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Abstract. In 1966 Southerrhospitals were barred from participatingerMedicare program unless
they discontinued their lostanding practice of racial segregation. Usinigatative DeepSouth
states andxploitingcountylevelvariation in Medicakertification datesvefind that gaining access
to an ostensiblyiegrated hospital had no effect onBlaekWhite infant mortality gap, although it
may havealiscouraged small numberf Black mothers from giving birth at howritended by a
midwife These results are consistent with descriptions of the federal despigregation campaign
as producing only cosmetic changeslistratethe limits of antdiscrimination policies imposed
upon reluctant actors.
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Of all the forms of inequality, injustice in heahliosashckiieg and inhumane.

--Matrtin Luther King Jr.

1. INTRODUCTION

In the Jim Crow Era, Southern hospitals were ragghggated-ospitals that focused on
providing car e BloacHl ahcoks pp a tail esnoplisnsyeideestaffedvi ot h a
and lacked the latest medical technology (Thomas 2006; McBridp. Z8B8). Whiterun
hospital scécalléd blue wad physikallyseparated fromgheir White
counterparts and did not receive equal care (Bepddl4; Thomas 200&yxadicating this
entrenched system of racial discrimination and exclusion was a key objective of the Arherican Civ
Rights Movement (Washington et al. 2009).

Under political and legal pressure, a handful of hospitals in theeSegtlegated between
1962 and 1965 (BrowWagin 2011, p. 207; Smith 2016). Most, however, remained racially
segregated until 196@en he Johnson administration threatened to withhold Medicare funding
from hospitals not in complianeéh the CivilRights Act The newly created Office of Equal
Health Opportunity (OEHO) was tasked with determining whether hospitals were in compliance.
Beginning in April of 1966, OEHO investigataverking closely with civil rights activists, visited
hospitals across theuntry with the goal of identifying, and correcting, discriminatory practices
(Nash 196&eynolds 1997F5ix months latemore than 7,000 hospitals had been certified by the
OEHO as eligible to receive Medicare funds; two hundred and fourteen $msihieals opted to
remain racially segregated, forgoing all federal funding (Nash 1968; Reynolds 1997).

Thefederacampayin t o desegregate Southern hospital
force for equal t r eat me nhednosfiBpuarntant CivilRigHts6 , p . 18
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effects on Black health are woefully understudied. Using data from Mississippi, Almond et al. (2006)
show that the Black postmatal mortality rate (PNMR) fell faster in counties that were served by a
Medicareeligible hospital than in counties thaewst: Almond et al. (2006) conclude that
hospital desegregation saved thousands of Black lives and contributed substantialiyot@ing
of the national BlaeWhite postneonatal mortality gap but these audbarst account fothe
strong downwa trendin theBlack PNMR

In this paper, we use data from the National Vital Statistics System (NVSS) to examine the
effects othe hospitadesegregation campaign on Black infant mortality and the decision of where
to give birth (i.e., at home or in the hospital). By focusingestatesn which support for
segregationist policies and practices was especially staunch @é&drgrahpuisiana,
Mississippi, and South Carolimag,are able to leverage sufficient arosaty variation in
Medicare certification dates to distinguish the effdutspitaldesegregation from secular trends.
We find no evidence that having axtes Meitareeligible hospital reduced Black infant
mortality. Likewise, there is no evidence that the hospital desegregation campaign appreciably
accelerated the trend towardlaspital births among Southern Black mothers originally
documented by @ly and Grenstone (2000).

Thelitmustest for Medicare eligibility was random assignment. OEHO investigators
required that patients bssigned to physicians and hospital beds without regarddoloacer
national origifSmith 2016, pd10111). OEHO investigators could not, and were not asked to,
address fundamental structural barriers that prevented minority patients frorg hagtepsality
healthcare (Smith 1998; Sarrazin et al. 2009; Chandra et alld2@bdld they expunge difficult

to-observe racial attitudes and mode®wimunication that, to this day, shape the delivery of

1The PNMRIs the number of dda among infants ages 28 days through 11 months per 1,000 live births.



healthcare in the United States (Codpar 2003Alsan et al. 201&reenwood et al. 2020; Hill et

al. 2020)In 1972, the Government Accounting OfficA(@ released an assessment of hospital
compliancevith the Civil Rights AcfThe report concluded that the hospital desegregation

campag had virtually eliminated oOovertoé raci al
discrimination persisté@omptroller General 1972, p. 10). Our results suggest that correcting
overtly discriminatory practices on the paBoofhernhospitas was simply not enough to ensure

that Black infants experienced the same health outcomes as their White counterparts.

The remainder of the paper is organized as follows. In Section 2, we provide historical
context, discuss previous studiehis (admittedly sparse) literature, and briefly describe some of
the challenges faced by minorities today when trying swgess to highuality hospital carén
SectiorB, wedescribe our methods and identification stratsgystour principaresuls, and
document why our estimates are so different from those reported by Almond et al. (2006). In
Sectio, weestimatehe effect of the hospital desegregation campaign on the choice of where to

give birth Sectiorb concludes.

