Well, it didn’t take long for this incident to get back to Daisy. Immediately, she was in that teacher’s office demanding that the teacher give her child the grade she deserved. Charles’s long work hours made it difficult for him to advocate the way his wife did. But he also made it known that he wanted his daughters to excel in school.

During Claudia’s early years, the educational system underwent a significant overhaul. The Brown v. Board of Education Supreme Court case was decided when she was four years old. Some white school administrators anticipated the reversal of the 1896 Plessy v. Ferguson Supreme Court decision. Without racial segregation of schools, they had to do something to maintain white supremacy. A year before the Brown v. Board ruling, Darla Buchanan, a black teacher in Topeka, Kansas, received a letter from Wendell Godwin, the city’s superintendent. It read: “[T]he majority of people in Topeka will not want to employ Negro teachers next year for white children. It is necessary for me to notify you now that your services will not be needed for next year.”11

Darla was among teachers affected by the early wave of black teacher layoffs. Once the Supreme Court decision was finalized, white superintendents fired tens of thousands of black teachers and principals. The representation of black educators nosedived, from between 35 and 50 percent in the seventeen states that had segregated school systems to about 7 percent of public school teachers today.12 Numerous black teachers were highly qualified, with PhDs and years of teaching experience. But they lost their jobs because black teachers and principals couldn’t hold positions of intellectual authority over young white students. This would challenge the myth that white people are smarter than black people. The number of black teachers has yet to rebound since this Supreme Court decision.13 Though Brown v. Board allowed black kids, like Claudia, to have access to more well-resourced schools, it also deprived them of black educators, who were typically more supportive of black children and, of course, served as role models.

Many white educators, including some of Claudia’s, had lower expectations for their black students. They believed that the potential success of a black person could be determined when they were still a child. In a 2011 interview, Claudia remembered when she was in first or second grade and her teachers made her take a test that she wasn’t supposed to tell her parents about. The test, like many others being used around the country, was used to separate the “smart” kids from the “dumb” kids. But these tests were biased against the black children.14 The teachers administering these tests wanted to use a measure purported as objective to perpetuate their racist views. The children who struggled on the test were placed in slower-paced classes, while the children who performed well were placed in the faster-paced classes. Because the test was designed to advantage the white children, white children made up the majority of the advanced classes, while black children made up a large proportion of the slower classes. This led to an educational gap that grew wider each year. Eventually, this chasm would be too great to overcome. And neither the black children, nor their parents, would understand why. Thankfully, Claudia’s teachers’ attempts to sabotage her academic progress were unsuccessful, due to the extra lessons her mother gave her outside of school, combined with the encouragement from both of her parents to pursue academic excellence.

When Claudia entered sixth grade, the Open Enrollment Act was passed in New York. It aimed to reduce racial segregation in schools by allowing students to attend any public school in the state regardless of their district of residency.15 Following the Brown v. Board of Education decision, racial segregation of schools was maintained through racial segregation of neighborhoods, i.e., redlining. This act allowed Claudia to attend a more well-resourced, predominantly white junior high school in Kew Gardens, Queens, which she would need to take a bus and multiple subway lines to reach.

At this school, she saw the consequences of the biased tests that had been administered in her early years of primary school. Claudia was in the advanced classes, oftentimes as the only black student in the room. But when she walked the hallways, she saw the slow-paced classes packed with black students. This racial stratification of students hadn’t been as obvious when she attended predominantly black schools.

Claudia’s experience elicits memories of my own childhood. It was the same dynamic in school, more than fifty years later. I was almost always the only black student in my Advanced Placement classes, while most of the black students at my school were in the average- or slow-paced classes. This never made sense to me, because many of my black friends were just as smart as me. But I didn’t understand the larger system. I had moved to New Jersey in eighth grade, a transplant into the community.

I had been in advanced math classes leading up to that point and was positioned to start in advanced geometry. But my new school tried to move me back two levels, to regular algebra. My parents had to advocate on my behalf. They convinced the school to allow me to take a qualification exam for the two-year advanced geometry course. I passed. That advanced geometry class set me up for more advanced math and science classes in high school. After seeing parallels to Claudia’s story, I wondered if race had anything to do with my own experience.

If I was not black, would my parents have had to work as hard to keep me on track? Were my black classmates victims of a racial education gap introduced by the educational institution? Or are the similar racial dynamics at my high school and Claudia’s just a coincidence? I felt so supported by my middle school and high school. I would feel gutted if they were involved in stifling the educational development of my black peers.

Even though Claudia struggled with the social dynamics of school, her family kept her grounded. With their continuous support, Claudia performed well at the High School of Music and Art in New York City.16 She even qualified for the National Merit Scholarship, based on her exceptional academic record and high scores on national scholastic aptitude examinations.17 She also qualified for the competitive New York State Regents Scholarship.18 These scholarships helped her pay for tuition at Vassar College, a liberal arts college about two hours from her home. This college experience was defining for Claudia. She stated simply: “I found out who I was at Vassar . . . as an African American.”19

Claudia arrived on her college campus in the fall of 1967 as a bright-eyed seventeen-year-old. She had just gotten her hair done. Her locks glistened in the sun and flowed down her back. She was confident. Like many college freshmen, she wanted to reinvent herself. She wasn’t really aware of what was happening in the broader black community or in the civil rights movement. She was a free black girl, enjoying the apparent simplicity of her life. This all ended in the spring of her first year. Her world view changed profoundly on the night of April 4, 1968, when Martin Luther King Jr. was assassinated.

For many days after that, Claudia was in mourning. She felt as if a hole had been carved out of her heart. This response seemed natural. Instinctive. So she was shocked when she realized her white classmates hadn’t responded in the same way. So many of them seemed unfazed by the loss of this iconic changemaker. This is when Claudia realized that they were different. They lived in separate worlds. This was the beginning of her journey toward understanding the complex dynamics of race in America.

Her altered perspective impacted the way she moved in the world. Instead of the straight locks she came to school with, she started rocking her natural hair. The increasing size of her Afro signified her burgeoning black pride. She helped create, and then lead, Vassar’s Students’ Afro-American Society. Conversations with members of this organization helped her solidify her stance on racial issues perpetuated by her college. The number of African American students and professors was far too small. The school needed to be more representative of the American population. The American history program focused almost exclusively on the experience of white Americans. It was time the school established a black studies program. So many American universities were built on the backs of African Americans, but so few deemed it necessary to provide a curriculum that included teachings on the African American experience.

Claudia was tired of the injustice. She partnered with some of her black classmates and, together, they went to the faculty to advocate for these changes. When their requests fell on deaf ears, they followed the example of the late Martin Luther King Jr. and organized peaceful protests. In October 1969, members of the Afro-American Society staged a sit-in at Vassar’s main building for four days. They slept there and ate there, and they refused to return to classes until the administration listened to their concerns and took action. It wasn’t until the sit-in gained national attention that the school responded—it wanted to minimize the negative press. Vassar agreed to establish a black studies major and committed to make efforts to increase the number of black students and professors.20

For most of Claudia’s time at Vassar, she studied mathematics. But by her junior year, she became concerned about her trajectory. Her higher-level classes were increasingly theoretical. She was most interested in applied mathematics, particularly geometry. She also realized that a math degree would pigeonhole her into a career as either a math teacher or math theorist. Neither of these appealed to her. Through the process of elimination, she eventually decided to pursue a career in medicine. As a doctor, she could help people through the field of biology, which had been an interest of hers since high school.

Vassar didn’t have a premed major at the time, so she just switched her major from mathematics to black studies. She conducted a sickle cell anemia project in which she analyzed the blood samples of over two hundred residents of Poughkeepsie, New York, following in the footsteps of a woman she didn’t yet know to admire. Claudia wanted to determine if they had the sickled blood cell deformity. Her work was notable enough to have been published in a scientific journal. In addition to this project, she needed to complete her premed requirements. She had already taken math, physics, and foreign languages. She jam-packed the remaining biology and chemistry courses into her schedule in her senior year and began applying to medical school. By the spring, she received the wonderful news that she had been accepted into Johns Hopkins University School of Medicine.

When she first started medical school in 1971, she was blown away. The demands of her previous schools were nothing in comparison to those of medical school. If you fell behind a little bit, it was an uphill battle to get back on track. While she was in medical school, “missing a day of class [meant] missing thirty chapters of reading.”21 To progress through school, Claudia had to work diligently and adapt to the new environment.

