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History has taught us that sociopolitical trends
evolving in the state of California have found their
way into the national mainstream. So it is with great
trepidation that we witness the systematic disman-
tling of an historically black- and Hispanic-serving
institution whose mission is to train physicians to
care for the underserved minority communities of
our nation at a time when health disparities among
minority populations continue to plague our nation.
King-Drew Medical Center is an institution that has
served millions of people, saved tens of thousands of
lives over several decades, and has trained thousands
of physicians who have demonstrated a commitment
to its mission. Yet, its history and its current status
are as complex as the health disparities experienced
by the poor that it was meant to address and end.

A phoenix burned itself to ashes in a pyre of hate
and discontent in 1964. For many years, the phoenix,
an African-American community—known as Watts,
Los Angeles—tolerated racism, social injustice,
poverty, and extremely poor access to healthcare. It
was only a matter of time before the burning, but, as
the legend goes, its resurrection and new life was
imminent. The new Watts was born from the passage
of civil rights laws and the establishment of the

Charles R. Drew Postgraduate Medical School in
1966—later named the Charles R. Drew University
of Medicine and Science (Drew)—with the addition
of a College of Allied Health. The establishment of
the medical school was promulgated by the findings
of the gubernatorial-appointed McCone Commis-
sion, which cited lack of access to healthcare as cen-
tral to fomenting civil discontent.

In 1972, the Martin Luther King General Hospi-
tal was constructed across the street from the med-
ical school during the latter’s early years. Together,
they were designated the King-Drew Medical Cen-
ter (KDMC), located in an unincorporated region in
south Los Angeles primarily serving residents from
Compton, Willowbrook, South Central, Lynwood,
and Watts. Importantly, it was the first traditionally
black medical institution of its kind established west
of the Mississippi River. Though it was born to live,
grow, succeed, and serve its surrounding communi-
ty, its failure to thrive began almost immediately.

Metaphorically, KDMC’s failure to thrive is not
unlike one of the most important unresolved public
health problems faced by the community it serves—
that of a young, undereducated, pregnant teenager
living in poverty. The “infant” that KDMC carried
was the mission to train a new breed of physician
who would serve the underserved to improve the
health status of its community. However, just as is
the case with many pregnant youth and their unborn
children in south Los Angles, KDMC faced serious
barriers to realizing good outcomes for itself and its
mission. It was expected to thrive while in poverty
with a neglectful parent—the L.A. County Depart-
ment of Health Services (LACDHS)—and poor
oversight from the responsible agency—the L.A.
County Board of Supervisors, a common denomina-
tor for poor health outcomes globally. 

KDMC’s limited funding as a public safety net
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hospital and its limited access to extramural funding
and research infrastructure (not being a four-year
medical school) have played a large role in the defi-
ciencies that have culminated in struggling residency
training programs. This is reminiscent of limited
access to medical services, inadequate utilization of
prenatal care, and limited educational attainment for
many impoverished pregnant teenagers in south Los
Angeles. Moreover, the university and the Depart-
ment of Health Services’ historical dependence on
bailout solutions to remedy their financial problems
compound the problems, which may be traced to
ineffective strategic planning and a reluctance to
embrace healthcare in the 21st century, as exempli-
fied by L.A. County’s reluctance to address civil
service system restraints on healthcare delivery and
the lack of university initiatives to diversify income
streams. Like the poor pregnant teenager who is
unemployed, lives on welfare, and engages in sub-
stance abuse to forget her problems, KDMC has used
quick fixes. Consequently, her problems are never
adequately addressed. The result has been a lack of
success of the ultimate mission noted, in part, by its
service community continuing to have the highest
mortality from chronic diseases in L.A. County.
KDMC was an unprepared youth in poverty without
assurance for good health outcomes for herself and
her prematurely born child—both were at risk for
premature death from the beginning. 

KDMC’s circumstance as an institution teach-
ing medical students and training young physicians
is unlike that of other medical schools in Califor-
nia. Over time the other two local medical
schools—USC and UCLA—in Los Angeles Coun-
ty have developed the ability to generate income
from private medical practice activities, private
hospital affiliations, private practice faculty plans,
large endowments, and separate private medical
and hospital facilities. On the other hand, the only
historically black- and now-Hispanic serving med-
ical school west of the Mississippi River has an
organizational structure that inherently weakens it. 