2. BACKGROUND

2.1. Hospital desegregation

Information on the extent segregation iBouthern hospitals is available fr@i955
survey coordiated by Cornely (1956, 1955ixtyseverurbangenerahospitals irseverSouthern
states were assessed by local affiliates of the National Urban Leadaer oDtilg 67 hospitals

admittedBlack patientwithout restrictions. The remainhngspitds either refused to adrBiack



patients, had segregated wards, oothaddo modi f i cati ons of establishe
di scri mi na(Comely 19p6; m1079) ce s 6

When the Civil Rights Act passed in 1964, nobody was certain how it wantlthienp
health care system. Tdraendments to tH&ocial Securifyct that wouldeventuallgstablisithe
Medicare and Medicaid progrdrad yeto betaken up by ongressandmostobservers believed
thatthe process of hospital desegregatmuid proced slowly, dependeampon private initiative,
voluntary compliance, and lawsuits brought by the victims of discrinfitextion 1965,Smith
2016 pp. 8486 Larget 20182

Initially, e Johnson administration focused on encouraging hospitalstaripicomply
with Title VI of the Civil Rights Aotvhich banned the allocation of federal funds to entities that
discriminated on the basis of rdcrgent 2018)This strategy, howeveras only partially
successfulln JulyOctober of 1965, the U.Sivil Right€€ommissiorsurveye@9hospitals in
Southern and border statggh the goal of determinimghether they were in compliantée
Commissiorfound thattwo hospitals, both of which wéoeated n Mar yl and, had od
s ub st a efdrd tleelpdssage ofithe Civil Riglats 11of the 3%hospitalhiad made

osignificant changes in their discriminatory

2SeeCornely (1956, pp. 101879) and Cornely (1957, p®)8or more details on how the survey was conducted and

its results. Severttyo hospitals in 3 border states (Marylstissouri, and Oklahoma) were also included in the study.

Ten of these 72 hosalis admitte®@lack patients without restrictions (Cornely 1957, p. 9). Thomas (2006) describes the
availability of North Carolina hospital beds in 1960: there were 919 hedpitdBlack hospitals and 2,905 beds in

Whiteonl y hospi thaolso; tian s i ndeir &l Black mtiedts afid8B22hexrdsireserved s e r v e (

forwhi te patients. According to Th o mahdlack 2n@d @hize patipnts 8 5 4 )
were being treated in biracial hospitatereaseaarly half of white hospitals had either opened their doors to black
patients or shut down since the end of World War 1I1.6

3 Joseph Califano Jr., who served as special assiBtasident Johnson, was interviewed by Smith (2016, p. 82).
According to @lifano,

No one understood Johnsonds pl an. The Civil Rights
the domestic programs the following year. No one anticipatedstingenfiaw of federal funding

that would begin in 1965. If the civil rightsHatl been pushed after all of that subsequent

legislation, it would have never passed.



access t o piocekits passagduecthie bthet@stdl sngageinh discriminatory
practices (U.S. @iRights Commission 1966 6p. For instance,
At the time of the Commission investigation, James Walker Memorial Hospital in
Wilmington North Carolina, which had been involved in a decade of litigation over
its sgregated facilities, continued to maintain a building for Negro patients at the
rear of the main facility. Negro patients were wheeled from the separate structure
into the mairfacility for surgery and other services. Some Negro patients were
housed irsegregated wards in the main buildiffte hospital also made staff
assignments according to race although the administrator said some Negro nurses
had been assigned to carenfbite patients since the passage of the Civil Rights Act
(U.S. Civil Rightsdinmission 1966, p.8).
The Commission concluded ttiee pace ofiospitaldesegregation was largely determined by local
factors €.g.f h e h @admmisttatadr board) as opposed to efforts the part of th€ublic
Health Servic”HS) which vas, in theory, responsible for ensuritlg VI complianc€U.S. Civil
Rights Commission 196614)°
Underincreasingressure fromivil rightsgroupsaprofound shift irthefederal
g o v e r nstretegyic@usedn the beginning af966 hospitls that wanted to participate in the
soonto-be launched Medicare program would have to be certified as Title VI camqbirent
OEHO (whichwascreatedn Februarpf 1966andwasunder theauspicesf thePHS would be in
charge of theertification ppcess. The OEHO quickly promulgate@tiledset of guidelindsr

participating hospital§helitmustest of Title VI compliancgas random assignmehe new

4To take another example of discriminatory practices documented by the Commission, the

Macon Hospital in Georgia had made only minimal changes to comply withpFalesions.

After passage of the Civil Rights Act, the hospital converted its foraNgtyralbuilding into a
facility for welfare patients only. Negros account far BO percent of the welfare patient load. No
Negro and white patient occupiled same room or ward in this building at the time of the
Commission staff visit (U. S. Civil Rights Commission 196&9pp. 8

5 As late as April of 1966, tB&EHO estimatedhiat only 25 percent of hospitals in the South (and only 11 percent of
hospital beds) were in compliance with Title VI (Reynolds 1997).