This classroom-style learning lasted only for the first two years. Once she learned the theory, it was time to apply it. Claudia was shipped off to the hospital, where she rotated through multiple core specialties, including internal medicine and surgery. This experience helped her develop her clinical skills while exploring different career paths. Would she do pediatrics? How about psychiatry? Figuring out which specialty she would pursue was a process.

The first step was deciding if she wanted to do medicine or surgery. Claudia considered her nonclinical passions when making her selection. She had loved art since she was a young girl. While she didn’t want to pursue a career as a professional artist, she held on to her creativity. Claudia also had extensive experience sewing. She learned this skill from her mother, who worked as a seamstress. Years with the sewing needle taught Claudia dexterity. She believed these two skills would aid her in surgeries.

Once Claudia decided that she wanted to be a surgeon, she had to figure out what kind. The general surgeons she worked with during her clerkship year made her wary of that specialty. Many of them were angered too easily. When one got angry, the entire operating room became uncomfortable. When stress was high, some surgeons took their frustrations out on other members of the care team. They would curse at the nurses or throw instruments. Claudia didn’t want to be around this negative energy.

As Claudia contemplated her other options, she passed a huge statue of Christ positioned in the main rotunda of the Johns Hopkins Hospital. Although she had seen it before, she looked in awe at the sandy-gray Italian marble statue. It made her imagine sculpting the human body. Intrigued by this prospect, she investigated plastic surgery. While she was exploring this path, she attended an orthopedic lecture at the school. Suddenly, it all clicked. She could reshape the human body by helping broken bones heal correctly. She could help people who were plagued by malformed bones. This specialty combined the carpentry skills that her father had taught her and the sewing skills that she learned from her mother, and her artistic mind.

Toward the end of Claudia’s medical school career, she knew she wanted to be an orthopedic surgeon. She just wasn’t sure how she would fit into the space. She confided in her chief resident: “You know, I like this stuff. It’s really catching on. But I don’t see any women doing orthopedic surgery.”22 She would later find out that there were only twenty-five women out of approximately ten thousand orthopedic surgeons nationally, none of whom were African American.23

Without hesitation, Claudia’s resident turned to her and said assuredly, “There’s no reason that you can’t do this.”24 Her worries immediately disappeared. That was all the encouragement she needed.

While in the wards, Claudia saw more than just surgeries. Johns Hopkins Hospital, like every other predominantly white hospital in the US, racially segregated its patients throughout most of the twentieth century. This not only affected where a “white” or “colored” patient received care; it affected the kind of care they received. The “colored” wards at Johns Hopkins opened in March 1894. They were dilapidated in comparison to the “white” wards. Even the patient samples were stored differently. There were shelves labeled “white blood” and “colored blood,” each containing matching blood bottles that either said “white” or “colored.”25

These ever-present distinctions facilitated bias in the clinical practice at the time. If a fridge filled with tissue samples had a power outage, it would be natural for a white medical professional to save the “white samples” before they went to rescue the “colored samples.” This could compromise the integrity of those “colored samples,” which could lead to an inaccurate diagnosis and an ineffective, or even harmful, treatment regimen for those black patients.

As societal norms around race relations changed, policy followed. At Hopkins, the hospital wards slowly began to desegregate in 1959, with the surgery department first to make the change. Some wards, like the psychiatry department, maintained this racist practice for longer. The hospital wasn’t fully desegregated until 1973, two years after Claudia started medical school.

When Claudia rotated through a ward that integrated in 1964, she felt like the physicians and nurses had not yet adjusted to the change. She explained: “I would hear things that displeased me, insulted me.”26 There was a time when a seventy-year-old man was transferring from his hospital bed to a stretcher. Maybe he was about to undergo a surgery. During this transfer process, a young white resident proclaimed, “Atta boy, atta boy.”27 Despite being almost fifty years younger than the patient, this resident felt comfortable calling this patient a boy.

There is a long history of white people referring to black men and women as “boys” and “girls.” It was a tactic used to belittle and demoralize this community. Claudia was already exhausted by the intense demands of medical school. There’s no telling how many hours she had spent in the hospital the week that this incident happened. But when she witnessed this racist encounter, she felt compelled to speak up. She turned to the resident and said, “I’m sorry. I don’t know how you consider yourself. But this is a man, and I would appreciate if you would address this person with the respect that’s due.”28

When Claudia challenged her supervising resident on their behavior, she made herself extremely vulnerable. Medical students’ grades in their clinical rotations are based on their residents’ and attendings’ subjective views of their performance in the wards. This resident’s behavior suggested that they had prejudice against black people, which likely negatively impacted their assessment of black medical students’ performance in the hospital. Claudia’s decision to advocate for her black patient could have motivated this resident to give her an even more detrimental assessment. It could have had negative repercussions on her career.

Following this encounter and others like it, Claudia’s white colleagues ostracized her. They tried to gaslight her, claiming that their racist behavior wasn’t prejudiced. She was tagged as “seeing a racist behind every tree.”29 But she wasn’t delusional. She wasn’t overreacting. The difference in medical care for their white patients versus their black patients was palpable.

Despite this injustice, Claudia’s advocacy for her black patients could prevent her from graduating from medical school. It distracted her from her school obligations, such as giving clinical presentations in the wards or performing well on exams after each rotation. It would be easier if she had acted like many of her white classmates, who turned a blind eye to the racial injustice. But she couldn’t do that. She decided to add patient advocacy to her long list of responsibilities. Thankfully, this heavy burden didn’t cause her to burn out. She completed all her medical school requirements and graduated from Johns Hopkins University School of Medicine in the spring of 1975. A few weeks later, Dr. Claudia Thomas joined Yale New Haven Hospital as a new orthopedic surgery intern.

Interns are newly minted doctors who are still relatively low on the totem pole. Many in this position opt to keep their heads down and try not to ruffle any feathers. But, as in medical school, Dr. Thomas chose not to take this easy path. When she saw problems in the hospital, she voiced her concerns. One of her more memorable experiences during her intern year occurred when she was working with a neurosurgeon whose attitude rivaled that of the general surgeons that she had encountered in medical school. While neurosurgery cases can be extremely stressful, this surgeon didn’t manage his stress in a productive way. He liked to take his stress out on the women on his care team, including Dr. Thomas.

Dr. Thomas was performing a surgery with this physician, and, at one point, she did something that he didn’t like. Immediately, he aimed his aggression at her. “You’re so g-ddamn stupid!”30 She felt completely disrespected, but she tried to smooth over the tension by explaining her choice of actions. He didn’t want to hear it. He just kept cursing at her. Dr. Thomas’s blood began to boil as this man’s sexist behavior weighed more heavily on her. He never treated the men this way. Dr. Thomas decided that she would not take this man’s assault. She tore off her gown and gloves and stormed out of the OR. This response was bold. While the neurosurgeon was the one engaging in verbal harassment, Dr. Thomas was a lowly intern. She was the one who broke the norms of medicine by speaking out against her superior. Her livelihood was now at risk. The neurosurgeon knew the power he held in the situation, so he tried to get Dr. Thomas fired. Luckily, the residency director did not give in to his request. Dr. Thomas was allowed to stay and complete her residency.

As she continued through her training, the number of surgeons who respected and supported her professional development outnumbered those who tried to throw barriers in her way or demean her. This mentorship was vital to Dr. Thomas’s advancement. Still, she faced a challenge that was unique to being a woman. She had chosen orthopedic surgery, a physically demanding specialty. Orthopedic surgeons commonly work with joints that are difficult to maneuver, including the hip, the largest joint in the body. To put a dislocated hip back into place requires sheer force, and there aren’t machines to assist in this endeavor. Success sometimes depends on the strength of the surgeon, which explains why many of the men who entered this field were athletes. Dr. Thomas did not fit this mold. But she was not deterred. She found a way to adapt. She couldn’t use the techniques that the men used to maneuver a dislocated hip, so she developed one of her own.

