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o r i g i n a l  c o m m u n i c a t i o n

Introduction

As part of the Obama administration’s efforts to 
reform health care, ensuring that the supply of 
physicians, dentists, and other health profes-

sionals keep pace with the disease-specific health care 
and prevention needs of the country’s growing and aging 
population is recognized as one of the most critical 
resource issues facing the US health care system. Inher-
ent in this plan are far-reaching implications for access, 
cost, and quality of care. At the same time, the Institute 
of Medicine notes

the quality of health care depends as much on 
physicians’ scientific competence as on an under-
standing of cultural, social, and economic factors 
that influence the health of patients, the ways in 
which they seek care, and their response to medi-
cal treatment.1

Frontline/safety-net academic medical centers such as 
those linked to historically black medical schools 
(HBMSs) are particularly well positioned to develop cli-
nicians and researchers who have broad experience and 
in-depth expertise in racial/ethnic and socioeconomic 
health disparity issues. Ideally, these experiences can be 
translated into new knowledge, useful research innova-
tions, and effective strategies to improve health out-
comes for all communities. Unfortunately, resource 
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Substantial changes in not only access to care, cost, and 
quality of care, but also health professions education are 
needed to ensure effective national healthcare reform. 
Since the actionable determinants of health such as person-
al beliefs and behaviors, socioeconomic factors, and the 
environment disproportionately affect the poor (and often 
racial/ethnic minorities), many have suggested that focus-
ing efforts on this population will both directly and indirectly 
improve the overall health of the nation. Key to the success 
of such strategies are the ongoing efforts by historically 
black medical schools (HBMSs) as well as other minority serv-
ing medical and health professional schools, who produce a 
disproportionate percentage of the high-quality and diverse 
health professionals that are dedicated to maintaining the 
health of an increasingly diverse nation. Despite their pub-
lic mission, HBMSs receive limited public support threatening 
their ability to not only meet the increasing minority health 
workforce needs but to even sustain their existing contribu-
tions. Substantial changes in health education policy and 
funding are needed to ensure HBMSs as well as other minor-
ity-serving medical and health professional schools can 
continue to produce the diverse, high-quality health pro-
fessional workforce necessary to maintain the health of an 
increasingly diverse nation. We explore several model initia-
tives including focused partnerships with legislative and busi-
ness leaders that are urgently needed to ensure the ability 
of HBMSs to maintain their legacy of providing compassion-
ate, quality care to the communities in greatest need.
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challenges and competing priorities disproportionately 
impact HBMSs and their affiliated academic medical 
centers. These issues progressively undermine efforts to 
sustain the requisite environment to support successful 
minority health professional student and faculty devel-
opment. In the absence of a long-term commitment of 
resources dedicated to a comprehensive approach to 
address the challenges of HBMS and their affiliated aca-
demic medical centers that support training and service 
for underserved communities, the nation is unlikely to 
achieve a critical mass of high-quality and compassion-
ate clinicians/scientists dedicated to serving these com-
munities and ultimately reducing health disparities.

Statement of the Problem
The need for historically black colleges and universi-

ties (HBCUs) to contribute to health professional train-
ing remains as important today as it was more than 100 
years ago.2-4 Racial and ethnic inequities in health have 
been well documented dating back to the 19th century.5 
W.E.B. Du Bois lamented in 1899, “there have been few 
other cases in the history of civilized peoples where 
human suffering has been viewed with such peculiar 
indifference.”6 The disproportionate level of suffering by 
and indifference to racial/ethnic minorities remains 
essentially unchanged. The origin of HBCU medical and 
other health professional schools was grounded in a 
vision of preparing minority health providers and serving 
minority communities. With rare exceptions, minority 
physicians were not allowed to train in, nor were minor-
ity patients allowed to receive care in, most white educa-
tional/medical facilities prior to the civil rights move-
ment. Support for infrastructure, research, and linkages 
to communities of wealth were rare for HBMSs, as gov-
ernmental funding was nonexistent or limited to modest 
educational support, while foundations and philanthropy 
were reluctant to provide significant support. Andrew 
Carnegie, one of a few sources of support for African 
American medical colleges in the early 20th century 
stated, “If we start helping medical colleges for colored 
people, we cannot discontinue.” He felt their needs were 
too great and their allies who might help in the funding 
too few.4 The precarious nature of these early HBMS 
financial arrangements, whether overseen by white mis-
sionary groups or by enterprising independent black phy-
sician proprietors, put them in a vulnerable position. 
Unfortunately, the relative level of core funding and vul-
nerability has not changed; the need remains great and 
the allies remain few.