5



OEHO guidelinestipulated thgtatientavere to bessigned hospital rooms, wards, amdibgs

owithout regard to race, col averebbematchead tiiho n a | 0

patient® wi t hout regard to race, col-d1°, or nationa
The OEHO trainedhundreds oinvestigatorto conducon-siteinspectios (Griffin 1966;

Smith 2016)Working closely with local civil rights activistBtak hospital workers, the

identified, and tried to correct, discriminatory prac#ddgsugh there are accounfsnedical

staff and administratoaslopting th&itle VI guidelines with little fanfajidash 19683rown

Nagin 2011; Smith 2005, 2046. 126129, the demands of the OEHI@vestigators were

occasionally met with fienasisance(Smith 20032016 pp. 12612§. In fact, 21450uthern

hospitaldecided thahey wouldorgo federal fundingther than integrate their fagis(Nash

1968;Reynolds 1997).
By November of 196éhe OEHO had certified more th&000 hospitalBsMedicare

eligible(Nash 1968Reynolds 1997)A few monthdater, he OEHO wasdismantedand

enforcementf the Title VI guidelinegell to theOffice of Civil Rights (OCR). niderthe OCR,

enforcement wasot nearly as strias ithad beeminderthe OEHO (U.S. Housef

Representativd®973 Quadagno 20D0The OCRrelied heavily ocomplaint®f discrimination

made byedicare and Medicddneficiarie® identify norcomplanthospitalson-sitereviews

wererareand thee is anecdotal eviderafeostensibly desegregatedpitaldblatantly flouting Title

VI guidelinegU.S Houseof Representativd973 Quadagno 2000

6 Hospitals were also required to notify employees and persons previously excluded from serviees¢hat they
compiance with the Civil Rights Act (Reynolds 2004).

7For more information on the history of hospiedegregation and the efforts of the OEHO, see Nash (1968),
Reynolds (1997, 2004) and Smith (2016).

8 There were only 300-gite hospitalaviews condiied by the OCR in 1971 (Comptroller General 1972). In hearings
before the Civil Rights and Constitutional Rights Subcommittee (U.S. House of Representatives 1973), Jeffrey Merrill, a
representative of the American Public Health AssociaBbiAjAtestiled that:



In July of 1972, th@ AO released amssessment of hospital Title VI compliafe®cusing
on four metropolitan areas (Atlantaniingham, Detroit, and Los Angelegjegcribedhe fedeal
hospital desegregation campaghavingll buteliminatedd o ver t 6 d (Cengptrollemi nat i on
Geneal1972) GAO investigatordid, howevempbservée hat a o0di sproportionat
minority patients received their healthcare at goveronvente d  h ansl thaptivaté s 0
hospitals routinely diexdstaffprivileges t@®lackphysician§Comptroller Generdl972, p. 10)
The practiceof denying privileges Black physiciareffectively baedtheir patients, who were
themselves predomingrlack, from being admittéol private hospitatsAccording taGAO
investigatorgpublic hospitals at t r act edd mi nor i t icastrardteicdgens e t h e

patients, were easily accessible, and had a history ofrieatiigpatients®

2.2. Hospital desegregationand the Black-White infant mortality gap
Over the past century, tB&ack infant mortality rateMR) in the United States has fallen at

an average annual rate of 2.6 percent (Singh and Yu 2019). However, badatesiRdas

Last year the APHA was involved in a study in Mississippi where we had the opportunity to examine
a lot of hospitals within the delta area. There were two things we found out through this study. One
i séthat, on a heppital Sarewarred of amsiehy somé sort of enforcement

agency, beds are shifted and it is very simple to shift a bed on wheels. And so coincidentally, on that
and maybe for a couple of days, the hospital appears totally integrated.

2 Only 93 Blak physiciangere practicing medicine in Atlanta and Birmingham. @igektsn these citieslied

heavily on outpatient clinics run by public hospétatsthe Black physicians who worked at these clinics and public

hospitals did not want (or didtnsekstaffpr i vi | eges at private hospital-s becau:
patient hospitalsé, (2) the desire to have their pati el
at several hospi 11®T2spp3233Comptrol |l er Gener a

10There were 24 Medicarertified hospitals in Atlanta and Birmingham when the GAO conducted its investigation, all
but two of which were private. In Atlanta, the cotntyGrady Memorial Hospital served fully 58 percentBife|

patients dring the period July 2%, 1971. In Birmingham, University Hospital served 49 perBlatlopatients.

Five of the 22 private hospitals in Atlanta and Birmingham admitted a combined t&®alc&fdstients and 442

White patients. Aceding to thereport, mosBlack patients in Atlanta and Birmingham knew that Medicare and
Medicaid would cover their costs at private hospitals (Comptroller General 1972). Quadagno (20@xdescribes
patients as fearing that they would be refusedtdavspital with a long tradition of exclusively serWhife patients
despite the fact that these hospitals were certified and ostensibly desegregated.



fallenat a faster rate (3.1 percent) BlaekWhite IMR ratioactually increasésingh and Yu
2019)! Intriguingly, thé8lackWhite IMR ratio fell by 13 percent during the period-1983,
from 1.9 to 1.65 (Chay and Greenstone 2000). Altltwerghhad been smallene and twoeyear
reductions in thBlackWhite IMR raticsincethe end ofVorld War 1, this was the first sustained
decline for 20 years

Almond et al. (2006) attributeichof this declingéo the hospital desegregaticeampaig in
the South Theyreach this conclusion bgtimating theffect of thehospitaldesegregation
campaigon postneonatahortalityrates PNMRs)oy racen Mississipig? Almond et al. (2006)
showthat theBlackPNMR fell muchfaster incountieservedy at least on®ledicaresligible
hospital as compareddountieserved by hospitals thafused feder&linding The estimated
effect on thélack PNMR idargeenougtto explairthe entireconvergence betweBlack and
White IMRsin Mississippi ovehe period 1965971