One day, she was scrubbing in with a Dr. Keggi, a strong Nordic orthopedic surgeon. As Dr. Thomas looked on, Dr. Keggi removed the patient’s dislocated hip with ease. Now, it was time to put the new prosthetic hip into place. Dr. Keggi was comfortable with this procedure; he had completed countless hip replacement cases. He began his tugging and pulling to put the hip in. But the prosthetic wouldn’t give. He applied more force. Still, no progress. The scrub nurse gave the patient a relaxant so that the muscles would be more pliant. Dr. Keggi used all of his strength, but it just wouldn’t budge. The prosthetic must have been too long. Resigned, Dr. Keggi lumbered to the back table to pick out another one. There was a whole process involved in replacing the current prosthetic with a new one. This would take hours.

Dr. Thomas surveyed the room; besides Dr. Keggi, everyone in the room was a woman. She confidently turned to the anesthesiologist, ready to take charge. “Give the patient some more relaxant.”31 Then, she motioned to a scrub nurse and asked her to hold the patient down. Dr. Thomas used her unique technique to drive the prosthetic hip into place. There was a satisfying “pop” that confirmed her success.

After five long years of a challenging but rewarding residency, Dr. Claudia Thomas completed the program in 1980. She was the first woman graduate of Yale’s orthopedic residency program and the first black woman orthopedic surgeon in the country.32 Dr. Thomas was not herself impressed by this distinction. Instead she said, “When I learned that I was the first African American female orthopedic surgeon, I said, Well, I will not be the last.”33 As in her days at Vassar, she was committed to bringing others up as she climbed. And she did just that.

After completing her residency and a brief fellowship in shock trauma, Dr. Thomas was appointed assistant professor of orthopedic surgery at the Johns Hopkins University School of Medicine. She used her privileged position as a faculty member to support others. Over the course of her tenure, Dr. Thomas helped recruit a high number of underrepresented minorities and women to train in orthopedics at Johns Hopkins. When she joined the faculty in 1981, the orthopedic residency program had trained only one woman and one black man in its history. By 2008, 20 percent of Hopkins’s orthopedic residency class were women and 32 percent were black.34

Dr. Jamil Jacobs-El, a former Hopkins orthopedic surgery resident from the class of 1995, described the impact Dr. Thomas had on his life: “It is very possible that I would not be a practicing academic orthopedic surgeon today, nor have as many superbly trained colleagues if it were not for Dr. Thomas’ valiant and selfless efforts on our behalf. Dr. Thomas represents a rare and necessary entity to advance the cause of orthopedic surgery training, beyond the scope of her own private practice, with a vision to the future of medicine.”35

The 2007 president of the American Academy of Orthopaedic Surgeons (AAOS), Dr. James Beaty, also sang Dr. Thomas’s praises: “She was determined to help minority women enter orthopaedics and has been responsible for scores of minorities and women entering our profession. Dr. Thomas has provided orthopaedic care to inner city residents and has encouraged colleagues and protégés to do exactly the same. For the past 30 years, her tenacity and social activism have been responsible for extraordinarily diverse residency programs in institutions across the country.”36 Dr. Thomas’s avid mentorship and advocacy work led to her receiving the AAOS Diversity Award in 2008.

Dr. Thomas’s dedication to mentorship inspired some of her mentees to become impactful mentors themselves. One such mentee was Dr. Bonnie Mason. When Dr. Mason was in medical school, she shared her dreams of becoming an orthopedic surgeon with a trusted advisor. Their response was, “You will NEVER be an orthopedic surgeon as a little black girl from a little black school.”37 These words were painful and discouraging, but meeting Dr. Thomas not too long after this encounter reaffirmed Dr. Mason’s conviction to pursue orthopedics.

Dr. Mason’s feelings from her first meeting with Dr. Thomas mirror those of Dr. Joycelyn Elders when she first met Dr. Edith Irby Jones. Dr. Mason recalled, “Well, the first time I laid eyes on Dr. Claudia Thomas, the first African-American woman to become a board-certified orthopedic surgeon in the U.S., I knew I could do it. In my mind, she looked just like me, which underscores the power of our presence. . . . Dr. Thomas was one of my first mentors in orthopedics and remains so to this day. Her strength, courage and achievements continue to inspire me.”38 In 2004, only four years after completing her orthopedic surgery residency at Howard University, Dr. Mason founded Nth Dimensions, a mentoring program aimed at addressing the dearth of women and underrepresented minorities in orthopedic surgery while eliminating healthcare disparities for all communities.39 Since its founding, Nth Dimensions has awarded over $1.2 million in scholarships and program grants while exposing thousands of students to the field of orthopedic surgery.40

The unwavering efforts of Dr. Thomas and Dr. Mason were necessary in a field that has been resistant to change. In 2019, orthopedic surgery was the least diverse field out of all medical and surgical subspecialties. In recent years, approximately 50 percent of all US medical school graduates have been women. Despite this, only 14 percent of orthopedic surgery residents are women. Worse still, black and Latinx trainees make up only 4.1 percent and 2.7 percent of all orthopedic residents, respectively.41 The well-documented scarcity of women and racial minorities in surgical subspecialties is intensified in orthopedic surgery. Without the strong mentorship and advocacy employed by Drs. Claudia Thomas and Bonnie Mason, the demographic of orthopedic surgeons would be even more lopsided—maintaining a near-complete domination of the field by white male orthopedic surgeons through the exclusion of those from other genders and racial backgrounds.

One thing that deters many women from pursuing orthopedic surgery, and many other surgical subspecialties, is the extremely demanding nature of their residency training programs, which makes it difficult to have a family. When Dr. Thomas was in her residency program, she left home for the hospital at six in the morning and didn’t return until around ten at night. Her time was not her own. Even though she wanted to have a family, she felt compelled to put it off. She committed herself to the surgical training process throughout her residency and fellowship. But once she became an attending physician, at thirty-one years old, she jumped into the dating scene.

Unfortunately, she struggled to find a partner who supported her career. Her potential suitors didn’t value her work as a trailblazing orthopedic surgeon. They saw orthopedics as a distraction that would take her away from her true womanly duties. These men expected Dr. Thomas to prioritize cooking and cleaning, and even doing their laundry. Norms around which partner in a heterosexual relationship should make the most money posed another challenge that she, and many female physicians, faced. Dr. Thomas dated a city councilman who once commented, “I could make $100,000, but I still wouldn’t make as much as you.”42 Dr. Thomas knew that her earning potential far outpaced that of many working men. She was comfortable with that. She didn’t believe that a man’s masculinity, or his potential to be a good partner, was dependent on whether he was the highest earner in the household. But this man couldn’t get past Dr. Thomas’s success. He became so insecure that the relationship fell apart.

Fortunately, Claudia eventually met Maxwell Carty, a man who loved her and appreciated all that she had to offer.43 They married in 1985, when Claudia was thirty-five. Her husband was not an orthopedic surgeon; he was a builder. Maxwell could have worried that Claudia would command more respect than he did, due to her profession, but he was secure within himself. He didn’t tie his masculinity to his ability to dominate his wife. And he didn’t try to hold her back. He was proud of all that Dr. Thomas had achieved and supported her career as a loving partner should.

Once Claudia and Maxwell got settled in their marriage, they tried to have kids. By this point, Claudia was around forty years old. Due to a markedly reduced number of healthy eggs and the immense physical toll that a pregnancy has on a woman’s body, having a baby becomes particularly difficult for women in their mid- to late thirties. Claudia was forced to accept the heartbreaking reality that her dream of having children would never be realized—her career and life course up to that point had rendered this impossible. One way that she coped with this loss was by pouring her love into many young medical trainees, several of whom were aspiring orthopedic surgeons.

The residency training for orthopedic surgery, and for many other medical and surgical subspecialties, was designed for men. Its grueling hours serve to ward off any woman audacious enough to consider joining this exclusive community. Either they give up their aspirations of becoming a physician, or they risk not being able to have children. Dr. Thomas tried to have both, and experienced agony when she couldn’t have children due to a system that was stacked against her.