The paucity of philanthropic support, research fund-
ing, clinical practice income, and tuition base due to low 
income from its core constituency has and continues to 
strain HBMSs. As research has become an increasing 
source of prestige it has been one of the driving domains 
for philanthropic support). HBMSs have fallen further 
behind in endowments and resources due to their histori-

cally limited research infrastructure. With the develop-
ment of academic health centers (AHCs), where medical 
education and medical care delivery have merged to 
support training and diversify revenue streams, HBMSs 
and the populations they served were limited by restricted 
arrangements with private hospitals (another common 
source of philanthropy), ultimately leaving the only 
option of creating core relationships with “safety-net” 
hospitals serving indigent and underinsured or unin-
sured communities. Howard University is the one excep-
tion among the HBMSs, as it does own its own hospital, 
but the recent closure of the DC General Hospital has 
left Howard University Hospital as the de facto safety-
net facility beset with a disproportionate volume of 
uninsured and underinsured patients compared to other 
local private hospitals. 

With a common public mission that includes a high 
degree of primary care in an era of procedure-driven 
medical care, sustainability of faculty income and dean’s 
operating funds is no longer viable without the high 
reimbursement rates of insured specialty and tertiary 
care delivery, further financially constraining the ability 
of HBMSs to provide quality clinical faculty and clini-
cal training sites for trainees. Thus, the evolving constel-
lation of core factors over the last 100 years that are fun-
damental to the fiscal solvency of AHC are inherently 
inadequate in HBMS-AHC partnerships.

Despite the long-term contributions of Howard Uni-
versity and Meharry Medical School and, more recently, 
Morehouse School of Medicine and Charles Drew Uni-
versity, African Americans comprise only 3.5% of physi-
cians7 and fewer than 1.5% of professor-level faculty posi-
tions at US medical school faculty (including 
professor-level faculty at minority-serving institutions).8 
The need for HBMSs to produce not only medical school 
graduates but postgraduate physicians and other health 
care professionals is as important now as it was more than 
100 years ago. Unfortunately, the financial situation of 
safety-net hospital partnerships (eg, declining insurance 
reimbursement rates, skyrocketing malpractice insurance 
costs) serving dense populations of economically margin-
alized and low-income individuals,9 central to HBMS-
AHC partnerships, has become increasingly strained. 
Furthermore, the increasing barrage of unfunded regula-
tory mandates10 for all aspects of medical research, educa-
tion, and health care delivery has disproportionately 
adversely impacted HBMSs. 

The inability of many “safety-net” hospitals to main-
tain their accreditation has led to reduction and/or loss 
of HBMS postgraduate training positions, further reduc-
ing the minority health professional pipeline and weak-
ening the HBMS infrastructure. Centers for Medicare 
and Medicaid Services (CMS)–sponsored postgraduate 
training positions are linked to the sponsoring hospital, 
not the Accreditation Council on Graduate Medical Edu-
cation (ACGME) sponsor, who is frequently the univer-
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sity, creating both a training focus that is grounded in an 
old inpatient-oriented training model, and an imbalance 
in responsibility and authority around CMS-funded 
training positions. Updating CMS policies on sponsored 
postgraduate training positions should include provi-
sions to ensure safety-net facilities and partner HBMSs 
have authority to redirect these positions (traditionally 
linked to inpatient care volume) locally to enhance exist-
ing and/or create new training partnerships to address 
the clinical care and training needs of the local commu-
nity consistent with new ambulatory focused, distrib-
uted models of health care delivery.