Opposition to the hospitdesegregation campaign was particularly fierce in Mississippi
(Reynolds 1998mith 2005)Despitethis oppositionmostBlack mothers in Mississippi had the
option of deliverintgheir baby a& Medicae-eligiblehospital by the end of 1987By the end of
1969 all butfive countiesn the state areseved by tileast ondedicareeligiblehospitaor their
residents had the option of receiving care at a certified hospliatdgeringounty. This

omodest variationdé in Medicare c¢ribtfronf i cati on

111n 1916theBlack IMR was 184.9 per 1,000 live births and/ltite IMR was 99;@y 2017, th&lack IMR had
fallen to 10.8 per 1,000 live birdimsl the Wite IMR had fallen to 4(8ingh and Yu 2019)

12The PNMR is the number of deaths among infantoagdsough 11 months per 1,000 live births.

BAl mond et al. (2006, mpmn Db8) hoempdltade tmatt htehe udiant Sprie
onallppsheonatal fatalities) of the national 7.5 per 1,000

14See AppendikXable Al. In 1967, 45 out of 82 Mississippi countiesareed by a Medicarertifiedhospital, while

12 counties had no hospital (certified or otherwise) but their residents had the option of receiving care at a certified
hospital in a bordering cayn During the period 198975, 64 percent Bfack biths occurred in these 57 counties.
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including year fixed effects in their regresSiddee of theadvantages of using data fifora
Deep South statems opposed tonly Mississippiis that & obseve more thartwice as many
counties whose residegtsned access td/edicaresligiblehospital after 196Which allows us to
distinguish the effesadf access frorthe seculaBlack IMR trend

Aside from the pioneering work of Almond et al.g20@do not know a great deal about
the relationship between hospital desegregaiibnealth Researchesave howeverattempted
to gauge the effects of school desegregation on various eduatonss.These effects are,
prior; difficult tosign(Reber 2007; Reardon and Owd)id)?2 although several studies provide
evidencehatBlackstudents benefit from attending integrated scf@alyan 2004; Reber 2010,
2011; Johnson 2014 There is also a large literatur@otmdiscriminatiomoliciesandlabor
market outcomesin a review of this literatukéglfort (2018¢oncludes hat t he opuni ti v
appr oa impasing sanctiens on employers who discriminate) is not partcigdetilye

because it does natunterprejudiceor limit the expression of cognitive biases.

2.3. Other determinants ofthe Black-White infant mortality gap
TheBlackWhite infant mortality gap has existed in the United States since at least the turn

of the 2@ century, when reliable mortality data by ratédicame available (Ewbank 1987). Its

15 Specifically, Almond et al. (2006, p. 15) note that their estimates become statistically insignificant when year fixed
effects are included ontherijandsie of t heir r egr es s i o nyidedtfyirg the geartaide d

i ff
event time fixed effects with the modest variation 1in

[
I
16 For instance, GurydB8004) finds that desegregation led &lranst three percentageint decline in the dropout

rate ofBlack students binad no appreciable effect on¥eite dropout rates. Reber (2010, 2011) finds that, after
desegregation, predominaBlgck schodlistricts in Louisiana received more funding and were able to reduce class

sizes, while funding and class sizes inmpiadotlyWhite school districts did not change. Johnson (2011) finds that an
additional year of cowtdered desegregation led tme percentage point increasBlatk high school graduation

rates but had no effect @vhite high school graduation satd-or more information on the relationship between

school desegregation and student outcomes, see Ashenfelter et al. (200&) aBi(f@g<!), Bergman (2016), and

Gamoran and An (2016). Relatedly, Thompson (2020) finds that school desegtegatid [gercent reduction in
Black teacher employment.



causes are still being researched, and debated: lbelagt &1.2016 Wallace et al. 201Smith et
al. 2018Anderson et al. 2019; Taylor e2@l.9.

Relatively crude measuresogioeconomistatuge.g.mot her 0 s agenaritabduc at |
statusyranexplainapproximatelgnethird of the BlackWhite infant mortalitgap Elder et al.

204; Elderet al.2016. The other twethirdsof the gapareattributbleto myriadfactors,

including but not limitedo, local geographipspital quality, physician behasiwat characteristics
andgovernment policiés Isolating the effectsf racial discriminatidmasproven to bespecially
challengingWallace et al. 2017)

Greenwood et al. (2028aminenewbansdeliveredn Florida hospitalduring the period
19922015. Matching the race of the attending physician to that nétgornsthese authorenfl
thatBlacknewborns cared for byB#ack physiciaaremore likely to survive thémosecared folby
aWhite physicianThe reverse, however, is not tplgsiciamace is essentially unrelated/tote
newborn mortalityBecauseifferences in hospital and physician qudditot explain thse results
(the authors control for hospital and physiciad feffectsBlackphysicianappear to be
systematicallyutperforming theivhite colleagues for othelifficultto-measureeasons.