A more heterogenous workforce in orthopedic surgery, and medicine as a whole, allowed women and underrepresented minorities to get involved in decisions around residency training, which led to the establishment of more inclusive policies. When Dr. Thomas was a trainee, it was normal for residents to work as much as 120 of the 168 hours in the week at the hospital. In 2003, the Accreditation Council for Graduate Medical Education (ACGME) enacted “duty hour” restrictions, capping the average work hours for a resident to eighty hours a week.44 While residents in various specialties still report working more than eighty hours a week, residents generally work fewer hours than their predecessors.45 Diversity efforts from people like Dr. Claudia Thomas were essential to alter the work culture of medicine, making it more feasible for people to pursue this profession without making significant sacrifices in their personal lives. Thanks to Dr. Thomas’s tireless commitment to increasing professional opportunities and improving the work environment for women and people of color, it’s more feasible for someone like me to become a surgeon.
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CHAPTER 9

CRUSADING FOR PUBLIC HEALTH

Nowadays, the path to medicine begins the same way for everyone—we attain an undergraduate degree, complete our required premed classes, and take the MCAT, which is the national standardized medical school admissions test. A student can come from almost any college or university in the US and still be competitive for most medical schools. They just need to have strong GPAs and MCAT scores and take the prerequisite courses in college, participate in extracurriculars, and exhibit a passion for medicine.

But as soon as the student receives admission into one or more medical schools, that path toward medicine splinters into a dozen distinct directions. The student could attend an allopathic or osteopathic medical school, leading to an MD or DO, respectively. They could choose a medical school located in the mainland US or the Caribbean islands, or even further abroad. They could pick the more expensive school or the school with the best financial aid. Many aspiring physicians are in their early twenties when they make this crucial decision, which can impact what medical specialty they go into or if they can afford to buy a house in their thirties. Since I will be the first person in my family to become a doctor, I didn’t have a built-in support system to guide me along this convoluted path.

To make matters more complicated, I am a black woman with aspirations of making a significant impact in medicine. I’ve dreamt of being selected for top leadership positions in medicine, such as dean of a medical school. But when I researched who held these positions, I found that it was still overwhelmingly men. According to the Association of American Medical Colleges, in 1991, 100 percent of all permanent medical school deans were men. This position has become only a little more inclusive over the years. In 2020, 82 percent of all permanent medical school deans were men.1 And despite searching for over a year, I’ve been able to find only two black women who are currently deans of medical schools: Dr. Valerie Montgomery Rice and Dr. Deborah Prothrow-Stith.2 They lead two of the four historically black medical schools, Morehouse School of Medicine and Charles R. Drew University of Medicine and Science, respectively. What did they, and other black female leaders in medicine, have to do to attain positions that allowed them to have wide-reaching impacts in medicine? How did they combat the race- and gender-based prejudice that likely impacted other people’s perceptions of these black women’s ability to lead?

As these questions swarmed in my mind, I stumbled upon an interview with Dr. Risa Lavizzo-Mourey. This black woman physician is a global leader and a professor at my school, the University of Pennsylvania. I promptly reached out to her since we shared this institutional connection. Like the reaction Dr. Joycelyn Elders had when she first met Dr. Edith Irby Jones, I buzzed with excitement and hope after meeting Dr. Lavizzo-Mourey. Learning about her journey made me believe that my dreams of positively impacting medicine, particularly by making the medical profession more inclusive and by reducing health inequities, are actually things that I can achieve. Lessons from her past, and from those of every other black woman physician in this book, light the way for my future.

Risa Lavizzo was born in Nashville, Tennessee, in 1954, four years after Claudia Thomas was born. Risa was raised by parents who had both managed to become physicians. Her mother, Dr. Blanche Sellers Lavizzo, was a pediatrician, and her father, Dr. Philip Lavizzo, was a surgeon. Before the couple had any children, they spent a year in Seattle, Washington, while Philip completed his surgical residency. After, the couple returned to Nashville to begin their medical practices.

Soon after Risa was born, the Lavizzos received better job opportunities in Seattle and decided to move back permanently. This move allowed them to raise their children outside the Jim Crow South. Although the Lavizzos had found some professional success in the South, they still endured the systemic laws that framed black Americans as second-class citizens: Sit in the back of the bus out of the view of any white passengers. Pick up your food from the back of the restaurant so that the white customers don’t have to be near you. Submit to white people. Never forget that they are your superiors.

African Americans endured this horrid environment for decades in order to survive. But when they could, they sought a way out. When the family moved north in 1956, they joined about six million African Americans who had left the South in hopes of a better life as a part of the Great Migration. The move proved beneficial for their daughter, Risa. She didn’t experience much overt racism growing up.

Due to Risa’s early exposure to medicine, she was certain that she wanted to become a physician by the time she was in ninth grade. She asked her dad if she could shadow him during one of his surgeries. Nowadays, it’s not permissible for a surgeon to bring a fifteen-year-old along with them for a case. But Risa was lucky enough to gain that exposure. During my 2021 interview with Dr. Risa Lavizzo-Mourey, she recalled this distinct experience. She had entered the operating room and positioned herself next to the anesthesiologist, giving her a clear line of view to the operation. Her dad was discussing the clinical case as he took a scalpel to the skin of the patient, a young man. Risa couldn’t take her eyes off of that glinting knife. Her father pressed the blade against the patient’s skin and pulled back. Slowly, the wound grew bigger and bigger. Risa’s widening eyes seemed to follow in sync. Whack! Her body crashed to the ground.

Everyone’s attention was immediately diverted to Risa. She had passed out. The anesthesiologist rushed to remove her from the operating theater. A member of the medical team watched over Risa while everyone else continued the surgery. When Risa finally regained consciousness and realized what had happened, her face became red hot. She was so embarrassed. Her heart sunk as she assumed that she was never going to be a doctor. It just wasn’t meant to be. When she relayed these feelings to her dad, he protested: “No! No! A lot of people faint the first time they go in the operating room. It’s no big deal.” With time, her unease about the situation slowly slipped away. Risa described the memory of her father nurturing her after this incident as “the biggest antidote to the negative things that I would hear . . . in that time, in college, and later in medical school.” She learned at an early age, “you can go to ground in the operating room and still get up and be a physician.”3 If your will is strong enough, there’s nothing that can hold you back.

A few years later, Risa’s dad started having his own obstacles in medicine. Maybe it began with a slight stiffness when he unscrewed a bottle of jam. Or the sensation of being tipsy when he hadn’t sipped a drink. But when it became challenging to tie a knot, he knew something was terribly wrong. He went to his doctor to investigate the movement challenges that he was having. To his great dismay, they delivered the diagnosis he was dreading: Parkinson’s disease. Parkinson’s disease is a neurodegenerative disease that depletes dopamine, a neurochemical messenger that regulates movement and mood, and aids in learning and memory. Common symptoms associated with Parkinson’s disease include trembling hands and arms, stiff limbs, slowed movement, and impaired balance and coordination. This diagnosis meant the end of Dr. Philip Lavizzo’s surgical career.

When Dr. Lavizzo realized this, he was utterly devastated. His love for surgery was rivaled only by his love for his family. He began taking levodopa (L-dopa), a precursor molecule to dopamine, in an attempt to slow the progression of the disease. When he fell ill, this treatment was still in the early stages of clinical use. It is now known that this drug can cause depression, likely due to the reduced levels of intrinsic dopamine in the early stages of treatment. This is followed by a rebound in mood around the same time that movement begins to improve. After decades of using this drug for Parkinson’s disease patients, clinicians are now better equipped to manage that early dip in mood. Risa’s dad began taking the medication only about ten years into its widespread use. He didn’t have that luxury of clinical insight.

When Risa graduated from high school, the family was overjoyed. Risa had done so well that she gained a spot in Yale University’s entering class of 1972. But this joy was ripped from the family when Dr. Philip Lavizzo lost his life to suicide about a week after Risa’s high school graduation. While the family knew that Dr. Lavizzo was heartbroken when he gave up his work, they never imagined that this sorrow in combination with the L-dopa treatment could have such dire consequences.

Risa was devastated. And she couldn’t stop thinking about how this catastrophe was crushing her mother and her younger siblings. Overnight, Risa’s mom became a grieving widow, the primary breadwinner of the household, and the sole parent of four children (including two who were under ten). It was too much. The family continued to struggle midway through the summer. So Risa deferred her matriculation to Yale by a year. She instead started college locally at the University of Washington so that she could be there for her family. This decision changed everything.