The Case for Increased Support 
for Historically Black 
Medical Schools

Since there is compelling evidence that minor-
ity physicians are more likely to provide care for 
poor and underserved communities, the racial 
and ethnic diversity of the physician workforce 
bears directly on addressing disparities in access 
to care and perhaps even health outcomes for sig-
nificant segments of the population.

—The Complexities of Physician Supply and 
Demand: Projections Through 2025 

 Association of American Medical Colleges 
Center for Workforce Studies, 2008

The etiology of the wide spectrum of health dispari-
ties suffered by minority and socioeconomically disad-
vantaged populations in the United States is complex 
and multifactorial.1 The need is ever present for the 
development of well-trained faculty with a unique under-
standing of the factors that contribute to health dispari-
ties among disadvantaged populations. Support for 
minority institutions committed to the care of such com-
munities provides an opportunity to address these criti-
cal health issues. Odom et al examined perceived facili-
tators and barriers to professional success among 748 
minority medical students (80% African American) and 
found experiences with racial stereotyping and discrimi-
nation to be an important barrier to success.11 Similarly, 
Price et al reported that minority and foreign-born fac-
ulty report ethnicity-based disparities in recruitment and 

subtle manifestations of bias in the promotion process at 
a major research-intensive institution,12 reinforcing the 
need and role for minority-serving medical schools 
while recognizing they are not immune from biases. 
Ironically, those institutions whose academic mission is 
most closely aligned with addressing the issue of health 
disparities are often the most challenged in maintaining 
an academic environment that will facilitate the devel-
opment of faculty into competitive clinicians/scientists. 
Highly prevalent de facto racial segregation within the 
US health care system limits revenues and reduces health 
care delivery capacity, restraining organizations dedi-
cated to the care of poor and often largely minority pop-
ulations.13 Private and public frontline/safety-net aca-
demic medical centers such as those linked to HBMSs 
are particularly well positioned to develop clinicians and 
researchers who have broad experience and in-depth 
expertise in many health disparity areas. Ideally, these 
experiences can be translated into new knowledge, use-
ful research innovations, and effective strategies to 
improve health outcomes. 

The Final Report of the Commonwealth Fund Task 
Force on Academic Health Centers noted the overriding 
purpose of academic health centers is to improve the 
health and health care of their communities and of the 
larger society in which they reside. Their social mis-
sions—teaching, research, provision of rare and high-
technology services, continuous innovation in care, and 
care of the indigent—are significant contributors to pub-
lic welfare and are likely to grow more important in the 
foreseeable future. Thus, the report recommends society 
should find ways to support institutions that serve these 
missions.14 This mission and need is most embodied in 
the HBMSs, which are national leaders in caring for 
patients marginalized by inequities within health care 
systems. Their faculty and students are highly sensitive 
to issues that underlie the propagation of community-
level health disparities such as the injustices embedded 
within the social systems that influence health and health 
care, and the promotion and inculcation of community-
level and personal responsibility for health- and health 
care–related behaviors.15-17

The Ideal Health Care System 
In 2005 the Commonwealth Fund established the 

Commission on a High Performance Health System rec-

Box 1. Commonwealth Fund Commission on a High Performance Health System: 7 Key Recommendations

Extend health insurance to all.
Pursue excellence in the provision of safe, effective, and efficient care.
Organize the care system to ensure coordinated and accessible care for all.
Increase transparency and reward quality and efficiency.
Expand the use of information technology and exchange.
Develop the health care workforce to foster patient-centered primary care.
Encourage leadership and collaboration among public and private stakeholders.
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ognizing the need for national leadership to revamp, revi-
talize, and retool the US health care system. The com-
mission’s group of 19 distinguished experts representing 
diverse sectors of health care, business, state and federal 
policy, professional societies, and academia were charged 
with promoting a high-performing health system that 
provides all Americans with affordable access to high-
quality, safe care while maximizing efficiency in its 
delivery and administration. Of greatest concern to the 
commission were the most vulnerable groups in society, 
including low-income families, the uninsured, racial and 
ethnic minorities, the young and the aged, and people in 
poor health. Unfortunately, the commission’s 7 keys to 
high performance (Box 1) represent a list of ideals that 
are presently unaffordable and unachievable in the pres-
ent structure of the US healthcare system. 