Racial prejudice could explain Black physicians are better at tred&lagk newborns
than theilhite counterpes. It is also possible that #stimates Greenwood et alkQ20)are
driven bymigrust betweeBlack patients and th&ifhite physiciansCooper et al. (2003) provide

evidence that healthcare visits are shorterBlhehpatients are assigned Yehite, as opposed to

17Elder et al. (2014, 2016) include state indicators on tHeamghside fatheir regressions, but local geography can be
an important obstacle to accessing-tyigtlity healthcare. As noteddhandra and Skinner (2004) and Chandra et al.
(2017), providing health insurance and strictly enforcing Title VI does not malasieafor eninorities to access
hospitals that are located far from where they live and work.
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aBlack,physician Alsan et al. (2019) find that Black men are more likely to demand preventative

care when randomly assidrio a Black physicign

3. CERTIFIED HOSPITAL ACCESS ANDINFANT MORTALITY

Figure 1 showd/Rsby raceand yeain the Deep South for ¢hperiodl9591973 The
BlackandWhite IMRs are bothrending downwardut theBlackIMR trend isclearly steeper,
especially after 186

Did the hospital desegregation campaigich was launched in 1966, contritutbe
narrowing of th&lackWhite infant mortality gaghown in Figure?l Blackoutherners were
making significant economic progress both in absolute terms and réMtitestthroughout &
1960gFreeman 1981; Donohue and Heckman 1991; Wright @8Ber government
interventions, includirtgerolloutof Community Health Cente(CHCs) antheimplementation

of stateMedicaidorogramscould havalsocontributedo the observed trenéfs

18 See also Hill et al. @0 and Alsan and Wanamaker (2018). Hill et al. (2020) find that being attendedragea same
physician in the emergency departnseadsociated with a 13 percent reduction in mortality. Alsan and Wanamaker
(2018, p. 412) find that proximity to theKbgee study hadlechga st i ng ef fects on whet her BI
judgement and whether they suspect that the medical establishmw i | | deny them necessary

1910 1972, due to personnel and budgetary restrictions, thetynootaits from the Multipi€auseof-Death Files
were based on information obtained from-pes6ent sample of death records, as egptsthe complete census of
death records as in other years (U.S. Department of Health, Education, and Welfamepi®at&)e, lthis means
aggregating the mortality counts to the county level and mulbglyivag

20The rolloutof CHCsacrosshe South began in 1965. Bailey and Goohvear on (2015, p. 1075) no
could have facilitated the diagnosigoténtially lethaliseases and afford medications for treatment, but they were not
substitutes f or sh askpiilmiOBbhduisiandecamehe first state irf thee Deep South to
implementMedicaid It was followed shortly theftea by Georgia (1967), South Carolina (1968), Mississippi (1969),

and Alabama (1970koodmanBacon(201§ provides evidendleat the introduction of state Medicaid programs

reduced noiWhite infant mortality. Below, we report separat@pdepostMedcaid estimates of the effect of having

access to a desegregated (i.e.VTittempliant)hospital. Hospitals that weretified as Titlé/I-complaint could

participate in both programs.
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To distinguish theffect of thehospital desegregatiocmmpaigifirom the effects dBlack
economic progress and other government intesmgntiebeginby estimatinthe following

baseline regressiby race

1) IMR:= oA Medicare e+ o &

wherecindexesountiesaandt indexes year©ur independentariable ointerestMedicages equal
to oneif Black motherg countycduring yearhad access togeneral or maternity hospttedt
was certifieds Medicareligible(and is equal erootherwise) It is based owhen the first
hospital in countgwas listed as Medicaad i gi bl e i n 0 Gui d é&ourhatofthee s, 0
American Hospital Assodidtidid)>* If there were no hospitafscountyg then access was
determined based on whettimre was eertified hospitadperatingn aborderingcounty. County
fixed effectsy, account for determinants of infant mortality that were constant over time.
Estimates oA by racere presented aolumns (1) and (6j Tablel. Regressions are
weighted by live births and standard errors are corrected for clustering at the county level (Bertrand
et al. 2004)Consistent with the results of Aimond et al. (2006), windihkhving access to a
Medicareeligiblehospital is assoaat withsubstantiallfewerBlackinfant deaths Specifically,
certified hospitalccess is associated witt8.3 reduction in tiackIMR, which is28 percenbf
the pretreatment meanHavingacess to &ertifiedhospitais associated with a 4.9 reduction in

theWhiteIMR, or21percenbf the pretreatment mean.

21The Medicarprogram was officially launched on July B.196e 1964AHA Guide Issue listsledicareeligible
hospitals through February of 1967. If any hospital in couasycdified as Medicameligible in 1966 or in

January/February of 1967, then the access indicator is equal4o 1in9 6 7 , 19r3 & ,1968\HA Guide
Issudlists Medicareeligible hospitals through February of 1968. If the@@iglielssuedid notlist any hospital in

countycas certified but the 196&Riidelssuedid, then the access indicator is equal to4 1968, 1969 € , 1973, an

so forth. See the notes to Appendix Table B1 for more .details
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Because year fixed effects are not included on theaighside of (1), we cannot
distinguish between the effects ofitpaccess to a Medicaligible hospal and commoshocks
to IMRs across the Deep SodthExploitingcrosscountyvariation irMedicarecertification dates,

we estimate:

(2) IMR:= oA Medicase vo+ k + &

where he year fixed effexare represented ky

The resultswhich are reported aolumns (2) and (6) of TablegpPovide little evidence that
the hospitaldesegregation campaign was effective. Ithiaestimate ofy for Black infars
becomes positivand statisticallpsignificant at conventional levélbe estimate dk for White
infanssis still negativéout is only halfas large as the estimgttewnin column (5).