Due to the timing of the decision, Risa matriculated at the University of Washington after many of her classmates had. She was still able to enroll in some premed classes, but she had few options for her electives. Risa chose Public Health 101 as one of her electives. It was a topic she wasn’t familiar with. The course provided Risa with a broad perspective on the public health initiatives that really made an impact in the community. It also made her realize that while individual medical therapies were essential to the advancement of medicine, public health was necessary to heal populations. To comprehend population health, her public health professor created a framework for social determinants of health. This concept appeared repeatedly throughout Dr. Risa Lavizzo-Mourey’s career and helped her understand why many of her black patients had worse health outcomes than her white patients did.

While Risa was starting to form an idea of how she wanted her career to look, she also had to fulfill the requirements of a premedical student. One such responsibility was attending early morning science labs. She had to start her day while campus was still quiet. She made sure to give herself enough time to eat food from the student union’s cafeteria before these multi-hour labs. When she arrived, she found a few students scattered throughout the dining hall. Risa gravitated toward one in particular: Robert (Bob) Mourey, a handsome young man who was in his senior year. He was also an early riser, so their breakfast meetups became a regular occurrence. As Risa got to know him, she felt a spark. There was something special about this man.

As their relationship developed, Risa made it clear that she was going to become a physician. Like Dr. Claudia Thomas, Risa had dated other guys who detested her ambition. Thankfully, Bob was different. He shared a vision of a two-career family. This, in addition to many other factors, made Risa confident that he was the one. Bob was her soul mate. So, toward the end of the school year, they promised to spend their lives together. Their engagement diverted Risa’s plan to start school at Yale for her sophomore year. Instead, she moved to New York with her soon-to-be husband. They attended the State University of New York at Stony Brook together. Risa was a premedical student, and Bob was a sociology graduate student. While Risa made this early sacrifice, Bob maintained his vow to support Risa’s career. The couple’s decision to relocate to New York came with a promise: since Bob had chosen this move, the next choice was Risa’s. They would alternate like this for the next fifty years.

Unfortunately, Risa was not happy at Stony Brook. It was a commuter school with only a handful of black students. In each of her premed classes, she was the sole melanated person in a sea full of whiteness. The only time she had other black people in her class was in the one African American history class that was offered at the school. The national trend of universities excluding the role of African Americans from much of the American history they taught negatively impacted many black students, including Risa and Claudia. Risa felt isolated at this school due to its lack of diversity, and the feeling was exacerbated by the white students’ views of their black classmates.

The white students’ prejudice was heighted by President John F. Kennedy’s attempt to reduce the racial discrimination that permeated the country. On March 6, 1961, President Kennedy issued Executive Order 10925, which demanded that employers terminate discriminatory employment practices that were based on potential employees’ ethnicity and/or nationality. The impact of affirmative action expanded beyond Kennedy’s initial mandate thanks to the civil rights movement and eventual passage of civil rights legislation later in the 1960s. Affirmative action has helped white women advance in their careers more so than any other demographic, but this fact is oftentimes forgotten. Instead, people tend to focus their attention on black Americans. They claim that legislation that was meant to combat over a century of discriminatory practices instead serves to give underrepresented people advantages that they don’t deserve.

This white supremacist mentality hit home for Risa in the early 1970s, when she took a course on improving health in underserved communities that was taught by well-known journalist and social activist Jack Geiger. During one class session, the topic of affirmative action came up. Instinctively, one student blurted out, “There are black people that are getting into medical school and taking seats away from more deserving white students.”4 Immediately, all heads turned to Risa. She was the only black student in that class. Despite the clear disproportionality in representation, many were convinced that she had gained access to a space that she didn’t deserve to be in. They didn’t realize that she had actually passed up her Yale acceptance to study at Stony Brook.

The academic excellence that gained Risa acceptance into that prestigious university continued to shine through at Stony Brook. The premed office ranked all of the students applying to medical school according to their test scores and GPAs. The ranking was posted on a counselor’s door. To maintain some level of anonymity, the office used the students’ Social Security numbers instead of their names. While white students were suggesting that Risa didn’t earn her spot at the school, she was the highest-ranked premedical student in the entire class. No one stopped to consider how well Risa grasped the class material. And the thought that she could be performing better than every white student was surely unfathomable to them. Some people’s prejudice is explicit. Others’ is implicit. But the assumption is always the same: black people can’t be intellectual equals to their white peers, and there’s no way they can be more intelligent. It just goes against common (white) sense.

Risa was hurt by her classmates’ responses, but she didn’t let this deter her. She continued working hard in school. By her third year of college, in 1974, she was ready to escape the prejudiced culture at Stony Brook. She spoke to her premed counselors about applying to medical school in her third year, but they discouraged her. She had completed, and excelled in, all the prerequisite classes for medical school. But the premed counselors didn’t believe that she was medical school material. It didn’t matter that she had extensive experience in the hospital, dating back to her childhood, or that she was the top student in her class. In their minds, Risa’s identity as a black woman disqualified her as someone who could succeed in medical school. They actually believed that applying to medical school would be a waste of her money, in spite of the ranking posted on the door.5

In the 1860s, Dr. Rebecca Crumpler was told that the MD at the end of her name stood for mule driver, because she surely couldn’t have earned a medical degree. In the 1930s, Dr. Lena Edwards was refused acceptance into residency programs for eight consecutive years because the admissions committee believed that her identity as a black woman meant that she was incapable of becoming a competent physician. And in the 1950s, Dr. Marilyn Gaston’s high school counselors tried to dissuade her from pursuing medicine because they believed her identity as a poor black girl deemed her unfit. So it’s no surprise that in the 1970s, Risa’s college counselors were convinced that she wouldn’t succeed in medical school.

Even in 2021, the tradition lives on. I, along with countless other black medical students, have been told that we “stole a medical school spot from a more deserving nonblack medical applicant,” that we “will bring down the class averages,” and that we “just aren’t as hardworking as our peers.” At some point, these people will have to accept the truth—we can excel in this space. The proof is in our legacy of black women physicians who achieved so much in their careers, despite all the work put into keeping them out of this profession.

Risa combated this discriminatory behavior the way many of her predecessors had: by ignoring the hate and staying focused on the goal. She sent applications to ten medical schools, including all of the Ivy League medical schools, the University of Washington, and Stanford University, despite the Stony Brook advisors. Her stellar record earned her interviews from all ten of these schools. When she interviewed at Harvard Medical School, she met Deborah Meyers, an African American woman in her second year of medical school. Risa remembered looking up to her because Deborah had already survived the first year of medical school. During the interview, Risa described her career interests to Deborah. She said she felt drawn to research and thought that she would enjoy a career in academic medicine. But Risa admitted that she felt somewhat guilty pursuing this interest because she knew that African Americans needed more primary care physicians. Deborah leaned into Risa and said, “We need ’em all, honey! Whatever you want to do. We need it all.”6 Risa felt a rush of relief flood over her. With these few words, this peer-mentor gave Risa permission to just pursue her passions. She felt accepted and seen. It was something she hadn’t felt since she lived with her family in Seattle. Immediately she knew that Harvard Medical School was the place she was meant to be.

After Risa completed all her interviews, there was a period of silence. Months went by without a word from the schools. She had a general idea of when she was supposed to hear back, but she didn’t know the exact dates. By springtime, the admissions letters started to roll in. Yale. Columbia. University of Washington. She was so excited about these acceptances, but there was still one school she was holding her breath for.

When she received the envelope from Harvard, her heart began to race. She inspected the size of the envelope. It was thick! Ecstasy jolted through her veins. She knew that a thick envelope was good news, because it could hold the admissions decision as well as other important forms. If it was going to be a rejection, it would’ve been thin. So she savored the moment. She slowly separated the binding, careful not to rip the paper. Once she finally opened the envelope, she read the letter on top: an acceptance. She had been dreaming about this moment since she was a child. Her hard work finally paid off.

Now that she had been accepted into medical school, she could leave Stony Brook, even though she hadn’t completed all its requirements for an undergraduate degree. At the time, medical schools required certain premed classes, but not a bachelor’s degree, to matriculate. But students could typically work with their undergraduate university to attain their degree even if they left early for medical school. Risa hoped to make this arrangement with Stony Brook. She told her premed advisor about her acceptance to Harvard, along with the eight other prestigious medical schools. But they still weren’t convinced that she could become a doctor. The counselor thought Risa might not make it through the training process, and they weren’t shy about their doubts. They told her that she could send them her medical school transcript from the first year if she could make it that far.7 They said they would give her a bachelor’s degree from Stony Brook only if she submitted this medical school transcript. Risa was sick and tired of the school’s lack of support. So she decided not to complete the process. She was going to earn her medical degree. She could do without the bachelor’s.