The Way Forward
What then is a realistic set of plans to enhance the 

infrastructure and stabilize the eroding existence of the 
HBMS. As a result of the historical institutionalization of 
racism into social fabric of America, the financial models 
of HBMSs are uniquely disadvantaged compared to most 
of their peer institutions. Unlike subspecialty-oriented, 
research-intensive institutions—with higher margin clin-
ical services, an integrated hospital system, substantial 
research enterprises, sizeable endowments, and a critical 
mass of wealthy donors—HBMSs, which have histori-
cally been excluded from any such opportunities, are 

faced with an unprecedented set of adverse factors that 
challenge their financial viability (Box 2). The lack of 
any significant dean’s or chair’s tax and limited endow-
ment funds impede the creation of a rich training/service 
environment, as well as the ability to recruit and/or retain 
quality faculty. Consequently, HBMSs are disproportion-
ately dependent on the various federal programs that sup-
port their core purpose. Unfortunately, most federal pro-
grams are not directed for core infrastructure, despite the 
public focus of the HBMS mission. And even in those 
rare instances where federal funding to support infra-
structure is available, there is usually a requirement that 
infrastructure activities become “institutionalized” 
through resources that are known, a priori, not to exist, 
allowing HBMSs to have just enough resources to strug-
gle. Four potential highly relevant questions with national 
implications for the development of a model of solutions 
include18 (1) What is the future role of HBMSs in main-
taining quality healthcare and quality teaching programs 
in public hospitals/facilities serving predominantly poor 
communities?; (2) What is the role of partnership between 
HBMSs and predominantly white research-intensive 
institutions in the elimination of disparities in health such 
as collaborative postgraduate training strategies and lead-
ership development?; (3) How can partnerships between 
HBMSs and predominantly white research-intensive 
institutions function equitably to focus on moving from 
discovery to delivery of the best medical findings and 
technology to communities in greatest need?; and (4) 

Box 2. Key Reasons for Differential Core Funding Streams Across Medical Schools

Major Revenue 
Stream

Traditional Research-Intensive 
Medical Schools Historically Black Medical Schools 

Clinical revenue Main source is tertiary care at a 
major medical center

Historically limited to relationships with county 
safety-net hospitals and/or set in low-resource, 
uninsured, and underinsured communities

Philanthropy and 
endowments

Wealthy alumni base and 
wealthy donors who received 
tertiary care at private medical 
facilities and provide large 
donations as their sign of 
gratitude

Social fabric of the nation has led to an alumni 
and community base without wealth, and the 
patients at the affiliated safety-net hospitals 
have no wealth to donate.

Alumni providers disproportionately practice 
in low-resource communities, leading to much 
lower income and lower level of giving despite 
advanced education.

Tuition Among the highest in the world Modest to support enrollment of a diverse 
student base from mostly minority families who 
with rare exception have no generational wealth 

Research Research-intensive institutions 
leverage the base of wealth 
generated above to continually 
expand direct and indirect 
revenues, engage more 
philanthropic options, and lower 
the “unit cost” of core institutional 
operations

Emerging research activities are a major source 
of sustainability for core institutional operations, 
but the limited infrastructure is unable to sustain 
further significant research growth.
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How do HBMSs create and/or maintain a culture of 
accountability in environments that disproportionately 
afflict major public hospitals where surrounding poverty 
and hopelessness are too often reaffirmed by low 
accountability?

We propose a series of recommendations over the 
next 5 years to increase HBMS infrastructure through 
structured public-private partnerships to address these 
concerns. Several elements of our key recommendations 
are listed below and summarized in Box 3.