Including avector ofcountylevelcontrols X, andcountyspecific linear trends the
righthand side of thestimating equatialioes nofppreciably affethie basic pattern oksults?
Access to a certified hospisahssociated Witr 1.4 increase in tBeckIMR and a 2.0 decrease in
theWhiteIMR. Although statistically insignificantatwentional levels,dbeestimateare

reasonably precise. Based ofotlver bound of th80 percent confidence intergathe estimate

22 Appendix Table A1 shows the number of tiearin the Deep South in whiBlack mothers had access to a

Medicareeligible hospital by state and year. In B&dk mothes had access in 335 out of the 403 Deep South

counties in our sample; by 1968, they had access in 378 of these counties; and by 1969 they had access in 385. Black
mothers in the remaining 18 out of 403 counties gained access to ktiiEsd dnospital between 1970 and 1973.

Fifteen Deep South counties are missing from our sample. Nine Alabama counties are excluded due to missing data on
live Black births. Six Georgia counties are excluded becausBlackiverths were recorded durihg sample

period.

23The controls are listed in Appendix Table A2, alonglestriptive statistics, definitions, and sources. They include

the percent of the county population that was 25 years of age or older with a high school diploma, dindct health

hospitl expenditures by the county government, and the county employment to population ratio. Missing values were
calculated via linear interpolation and extrapolation. Appendix Table B2 lists the sources used to collect data on county
level live biths.
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of Ashown in column (4gertifiechospitaliccesslid na reducehe BlackIMR by more thari.0Q

or only 7 percent of thactuakthangen theBlack IMRbetween 1965 and BF7

3.1 Eventstudy estimates

Regression models such as (2) can prbse estimates the effect oftreatment grows
stronger (or weaker) over tif@Godma-Bacon 2019)To address this issue, port event
study estimated the relationship betwebavingaccess to a Medicawrtified hospital and IMRs
in Table2 (Sun ad Abrahanforthcomng). Replaingthe access indicator with a series of its leads
and lagslso allows us to explore whethempidu®llel trends assumption holBecause we have no
strong priors about the correct lag structure, we flexibly estimetfedhefhavingacessone
two, three andfour or more years afteeatmen(i.e., theyearin which certification occurned

The first column of Tabeshows everdtudy estimatder Black infantgroduced without
includingyearfixedeffects.In year (i.e., the ar of tratmen}, having access to a Medieare
certified hospitas associated with a 3.21 reduction iBliek IMR After year 0, thestimated
effectof havingaccest aMedicareeligiblehospitakteadiljpecomestronger Four or more years
aftertreatmentaccess associated will8.3 feweBlack infant deaths per 1,000 births, which is
very close to thiargest everdtudyestimateseportedoy Almond et al. (2006) he pretreatment
trends, however, cast doubt on tivbethese estimates shouldgbeen a causal interpretatithre
positive and significaobefficienestimategor the indicator8 Years Before Medicdde Years
Before Medisaiggest thdhe posttreatment estimatase simply aontinuation ofthe pre-

treatment trend.

24During the period 196873, thélack IMR fell from 45.7 to 31.3, and Wieite IMR fell from 23.1 to 18.9 (Figure
1). Based on the upper bound of@@epercent confidence interval of the estimalig oértified hospital access did
not inaease the Wte IMR by more than 0.097.
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In column (2) of Tabl2, we report evergtudy estimateontrolling for year fixed effects.
With thar inclusionthe pretreatment trentbr the Black IMRdisappears btite estimatedost
treatment coefficients amall statisicallyinsignificantand(with one exceptigipositive In
columng3)and (4)wefirstincludeX.: andthencountyspecifidinear trendsn the righthand side
of the estimating equatiomhreeyearsaftertreatmenthavingaccesto a Medicareligble hospital
is associated with a (statistically insignif@@ineduction in th&lack IMR4 yearsfterbeing
treded access associatewith a (statistically insignifican?@%eduction in th&lack IMR These
estimats, although negatiygppear tdoeacontinuation ofi pretreatment trenavith noevidence
of acceleration aftgear 0.Appendix Figure Al plots tkeefficient estimates (and their 90 percent
confidence intervals) reported in columns (3) and (4) of Table 2.

In the remainingolumns of Tablg, we report evergtudy estimates for th¢hite IMR.
The fully specified regression model produskesilarpattern of resultas was found for tiglack
IMR. Three years after treatmeattcess is associated with a (statisticahifinant) 4.64
reduction in th&Vhite IMR; 4 yearsafterbeingtreded access is associated with a (statistically
insignificantB.91reduction in th&Vhite IMR.* We view these estimagssevidence thhoth
eventstudes aressimply capturing commometérminants of infant hdakhs opposed to the effects

of thefederablesegregatiocampaign.

3.2. Mortality by cause
From 1959 to 1973, tistack IMR fell from 6.8to 31.3(Figure 1).Nearlyhalf of this
reduction can be attributerifewer deaths dag the postneonatal period (Fig2)reAlmond et al.