In the summer of 1975, Risa and Bob got married and moved to Boston. The move thrust them into a sea of racial tensions that had been mounting for over a decade. Racism has held a strong grip on Boston throughout its history.8 In 1861, Dr. Rebecca Crumpler literally fled Boston and moved south to Richmond, Virginia, because it wasn’t safe for African Americans to live in Boston. A mob of white men had taken clubs, stones, and axes to beat African Americans in their North Beacon Hill neighborhood, only two miles from Dr. Crumpler’s medical school, because the white people were enraged by the possibility that slavery would be outlawed in the South—and large groups of police officers just stood by and watched the violence unfold. Rebecca didn’t feel safe to return to Boston and continue her medical education for two years, until the Civil War had progressed and President Abraham Lincoln had signed the Emancipation Proclamation.

While Boston was forced to adhere to early abolition legislation in Massachusetts, the city skirted the national mandate to end racial segregation under the Civil Rights Act of 1964. It maintained segregation in its public schools, prompting black Americans to engage in nonviolent protests. In 1972, after about a decade of protests, the US District Court for the District of Massachusetts finally investigated the actions of Boston public schools. In 1974, following a lengthy trial, Judge W. Arthur Garrity Jr. found that the Boston School Committee had “knowingly carried out a systematic program of segregation affecting all of the city’s students, teachers, and school facilities.”9 The public schools were forced to desegregate.

White Bostonians in the 1970s mirrored the actions of white locals from more than a century before, meeting this court ruling—which increased equality—with violence. In order to desegregate the schools, Judge Garrity ordered school buses to take African American students to predominantly white schools and white students to black schools. On the opening day of classes, when this order was implemented, white adults hurled bricks and bottles at African American children who were taking the bus to school.10 This act of violence against children spiked racial tensions in the city.

Amid the tensions, Risa and Bob tried to focus on getting settled before Risa started medical school. But whenever the couple expressed interest in an apartment that was listed as open, the landlords claimed that the units were already rented. Eventually it became clear that these units were still available, but the landlords were trying to prevent black people from moving into that area. This was the first time Risa was overtly denied something because of her race. Seattle had effectively shielded her from this harsh form of racism.

The city did not welcome Risa, but the black community at Harvard Medical School (HMS) did. She found it so refreshing to enter a space with other black people who shared her passion for medicine, especially after the challenges she faced at Stony Brook. Her black classmates were able to relate to her challenges moving to Boston. They didn’t experience racism just in the medical space. Discrimination crowded them on all sides. The black medical community was a space for them to all heal from their hurtful experiences while supporting one another along their professional journeys. Dr. Alvin Poussaint was the glue for the community. He became the faculty associate dean for student affairs at HMS in 1969 and remained in that position for fifty years.11 Over the course of his tenure, he recruited and mentored almost 1,400 students of color at the medical school.12 He also played a central role in the formation of diversity and inclusion at HMS. The community served as Risa’s lifeline as she traversed the challenges of attending HMS and living in Boston as a black woman.

This support system was essential when a white male professor at HMS published an article about affirmative action in the New England Journal of Medicine. The professor thought it was wrong that it benefited black students; he wasn’t as concerned about how it gave increased access to white female students. He wrote boldly that there were minority students admitted to medical school who weren’t competent and were going to “leave a swath of death in their path.”13 He was one member of a larger faction of professors who, even within the ivied walls of their own medical school, tried to snatch any confidence black students had in their ability to succeed in medicine.

Racist incidents like this were surely painful, but like Drs. Edith Irby Jones and Marilyn Gaston, Risa refused to let prejudiced people impede her progress toward her goals. She hunkered down and tried to keep her focus fixed on the demands of a rigorous medical school curriculum. As she progressed through her training, she found herself increasingly drawn to internal medicine. She believed that she could study the topics that she found intellectually challenging, such as the social determinants of health, from the perch of internal medicine. After Dr. Risa Lavizzo-Mourey graduated from HMS in 1979, she started an internal medicine residency at Brigham and Women’s Hospital, an affiliate of the medical school.

During Dr. Lavizzo-Mourey’s residency training, she felt that she was ready to make progress in another area of her life: having a baby. She had her first child, her daughter, during residency; she had her son right before starting her fellowship. This timing worked out well because her postgraduate training had clear demarcations between work and personal life. During work hours, she was expected to be present. But when she left the hospital and wasn’t on call, her time was her own. There was an expectation to read medical journals to expand her knowledge and be a good doctor, but this reading could be done on her schedule. In contrast, once she became an attending physician and assistant professor, it was as if she were working 24/7. She had to teach and be on call for her patients, as well as write grants and fulfill other administrative duties. Her husband’s support with the family’s needs made the balance between Dr. Lavizzo-Mourey’s family and career responsibilities more manageable.

Once Dr. Lavizzo-Mourey completed her residency, it was her husband’s turn to choose where the family moved. He chose Philadelphia. Dr. Lavizzo-Mourey had previously secured a fellowship in hypertension with Dr. Victor Dzau when he was working at Brigham and Women’s Hospital. (Dzau is currently the president of the United States National Academy of Medicine, having served in this position since 2014. Before this, he served as president and CEO of Duke University Medical Center.) Because Risa and her husband were on different career timelines, she had to apply for fellowships before her husband knew where he would be hired. So when he landed his sociology teaching job in Philly, Dr. Lavizzo-Mourey was put in a difficult position. She was excited about the fellowship opportunity with Dr. Dzau, but she had made a promise to her husband. Managing a dual-career household did not come without its hitches, but this family was committed to making it work.

Dr. Lavizzo-Mourey didn’t want a long commute to work, so she gave up an incredible fellowship opportunity and began interviewing for jobs in Philly. She landed a job as a primary care physician with a new practice that Temple University had opened in Center City, Philadelphia. After working in this position for two years, Dr. Lavizzo-Mourey realized that she didn’t want to work in traditional primary care. Most of her patients were young and healthy. The experience contrasted with her time in medical training, when she had cared for really sick patients. One patient population that she did enjoy in Philly was the geriatric patient population. Their clinical presentations were intellectually challenging, and caring for them was emotionally rewarding. Because they were often ignored, she knew she was making a difference by giving them the care that they deserved. A clinical practice in geriatrics also aligned with her research interests in health policy in the context of Medicare.

Dr. Lavizzo-Mourey left Temple and joined the Robert Wood Johnson Foundation (RWJF) Clinical Scholars fellowship program, which was affiliated with the University of Pennsylvania. Dr. Lavizzo-Mourey was still interested in exploring population-based healthcare, but Penn didn’t have a school of public health at the time. So, she crafted her own program to explore her varied interests. She simultaneously worked on her RWJF fellowship and an MBA in healthcare administration at the Wharton School of the University of Pennsylvania. In 1986, Dr. Lavizzo-Mourey completed the fellowship in general internal medicine with a focus in geriatrics and the MBA. She did all this as a new mom who had given birth to her second child about six weeks before starting the fellowship. Once she completed her training, she became an assistant professor at the Perelman School of Medicine and at Wharton. Six years later, in 1992, she was promoted to associate professor at the Perelman School of Medicine and at Wharton.

Dr. Lavizzo-Mourey was very successful in academic medicine, but entering this space did pose some challenges. Throughout her medical training, she had had a community of other black physicians whom she could relate to. Once she reached faculty level, it was just her and one other African American. She no longer had that community of medical colleagues who could both share recipes for cherished soul food dishes and understand the pain of yet another nonblack colleague mistaking them for a nurse’s aide instead of an attending physician. This academic environment also demanded collaborative research. But because there were few black physicians on the faculty, Dr. Lavizzo-Mourey faced challenges finding colleagues who also wanted to study the health disparities impacting the African American population.