Governmental Agencies
The role of the federal government is central to the 

public mission of HBMSs. Like many fundraising cam-
paigns, the key is the concept of the “lead gift.” When an 
organization receives a large “lead gift,” it is expected 
that this will become the seed around which further char-
itable giving will crystallize. The federal government is 
positioned to make just such a substantial “lead gift” to 
support the HBMSs in several ways. By uniquely recog-
nizing and addressing many of the key tenets for effec-
tive healthcare and health education reform, HBMSs 
should be recognized as irreplaceable national resources 
conducting a public mission by focusing on the training 
of clinicians, clinicians/scientists, and other health care 
professionals who have broad experience and in-depth 
expertise in providing high-quality, compassionate care 
to racial/ethnically diverse and socio-economic disad-
vantaged populations. As such, 3 key recommendations 
for federal support are (1) the establishment of a core 
operating infrastructure fund in the amount of $16 mil-
lion per year for each HBMS, (2) the donation of state-
of-the-art electronic medical records systems (such as 
Department of Veterans Affairs electronic medical 
records systems) to HBMS affiliated safety-net health 
care facilities, and (3) the creation of a dedicated liaison 
office to coordinate a series public-private partnerships 
and overcome longstanding dual standards for HBMS. 
These lead efforts combined with expansion of core 
existing resources such as Title VII health professions 
training programs administered by the Health Resources 
and Services Administration of the US Department of 
Health and Human Services and funding from the US 
Department of Education under its Title III, Section 326 
Historically Black Graduate Institutions, and the National 
Institutes of Health–National Center for Research 
Resources Research Centers in Minority Institutions and 
Extramural Construction Programs, and the National 
Center on Minority Health and Health Disparities, would 
enhance the ability of HBMS to forge the necessary part-
nerships for sustainability. This should also include the 
reactivation of terminated programs such as an urban 
underserved loan repayment program that could be mod-
ified to support those willing to serve at HBMS safety-
net facilities, and the collaborative VA-HBMS collabora-
tive research and research faculty development programs. 

These efforts should be followed by additional support at 
the federal, state, and local government levels, such as 
ensuring adequate levels of disproportionate share pay-
ments reimbursements, Medicare capital indirect medi-
cal education payments, and federal Medicaid support 
for graduate medical education to HBMS and affiliated 
safety-net facilities. Also the creation of VA-partnered 
clinical satellite facilities and ongoing training and 
knowledge of transfer activities focused on quality care, 
safety, and comparative effectiveness could be of extreme 
value. In addition, key partnerships with information 
technology companies (eg, Dell, IBM, Hewlett Packard, 
Apple, Microsoft, Oracle); large health care system and 
insurance companies (eg, Department of Veterans Affairs, 
Aetna, BlueShield); pharmaceutical and medical device 
industries; and health and health care foundations (eg, 
Robert Woods Johnson, California Endowment) or foun-
dations with a commitment to addressing health needs as 
part of their philanthropic mandate (eg, Kellogg Founda-
tion), would create the public-private partnerships 
required for sustainability.

The above efforts will create the requisite environ-
ment for philanthropy that could be leveraged to a tiered 
approach to giving commensurate with and as a mecha-
nism to accelerate the institutional maturity of each 
HBMS. A tiered approach to philanthropic community 
might consist of creating health leadership institutes 
(such as supporting the creation of a Satcher Leadership 
Institute on each HBMS campus, maybe each with some 
similar and different core areas of focus) dedicated to 
increasing the pipeline of high-quality minority clinician 
scientists and health leaders to insure the succession of 
leaders at these schools and mitigate the “brain drain,” as 
many research-intensive institutions create substantial 
packages for minority faculty in response to addressing 
diversity issues. A second tier might consist of creating 
“translational science institutes” as public-private part-
nerships and an integrated HBMS–research-intensive 
institution mentoring network for developing research 
focused clinicians/scientists. A third tier might consist of 
creating educational institutes focused on training stu-
dents and teachers to ensure the highest level of peda-
gogy is infused into a curriculum steeped with cultural 
sensitivity, compassion, and a unique understanding the 
social determinants of health at both a personal and com-
munity level. There should also be integrated postgradu-
ate training consortia creating subspecialty fellowships 
beyond the core programs both within the HBMS con-
sortia and select partner research-intensive institutions.