In organizational terms, the university has never
developed the capacity to generate private (commer-
cial) sources of revenue that would guarantee its sus-
tainability apart from some limited pharmaceutical
sponsorship of its clinical trials unit. Its large
dependence on the L.A. County Department of
Health Services (LACDHS), which is charged by
the L.A. County Board of Supervisors (LACBOS)
to allocate public funds for safety-net health servic-

es, is an anomaly in the structure of healthcare and
healthcare delivery systems. Ultimately, this puts the
fate of the Martin Luther King, Jr. General Hospital
and the future of the Charles R. Drew University of
Medicine and Science predominantly in the hands of
one system that itself is facing tremendous budget
deficits and political pressures. 

Simultaneously, there are serious concerns
regarding the process of care by those in charge of
the structure of healthcare for the poor and unin-
sured in south Los Angeles. For example,
LACDHS and LACBOS have been questioned over
the triaging of the federal and state financial
resources over which they have stewardship. The
classical public health model focuses resources on
those at greatest risk to ensure they receive at least
some minimal healthcare. However, resource allo-
cation is not and has not been commensurate with
well-documented morbidity and mortality rates in
L.A. County. The worse health outcomes have been
and continue to be in the community served by
KDMC, and this was the reason for its creation.
The lack of confidence from LACDHS and LAC-
BOS in the administration at both the university
and the county’s own supported hospital have also
contributed to limiting resources, which further
leads to poor outcomes, a vicious cycle. 

KDMC has had the greatest need for resources
and serves the community at greatest risk for mor-
bidity and mortality from preventable disease in L.A.
County. Therefore, the near-termination of all gradu-
ate medical education training and the continued
very-poor-health status of south Los Angeles means
that the leadership mandate and its attendant fiduci-
ary responsibility to the health of the community
have not been met by Drew, LACDHS, and LAC-
BOS. Until each entity recognizes they are in part
responsible, KDMC may exist but will not thrive. 

At its inception, Martin Luther King General
Hospital’s organizational culture and medical
expertise was community based and only secondar-
ily academic. This meant that patient care at the
evolving medical center was meant to be its
strength and the other three other components of
successful academic medical centers—resource
generation, teaching, and research—were nonexist-
ent, or in their infancy. This notwithstanding, over
the past 10 years, the revised strategic planning
process has led to significant improvements in
teaching and research. Drew students must conduct
a primary care research project under the mentor-
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ing of faculty and oversight of a thesis committee
as requisite for graduation. Drew is one of the few
medical schools in the nation to make this compul-
sory. In addition, Drew has focused on the develop-
ment of a strong research infrastructure concentrat-
ing on minority health concerns supported in large
part by the National Institutes of Health. This has
brought in substantial funding for research, which
in the most recent NIH institutional funding report,
put Drew ahead of 38 other medical schools with
four-year programs in undergraduate medical edu-
cation. Importantly, Drew ranked 153rd of over
2,800 different research and academic institutions
funded by the NIH.

By way of contrast, UCLA and USC (Keck
School of Medicine) exemplify academic medical
institutions that benefited from good “prenatal” care
(endowments), normal birth conditions (well-funded
graduate medical education), and developmental
maturity (private faculty practice plans and medical
facilities). The same can happen in south Los Ange-
les as was meant to be, and key components of these
models need to be embraced and emulated to ensure
the mission of Drew is fully realized.

Academic medical centers thrive when they
achieve excellence in four critical areas: patient care,
teaching, research, and resource generation. KDMC
has failed to thrive, because as a two-year medical col-
lege, it is continually challenged by poor graduate
medical education oversight that is linked to an under-
funded county hospital system. It is notable that it is
stifled by an antiquated civil service code that is
unable to adequately address many of the rapidly
changing needs and requirements of an academic
medical center. Importantly, these four critical areas
are requisite for attracting and retaining the highest
quality physician faculty and medical researchers.
Moreover, the university suffered maladies in tandem
with the hospital’s financial instability and high
turnover of leadership. University presidents and
deans tend to favor four-year schools and are recog-
nized for their ability to recruit preeminent clinical and
academic faculty. This has been a major challenge for
KDMC, having had three presidents (one interim) and
five deans (three interim) in the past eight years. 