(2006) argue that, given the medical technology available in the 1960s, gainingediesseo a

25 Appendix Figure A2 plots the coefficient estimates shown in columns (7) and (8)HadethéR.
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certified hospital should have hadae pronouncedffect on postne@al, as opposed to
neonatalmortality?®

In columns (1) through)(4f Table 3, wexplore this possibiliby distinguishing between
theBlack neonatal mortality rate (NMR) ancBllaek PNMR.Regardlessf whether we control
for countyspecific linear trends, there is littld@wte that gaining accessNedicaresligible
hospitareduced eitheéhe BlackNMR or PNMR. Theestimated coefficients are spsaditistically
insignificantand positive.

Pneumonia/influenzand diarrhea were ttweo of theleading causes of mality among
U.S.infantsduring the sample peri@d.S. Department of Health, Education, and Wel&63.
Figures3 and4 show pneumonianfluenzaand diarrhea mortality ratesspectivelyor infants in
the Deep South by raaed yeat’ From 1959 though 196%here is little evidence thisaths
from these causegreon a downward trendHowever Black infantnortality from diarrhelaegan
to fall after 1965followed byBlack infant rartality frompneumoniaihfluenza the next yealin
the remaimig columns of Tabl8, weformally testvhether the campaign to desegregate hospitals
contributed to these trend&gain the estimates ok are smalll, statisticalgignificant, and
positive For instancegccording to the fullpecified modethaving access to a certified hospital is

associatedith a0.24 increase the diarrhea mortality rate am@&hark infants.

26 Technologies benefitting premature anéWeight infants were not developed and diffused widely until the 1970s
and 1980¢e.g., improvements in mechanical ventilation and the adoption of local neonatal intensive care units)
(Almond et al. 2006).

27 |nfants suffering from severe diarrhea can be rehydrated intravenously or orally in the hospital and administered
antibiotics Koletzko and Osterrieder 2009). Influenza can lead to secondary bacterial infections (including pneumonia)
that are treatable withtéiotics (Munoz 2002. Pneumonia and gastroenteritis ow
hospitals during the 136(Almond et al. 2006, p. 12). Appendix Table B3 lists the International Classification of

Disease (ICD) codes that were used tergeninfant mortality counts by cause. During the period under study, the

ICD underwent its®8revision, taking effect 1968. Because these changes applied to all counties in our sample, they

are captured by the year fixed effects.
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3.3. Extensions and pbustness checks

Up to this point in the analysis, we have defined treatment based on when the first hospital
in countycwas certified as Medicategible. Using information availablthedAHA Guide
Issueswe explore alternative measures of treatmidet finst thee columnsf Table4.
Specifically, we define treatment basedeofollowingthresholdswhether 25 percent (or more) of
the hospital beds in cournttyelonged td/edicareeligiblehospitalswhether 50 percent of the
hospital bedbelonged to Medicaedigiblenospitalsand whether 7&ercent of the hospital beds
belonged to Medicaedigble hospitals Resultsdbased on tree alternative specificatigmevide no
evidence that t&lack IMR was relatetth hospital desegregatién

Next, we distinguish between counties in which the first hospital was certified as Medicare
eligible in 1966967 and those in which the first hospital was certified in 1968. dPlasemmably,
noncompliancefter 1967 is indicative of greasmial animu¥. Theresults, which are reported in
column (4) of Table 4uggest that, regardlessvhencertificaion occurredTitle VI compliance
had no effect on thBlack IMR

Seventyive out of the 403 counties in our analysis were not served by acgenatainity
hospital prior to 1967Up to this point in the analysis, treatmenthfese countidsas leenbased
on whether there was a Mediezigiblehospital operating inkerderingcounty. In column (5) of

Table4, we report an estimaté A droppingthese nenospitakountesfrom the sampleAgain,

28 Appendix Table A3 lists thpeoportion of treated counties by state and year based on these alternative.thresholds

29 Smith (2005) desbeis the process of desegregating the two private hospitals in Jackson, MB{siSsipyinic
Hospitalwaspart ofa hospital system based in Springfiéfwis. It quickly complied with Title VI guidelines and

began receiving Medicare paymentsdyro§ 1966. By contraBaptist Hospitdlls boar d of trustees
owhite Mississippia®éSmith 2005,.262). Baptist Hospital remained segregated thkpuigaf 1969 when, under

intense financiplr e ssur e, t he b otadedeloyaoptarefor qualifymg theddsptal it Medicare and
Medi cai d patientsd ( 0Hdngesponsatd thig vote, Bie state fiellRlire€Qdc af theéNatloBab 9 ) .
Association for the Advancement of Colored People (NAACP), ChargssErea telegram to Robert Finch, the

Secretary dhe U.S. Department of Health, Education, and Welfeserii g Bapti st as 0t he most
in Mississippio6 (Associated Press 1969) .
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the estimate is small, positive, and statistitsignificant. In column (6), we control for the
number of bordering couas with at least one Mediealigible hospital. Including this variable on
the righthand side of our regression modslittie effect o the estimate @.*° Similarly, th
unweighted estimate Afis small, positive, and insignificafihally, vaenwe take th@atural log

of the dependent variable, having access to a Metigidtehospital is associateth a

(statistically insignificatityeepercent increase time Black IMR3*

The Lousiana Medicaid program began issuing payments to hospitals as of July 1, 1966
which means that veannot distinguish between the effects of having access to a Medicaid
Medicareeligible hospital in Louisiana. Participatidioth of these programsquired Title VI
compliance. In the other Deep South stitedicaid implementation came after 1966, allowing us

to estimatehe following regression

(3) IMRs= oA :Medicare (Wedicase Medicait X + o+ k+ &+ &,

where the effect of having access to a TittMibliant hospital is given Apnd the effect of
having access to a Titleddmpliant hospital with the option of Me=dd covering the expenses is
given byA + A3 The results of this exercise are reported in column (8) ofiTable estimatef