Without these systems, HBMS partner medical cen-
ters will fall further behind existing CMS requirements 
for reporting and quality, resulting in reduced reim-
bursement at the end of the year and less capital for pro-
grams, positions, equipment, and other new technology. 
Each of the above recommendations should be refined, 
implemented, and shepherded by an advisory group that 
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includes senior representation of the described organiza-
tion (1 member of executive leadership and possible 1 
board member), each HBMS (dean, senior associate 

dean or equivalent and 1 board member), and a small 
cohort of select recognized leaders in health care and the 
federal liaison. An annual report would be generated 

Box 3. Key Recommendations for an Integrated Public-Private Approach to Supporting Historically Black 
Medical Schoolsa

Major Partner Recommendation

Federal 
government 

Core operating infrastructure fund in the amount of $16 million per year for each 
HBMS (1/10th of mean public medical school revenue from practice plans, 
hospital purchased services, and support, federal appropriations, and state and 
local government and parent university support at $155.6 million/year20) 
Donation of state-of-the-art electronic medical records (EMR) systems (eg, 
Department of Veterans Affairs EMR) to HBMS-affiliated safety-net health care facilities
Creation of a HBMS public-private partnership liaison office
Expansion of core existing resources such as US Department of Health and 
Human Services Title VII health professions training programs, US Department of 
Education under its Title III, Section 326 Historically Black Graduate Institutions, 
National Institutes of Health–National Center for Research Resources Research 
Centers in Minority Institutions and Extramural Construction Programs, and the 
National Center on Minority Health and Health Disparities
Reactivation of terminated programs such as urban underserved loan 
repayment program, which could be modified to support those willing to serve 
at HBMS safety-net facilities, and the collaborative Veterans Affairs–HBMS 
collaborative research and research faculty development programs
Creation of Veterans Affairs–partnered clinical satellite facilities and ongoing 
training and knowledge transfer activities focused on quality care, safety, and 
comparative effectiveness
A health care reform and/or office of urban affairs liaison to promote and 
support HBMS partnerships with governmental agencies, businesses, private 
health care facilities/hospitals, etc
Work with Centers for Medicare and Medicaid Services (CMS) for modifying 
sponsored postgraduate training positions to ensure safety-net facilities and partner 
HBMSs have authority to redirect these positions (traditionally linked to inpatient 
care) locally to enhance existing and/or create new training partnerships to 
address the clinical care and training needs of the local community consistent with 
new models of distributed, outpatient focused health care delivery.

1.

2.

3.
4.

5.

6.

7.

8.

Federal, state, and 
local governments

Ensuring adequate levels of disproportionate share payments reimbursements, 
Medicare capital indirect medical education payments, and federal Medicaid 
support for graduate medical education to HBMS and affiliated safety-net facilities

HBMS partnership with state and local government health education funding, or 
creating new models of public-private partnerships for providing quality care in an 
academic training model for underserved communities

Information 
technology 
companies

Structured partnerships with software/hardware companies such as Dell, IBM, 
Hewlett Packard, Apple, Microsoft, Oracle, etc to ensure ongoing high-quality 
information technology and informatics infrastructure for training, clinical care, 
research, resource discovery, and networking

Creation of a special portfolio dedicated to capacity building and infrastructure 
enhancement ranging from placement of satellite facilities and partnered research 
projects to ongoing training and knowledge transfer activities

Large health 
care system 
and insurance 
companies

New and/or expanded partnerships with health care and insurance companies, 
such as the Department of Veterans Affairs, Aetna, BlueShield, Kaiser, can help 
diversify clinical revenue streams, enhance clinical data systems and quality care 
initiatives, as well as provide access to new training sites

Creation of a special portfolio dedicated to capacity building and infrastructure 
enhancement ranging from placement of partnered clinical satellite facilities and 
ongoing training and knowledge transfer activities focused on quality care, safety, 
and comparative effectiveness
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with a summary compilation report developed for (but 
not limited to) the Journal of the National Medical Asso-
ciation to ensure dissemination and awareness of prog-
ress to the major source of stakeholders.