Dr. Lavizzo-Mourey found her early faculty years particularly difficult due to this stark shift in her environment. It made her feel isolated and out of place. Countless black physicians have reported similar feelings of isolation within academic medicine.14 This is one of many issues that contribute to the underrepresentation of black physicians in academia. Less than 2 percent of physicians in academic medicine are black women, and only 0.7 percent of medical school faculty full professors are black women.15 While Dr. Risa Lavizzo-Mourey experienced many challenges within academic medicine, she drew strength from the community of black physicians whom she knew outside of her institution. Leveraging a community of black professionals to cope is a popular strategy used by black physicians in this position. Dr. May Chinn found community through friends who were also leaders of the Harlem Renaissance. Dr. Dorothy Ferebee found her community through Alpha Kappa Alpha Sorority and other black professional organizations. Having this community reminds people that they’re not alone in their struggles, which makes it easier for them to navigate obstacles.

One way that Dr. Lavizzo-Mourey cultivated her community of black professionals was by attending annual conferences hosted by the Association of Academic Minority Physicians (AAMP). This organization had been founded in 1986 by six black male academic physicians who held prominent and visible positions in academia, including Dr. Louis W. Sullivan and Dr. Donald E. Wilson. At the time of the organization’s founding, these physicians recognized that underrepresented minorities “accounted for only 3% of U.S. medical school faculty, 1.9% of professors, and no academic Dean . . . (except for traditionally minority schools).”16 These six physicians wanted to create an organization that would diversify medicine and, as a result, improve health outcomes in the US for minority populations. One strategy that they used to work toward these goals was to foster a community among physicians in academia.

Three years after helping to create the AAMP, Dr. Sullivan was appointed secretary of the US Department of Health and Human Services by President George H. W. Bush. Before holding this position, Dr. Sullivan had been founding dean and president of the Morehouse School of Medicine. Dr. Sullivan worked for the White House throughout the elder Bush’s presidency, from 1989 to 1993. One of Dr. Sullivan’s key initiatives during his tenure was to increase gender and ethnic diversity in senior positions at the Department of Health and Human Services. He helped to appoint the first (white) female director of the National Institutes of Health, and the first female and first Latinx surgeon general of the United States. In addition to his role in making these high-profile appointments, Dr. Sullivan enlisted the help of a few of his long-term colleagues to help him identify other minority physicians who could make a positive impact in the department.

Dr. Donald E. Wilson was one of Dr. Sullivan’s trusted advisors. In 1991, Dr. Wilson became the country’s first African American dean of a medical school that was not historically black when he joined the University of Maryland School of Medicine. That same year, he made a call to Dr. Lavizzo-Mourey. Dr. Wilson wanted to gauge Dr. Lavizzo-Mourey’s interest in going to Washington, DC, to join Dr. Sullivan’s Agency for Health Care Policy and Research. This government job was a great opportunity for Dr. Lavizzo-Mourey to explore her public health interests, but she felt hampered by the circumstances of the offer. First, she was a lifelong Democrat, and this was a Republican administration. She wasn’t sure she would fit in. Second, she had another year or so before she would go up for tenure. Without that job security, taking a leave of absence to pursue this policy job could threaten her position at Penn. Election to the tenure track relied on standardized guidelines, such as publishing a certain number of papers in academic journals. While she was making promising strides toward this benchmark, a hiatus could stall her. Lastly, she would have to commute from Philly to Maryland to work, but she had two young children. She wanted to be as present with her kids as possible.

All of these factors made her hesitant to accept the position. Her advisors discouraged her from taking the job. But she had a nagging voice that kept saying, “You’ve always said that you want to work on expanding access to coverage. Here’s a chance to do it.”17 While ramping up support for his second presidential race, Bush had been saying that he wanted to increase the number of beneficiaries of Medicare. Dr. Lavizzo-Mourey wanted to be a part of this expansion. In 1992, she took a calculated risk and accepted the job.

Dr. Lavizzo-Mourey was considered for a presidential appointment by the Bush administration, but officials quickly found out that she wasn’t a Republican. As a result, she was brought on the team under the senior executive service, the civil service, instead of via presidential appointment. When President Bush lost the election to Bill Clinton and his administration ended, all the presidential appointees were expected to resign. Since Dr. Lavizzo-Mourey was a member of the civil service, she kept her job. She remained vocal about her interest in healthcare reform, so President Clinton appointed her to serve as cochair of the quality of care working group of the White House Task Force on Health Care Reform. Although the three doctors may not have overlapped, there was a brief period when Drs. Marilyn Gaston, Joycelyn Elders, and Risa Lavizzo-Mourey were all working at the White House to address various public health concerns.

Dr. Lavizzo-Mourey’s experience working on the presidential committees taught her the inner workings of the highest levels of government; she saw how difficult it was to bring a significant piece of legislation to Congress and then get it passed. It required a team to produce extensive research, work with Congress, and bring vital constituencies on board. There were many limitations to the process. While the Clinton administration tried its best, it failed to expand healthcare coverage. Through this journey, Dr. Lavizzo-Mourey became a leader in healthcare reform and in battling health disparities impacting African American and Latinx communities. Whenever someone wanted to make an impact in this space, they called Dr. Lavizzo-Mourey. Those two years gave her a more focused perspective on how to make a greater impact.

There was a maximum amount of time that Penn allotted for faculty to take leave to work in high-level government agency positions while maintaining their faculty positions. As Dr. Lavizzo-Mourey neared that time limit, she had to decide if she would stay in government or go back to academia. Throughout her time working for the government, she had had to commute. She would leave Philly on a Sunday night and come back Friday afternoon. Her family was proud of the impact Dr. Lavizzo-Mourey was making in society, but they still missed her at home. One Sunday night when she was putting her son to bed, he said, “You know, we’ve been living in different cities for two years. Don’t you think it’s time we all lived in the same place?”

Her son’s plea struck her heart. Risa thought to herself, “This is not good. I need to come on home.”18

So, in 1994, she rejoined the faculty at Penn, where she was given a lot more responsibility. Suddenly, the senior faculty viewed her as someone who could actually run things, as someone who understood policy making. Within the year, she was promoted to chief of the division of geriatric medicine, director at the Institute on Aging, associate dean for health services research, and associate executive vice president for health policy, all at the University of Pennsylvania. In 1995, she was also appointed Sylvan Eisman Professor of Medicine at the Perelman School of Medicine. After working in these roles for more than five years, she started thinking about her next steps.

She received multiple offers for higher-level positions within academia, but she wasn’t sure if they were the right move for her. Academia’s focus was feeling more and more constraining for what she wanted to do. She wanted to make change on a broader level. She was offered a job as senior vice president at the Robert Wood Johnson Foundation. This offer piqued her interest because she was familiar with the impact RWJF had on healthcare. She also knew that the foundation would be appointing a new president soon. She believed that her unique passions and skills made her ideally suited to lead the organization.

Then she considered the organization’s long history of white male presidents. “In my mind, I didn’t think it was such a long shot. Although almost everyone else thought it was a long shot. And it was. I mean, they were not thinking about a black woman for this job.”19 She knew three men working for the foundation, and many external candidates, were vying for the position. She thought it was unlikely that they interviewed any black women besides her. Diversity wasn’t their focus at the time. Still, she wouldn’t let that discourage her.

It was her dream job. Her experience in government made her aware of how influential foundations could be. A foundation could determine what research was needed to push forward an agenda, fund that research, and publicize it. The organization could develop a strategy and relentlessly chip away at it. Unlike a presidential administration that was limited to four or eight years, a foundation could work toward the same goal for ten years or more. It could develop a multipronged, long-term strategy that included training new health policy personnel, building community coalitions, fostering the support of political leaders, and so much more. With the time and resources that the Robert Wood Johnson Foundation could offer, Dr. Lavizzo-Mourey could tackle big problems.

In light of this offer, Penn gave her the option to take a leave of absence while holding on to her tenure. If, after a year, she wasn’t appointed to president of the foundation and she wasn’t happy with her job as senior vice president, she could go back to her faculty position at Penn. Even when she considered her family, there were few downsides. Her children were a bit older and more independent. Also, Princeton, New Jersey—where her new office would be—was only about an hour’s drive from Philly. The commute would be easy. This opportunity just felt right, so she accepted.