However, there is hope on the horizon. The pri-
mary goal of the select committee at the King-
Drew Medical Center is to restore public confi-
dence in the medical center. Achieving success in
this regard will mean correcting the root causes of
the problems and a fundamental transformation

beyond a community hospital with residents and
faculty. KDMC must move toward a 21st-century
model of a successful academic medical center.
There has been a lack of and continues to be a need
for proactive leadership with innovative ideas that
may advance the medical school to a full four-year
institution. Leadership who may accrue sustained
funding for both the university and the hospital is
the only way to enable the provision a full range of
quality preventative and interventional health serv-
ices for a community in dire need. 

Each arm of the medical center (university and
county) must be held accountable to equally high
standards—a changing of the conceptual guard, as it
was—that must be realized at the political, structural,
and process tiers of medical care in L.A. County.
Moreover, this new leadership model must be cultur-
ally diverse, knowledgeable, and proactive about
crosscultural health issues in order to address the
demographic shift that has made the KDMC patient
population 65% latino and 30% African American.
With this, come more challenges in patient care,
physician education, and training and research.

The energy and resolve to address the crisis at
KDMC is mirrored in that of two great men: Martin
Luther King, Jr. and Charles R. Drew. Their human-
itarian efforts gave hope and dignity to the less for-
tunate and needy in our society. We at Drew and
across this great nation who believe in their cause
should carry their presence in our hearts and
strengthen our resolve to make their dreams a reali-
ty. Martin Luther King, Jr. once said, “The greatest
form of injustice is inequality in healthcare.” It has
also been said, “If you want something you’ve never
had, you must be willing to do something you’ve
never done.” It’s time to transform the King-Drew
Medical Center so that it will thrive to train future
generations of physicians who are dedicated to
improving the health and well-being of culturally
diverse and underserved communities globally.
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Fellowships Leading to a Masters of Science
in Clinical Investigation

Meharry Medical College, located in Nashville, TN, is
offering two-year fellowships for Clinical Research and
Education for Career Development (CRECD) leading to
a Masters of Science in Clinical Investigation (MSCI)
degree. The program will expand the cadre of well-
trained researchers, particularly minorities, to foster
careers in clinical investigation concentrating on health
disparities. The curriculum includes core didactic, elective
and experimental design sessions that span molecular
medicine, clinical research, epidemiology and health
services research. Courses newly created for this program
focus on health disparities, culture and health, clinical
research methodology and research ethics. Courses are
provided both at Meharry Medical College and Vander-
bilt University and include small group seminars for inter-
action and discussions between trainees and faculty.
Each trainee, during the first year, will establish a mentor-
ing committee composed of faculty from both Meharry
and Vanderbilt and create a research project. The men-
toring committee will review the project and assist the
trainee in design, conduct, implementation and analysis.
The program offers tuition, book allowances, supplies and
salary support along with resources to conduct the clini-
cal trial. Applicants must be U.S. citizens, non-citizen
nationals or lawfully admitted permanent residents of the
U.S. For program inquiry contact: Steven N. Wolff, M.D.,
Meharry CRECD/MSCI Program at phone (615) 327-6763
or e-mail swolff@mmc.edu.

Clinical and Research Faculty Positions
Available

Department of Medicine/College of Medicine
Medical University of South Carolina

MUSC is an Equal Opportunity Employer and actively
seeks diversity in its faculty, staff and students.

Division of Cardiology
Division of Endocrinology, Diabetes and 

Medical Genetics
Division of Gastroenterology and Hepatology

Division of General Internal Medicine/Geriatrics
Division of Hematology/Oncology

Division of Infectious Disease
Division of Nephrology

Division of Pulmonary and Critical Care
Division of Rheumatology and Immunology

Interested applicants may learn more by viewing our
website at www.musc.edu or may forward a CV to

glanvilf@musc.edu or to Frances Glanville,
Department of Medicine, 96 Jonathan Lucas Street,

PO Box 250623, Charleston, SC 29425.
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