Conclusion
In 2007 the New England Journal of Medicine Shat-

tuck Lecture by Dr Steven A. Schroeder focused on 
improving the health of American people, noting “that 
since all the actionable determinants of health—personal 
behavior, social factors, health care, and the environ-
ment—disproportionately affect the poor, strategies to 
improve national health rankings must focus on this pop-
ulation.”19 Dr Schroeder’s article reinforces the compel-

Box 3. Key Recommendations for an Integrated Public-Private Approach to Supporting Historically 
Black Medical Schoolsa (cont)

Major Partner Recommendation

Pharmaceutical 
and medical 
device industries

Formal alliances with pharmaceutical and medical device industries for research 
infrastructure and training as well as enhanced support for developing more 
sophisticated intellectual property and technology transfer systems

Satellite facilities on HBMS campuses to promote mini research incubators, infuse 
training opportunities, support construction of buildings, and provide direct 
resources for faculty and staff positions

Health and health 
care foundations

Create a structured approach for partnering with many health and health  care 
foundations (eg, Robert Woods Johnson, California Endowment) or foundations with 
a commitment to addressing health needs as part of their philanthropic mandate 
(eg, W.K. Kellogg Foundation)

The creation of a special portfolio dedicated to capacity building and 
infrastructure enhancement ranging from placement of satellite facilities, supporting 
traditional faculty development, academic leadership development, institutes 
such as cultural competency, quality care, comparative effectiveness, minority 
biomedical and health professional pipeline programs or other initiatives that 
create synergy between HBMS mission and the foundation’s mission

Philanthropy and 
research-intensive 
institutions

Creating health leadership institutes (such as supporting a Satcher leadership 
Institute on each HBMS campus) dedicated to increasing the pipeline of high-
quality minority clinician scientists and health leaders to ensure the succession 
of leaders at these schools, to mitigate the “brain drain” to research-intensive 
institutions, and enhance exchange of faculty across HBMS and research-intensive 
institutions

Creating translational science institutes as public-private partnerships and an 
integrated HBMS–research-intensive institution mentoring network for developing 
research focused clinician scientists

Creating health professional educational institutes focused on training students 
and teachers to ensure the highest level of pedagogy is infused into HBMS 
curriculum that are already steeped with cultural sensitivity, compassion and a 
unique understanding of the social determinants of health at both a personal and 
community level 

Creating an integrated postgraduate training consortia creating a collaborative 
subspecialty fellowship model beyond the core programs both within the HBMS 
consortia and with select partner research-intensive institutions and/or Veterans 
Affair facilities

General approach Each of the above recommendations should be refined, implemented, and 
shepherded by an active advisory group that includes senior representation of the 
described organization (1 member of executive leadership and possibly 1 board 
member), each HBMS (dean, senior associate dean or equivalent, and 1 board 
member), and a small cohort of select recognized leaders in health care. An 
annual report would be generated with a summary compilation report developed 
for (but not limited to) the Journal of the National Medical Association to ensure 
dissemination and awareness of progress to the major source of stakeholders.

Abbreviation: HBMS, historically black medical school.
a �An irreplaceable national resource conducting a public mission by focusing on the training of clinicians, clinicians/scientists, and 

other health care professionals who have broad experience and in-depth expertise in providing high-quality, compassionate care to 
racial/ethnically diverse and socioeconomic disadvantaged populations.
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ling case for concentrating on the less fortunate, a strat-
egy that should attenuate health disparities and the core 
mission of HBMSs. However, it is clear that substantial 
changes in health education policy and funding are 
needed to ensure HBMS as well as other minority-serv-
ing medical and health professional schools can continue 
to produce a high-quality and diverse health professional 
workforce necessary to maintain the health of an increas-
ingly diverse nation. As a model initiative, our recom-
mendations can serve as a nidus for focused partnerships 
with legislative and business leaders that are urgently 
needed to ensure the sustenance of HBMS and their part-
ner health professions to maintain their legacy of provid-
ing not just quality care, but health justice and compas-
sion to the communities in greatest need.
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