A year later, Dr. Lavizzo-Mourey received the news that she had been appointed president and CEO of the Robert Wood Johnson Foundation. She was over the moon and felt humbled by the responses. News organizations rushed to write the story; a New York Times article dated October 6, 2002, reported, “At age 48, a doctor specializing in geriatrics, Dr. Lavizzo-Mourey is still exploring the connection [between insurance and medical care] and—like her parents, but on a national stage—juggling the needs of health care providers and the uninsured. In December she will become the chief executive of the Robert Wood Johnson Foundation here, the nation’s largest philanthropy devoted to health and health care. She will be the first woman and the first African American to head the foundation, which has an endowment of about $8 billion and distributes more than $400 million a year.”20

Dr. Lavizzo-Mourey was honored to hold the position, but in taking it she accepted a big responsibility. Dr. Lavizzo-Mourey held the same perspective that Dr. Claudia Thomas did, a conviction echoed in Vice President Kamala Harris’s first postelection address to the nation: “While I may be the first woman in this office, I will not be the last.”21 Dr. Lavizzo-Mourey wanted her presence to change the way the foundation thought about black people and women as leaders in medicine. She didn’t want to just hold a seat.

As president and CEO, Dr. Lavizzo-Mourey was responsible for guiding the foundation’s strategy for impact, and for working with RWJF’s board of trustees and staff to implement it. Her biggest fear was that she would lead the foundation to do a lot of work and spend a lot of money but have nothing to show for it. Unsurprisingly, the opposite happened. She led the foundation to pursue five strategies that sought to change people’s mindset and build a culture of health. She wanted to move the nation away from considering healthcare only in the context of the hospital, clinic, or office. Instead, she pushed people to embrace external factors—now known as social determinants of health. She believed that by addressing these factors, people would have better health outcomes and the horrid disparities in health between races and socioeconomic classes of Americans would be reduced.

One such strategy the foundation employed was addressing the numerous structural factors that have contributed to the increase in childhood obesity. The foundation wanted people to stop blaming the kids’ habits, or a mom’s food choices, for this national crisis. Instead, the Robert Wood Johnson Foundation wanted society and policy makers to consider the societal changes that have facilitated the phenomenon. What lunch choices are offered at school? How expensive is healthy food, and how can it be made more affordable and available in food deserts? By changing the focus, the foundation might motivate people with the power to make these systemic changes to do so.

Over the course of Dr. Lavizzo-Mourey’s tenure, RWJF committed a billion dollars to start a national movement to raise awareness of the childhood obesity epidemic, while also funding research, communications campaigns, and public policy advocacy. The foundation began this initiative in 2007 and planned to continue its efforts for at least two decades. It collaborated with schools, industry, policy makers, cities, and organizations to work toward its ambitious goal of making healthy food and activities, like sports, accessible to children across the nation. These dynamic efforts even attracted high-profile leaders, such as First Lady Michelle Obama, who decided to adopt the foundation’s focus on childhood obesity through her “Let’s Move!” campaign.22

The success of this initiative is evident in the national trends. The Centers for Disease Control and Prevention reported a staggering increase in obesity, from 5 percent to 17 percent, among children aged two to nineteen between 1976 and 2007.23 But in the nine years since the RWJF began this initiative, obesity rates have held steady at 17 percent.24 Even more remarkable, the rate of obesity among preschool age children (two to five years) decreased significantly, from 13.9 percent to 8.4 percent from 2003 to 2014.25 Dr. Lavizzo-Mourey led the RWJF in one of its boldest health initiatives, which will have a long-lasting impact on the health of Americans around the country.

Still, she believed that the foundation could do more. Under her direction, the RWJF in 2008 established the Commission to Build a Healthier America, a national independent, nonpartisan coalition of leaders working to identify the factors outside of medical care that impact health. After spending a year collecting data and speaking to Americans across the country, the commission reported its findings in “Beyond Health Care.”26 The report stressed the importance of social determinants of health—the idea that where people live, learn, work, and play can have a bigger impact on their health than medical care itself.

Based on this insight, the commission provided national recommendations aimed at improving health at the local, state, and federal levels. It advocated for collaboration between the public and private sectors, and for continuity of funding so that initiatives could be fully implemented. The efforts aimed to remove barriers to health, for example, by providing transportation for people who struggle to access healthcare and pharmacies, while creating opportunities to promote more healthful behaviors, such as by preserving green spaces in urban areas to encourage more active lifestyles while improving mental health. The commission identified income and education levels as the two most critical, yet most challenging, factors that needed to be addressed before health disparities could truly be reduced and sustained improvements in health outcomes for all Americans were seen. The commission’s findings led Dr. Lavizzo-Mourey, with the full backing of the RWJF board, to create programming inspired by the foundation’s current vision for building a culture of health in America—reducing health disparities by addressing the social determinants of health as outlined by the commission. The effort is a multilayered, long-term initiative, similar to the childhood obesity initiative.

Dr. Lavizzo-Mourey’s impact on American society is one that cannot be fully measured. In a 2016 interview, the RWJF board of trustees chairman, Roger Fine, explained: “Risa’s commitment to improving the health of this nation during her tenure as CEO is simply unparalleled, and she has led this Foundation with an extraordinary sense of purpose and passion.”27 Dr. Lavizzo-Mourey’s impact has been recognized by numerous organizations, including Forbes, which has named her one of the world’s most powerful women eight times, and Modern Healthcare, which has named her one of the hundred most influential people in healthcare nine times.

Like the other black women physicians in this book, Dr. Risa Lavizzo-Mourey faced off against a system designed for black women to fail, and not only did she succeed by becoming a great physician; she used her privileged position to make medicine more accessible for those coming after her, while working tirelessly to improve the health of a sector of Americans who are too often overlooked. When she gave me advice on how I could make an impact in medicine while developing other important areas of my life, she eloquently explained, “You’re going to have to make sacrifices to do something bigger than yourself. That’s always the case. But you’ve also got to make sure that you take care of all of those parts of your life and weave it all together.”28






EPILOGUE

REMEMBER THEIR STORIES

It was mid-August 2021. The sweltering Philadelphia heat tried to dampen my mood, but I was too excited for my first day back to medical school. I’d spent a long year watching virtual lectures alone in my apartment, and we were finally having class in person! I craved the camaraderie that came from tackling this difficult material shoulder-to-shoulder with the rest of my class. It would make the grueling process much more enjoyable.

As I tried to locate the room for my first cardiology lecture, I felt lost. The long halls with marble-accented walls seemed to blend into each other. Initially, I felt like I was going in circles, but eventually I started to make headway. As I neared my lecture hall, I became engulfed in a row of portraits depicting old white men, their eyes looking down on me. A brief glance at the labels below their ornate frames revealed that these were all physicians and/or scientists; these were the people my school believed were important to memorialize. Despite perusing dozens of portraits, I couldn’t find a single woman or black person portrayed on the walls. This hall reminded me of the history lessons I was taught from elementary school through to my master’s degree in history of medicine. Almost every physician that my schools taught me about were white men; none of them were black women.

A few years ago, this hall would’ve bothered me. Like my history lessons, it conveyed the message that I, as a black woman, will not be able to make a significant contribution to the medical field. My identities preclude me from being able to have an impact worth remembering. The words of prejudiced peers and leaders in society reinforce this idea. As a black person I don’t have the intellectual capabilities to succeed in medicine. As a woman I don’t have the innate skills to be a leader. While I didn’t believe this bigoted perspective, I used to wonder if people’s bias would hinder my advancement in my career.

But as I embarked on this journey to uncover the stories of black women physicians, I learned a new truth. Black women have been leaders in medicine in America for over 150 years, despite the immense barriers erected along their paths. They’ve succeeded in medical specialties, surgical specialties, public health, and policy while providing care for underserved communities on the local, national, and international levels. They’ve changed the culture of medicine, making the field more accessible for women and people of color coming behind them. And they’ve shone a light on structural problems within medicine that have led to subpar care in black and brown communities while they worked to change the system from within.

When I look at the portraits of these old white men and note the absence of portraits commemorating physicians who look like me, I feel at peace. The triumph of black women physicians has etched itself into my memory. Their victories shape the way I walk in medical spaces, and serve as a shield against the physicians, medical students, and patients who have questioned my ability to become a competent physician. I now know that I, a black woman, can have an immense impact in medicine. I may have to work twice as hard as my colleagues with more privileged identities, but eventually I will become a changemaker within medicine, positively impacting patients and aspiring physicians within my reach.
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