A is essentially unchanged. The estimdésafiegativesmallin magnitudeand statistically

30 Similarly, including an indicator on the fighl side of the regression for whether there was a Mesligidrie
hospital bordering countyn yeart had no appieable effect on the estimatedof

31Because thBlack IMR is equal to zero for 3duntyyear observationse add one befotaking the natural log.
Results are similar if we simply drop these observations or model the deagaldienas a quartic root function. This
latter nethod of dealing with zeros has been used by Thomas et al. (2006), Tarozzi et al. (2014 gteaid (R6hE],
among others.

32The GeorgiaMedicaid program was implemented in Octob#8®7 theSouth Carolinprogram was implemented

in July ofL968 theMississippprogram was implemented in Octobet @89 andthe Alabamarogram was

implemergd inJanuary of 1970. Estimating a regression model that also controls for the direct effect of Medicaid
produces qualitatively similar results.
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indistinguishable fno zerosuggesting théte Medicaidorogramhad ittle, if any, effect oBlack

infant mortality?®

3.4. State-by-state estimates

In Table5, we show separagstimates of the effectludvingaccess to a Medicarertified
hospitalon theBlack IMRfor each of thdive Deep South statésThree out of thdive estimates
are positive, including the estimate for Mississippi. The estimated effect of having access in
Alabama is positive aadtuallystatisticallgignificantait the 10 percent level. Nasfehe other
edimates of are statisticalbjistinguishable from zeto.

The estimates reported in Tabdre based on the fully specified regression model, which
includes countlevel covariates and couspecific linear trends. In Appendix Talewebuild
up to the fully specified regression mbyedequentially adding contrdistimates based on
equation (1), which does not include year fixed effectepareed in the first column and are
uniformlynegativelarge in magnitudendstatisicallysignificantait theonepercent levelTellindy,
the largest negative estimate is for South Catiodirddate that experienced the largest deciige in
Black IMR from 1959 to 197Bigureb).

Estimates based equation (2) are shown in cofu(d) of Appendix Tabk4. These

estimates make it clear that, acrofisestates, the estimatesfofeported in column (&ye

33 Exploiting crossstate variation in categorical eligibility, GooelBaaon (2018) documents a sharp temum non
White infant mortality after the implementation of state Medicaid programs. Dropping Southern states did not
appreciably affect his estimates.

34Figure 5 shows thHélack IMR by state and year. There is a clear downward trend across $ueifbeskping the

period under studylhrough1964, Black IMRs were higher in Mississippi and South Carolina than in Alabama,
Georgia, and Louisiana. Fr&a864 through 1968, the Black IMR was noticeably higher in Mississippi than in the other
four states

35 Appendix Figures A3 through A7 show exstindy estimates of the effect of having access to a Metgible
hospital on the Black IMR for eacttlud five Deep South states
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simplycapturinghe secular trend in ti&ack IMR. With the inclusion of year fixed effetiisy
lose statisticalggiificance anfibur out of five become positiveControlling for the countevel
covariateandcountyspecific linear trends has little impact osetb&timates.

In the first two columns &ppendix Tabl&b, wereportthe evenstudyestimates
producedby Almand et al. (2006, Talklecolumns land 1B for postneonatal mortaljtwhichare
based on data from Mississigpne Their fully specified modekludesountylevelcontrols,
county fixed effects, and couspecific linear trend#é\s rotedabove their estimates anegative,
signifcant, and large enough to explain the narrowing BliaitieVhite IMRgapin Mississippi
from 1965 to 1971For instancehavingaccess a Medicareligble hospitafor four yearss
associated with a 10.3 reduction irBtaek PNMR

Although we do not havkeinformationnecessary perfecty econstruct Al mon
(2006)countylevelcontrols weare able taome reasonably close to reproducing their estimates in
columns (3) and (4) of Appendix Tak#e® In column (5), wenit the countyspecific linar
trendsandinstead adygear fixed effects their regression moddlhe estimated effects of having
access to a Medicalggible hospital becommich smallesindlose statistical significante
column(6), we includéaoth the countyspecific linear trends ayelar fixed effectsn the right
hand side oAl mo n d e t reqdssiotadel (THeStdhdald errotsecomesufficiently large
that we cannot reject the hypothesis thatstimateseported in column (&reequato those
reported in either column (4) or (S)milarly, we cannot reject the hypothesis that the estimated

effects orthe BlackPNMR are equal tthe estimatedffectson theWhite PNMR, whicharealso

36 Specifically, Almond et al. (2006) control for the fraction of meitwss five age categories, the fraction of
unmarried mothers, peapita income, and pegipita transfer payments.
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consistentlyegative and @bughlycomparbale magnitude in the fully specified modglanel llof

Appendix Table AS).

4. IN-HOSPITAL BIRTHS AND MATERNAL MORTALITY

During the period 195865, oubf-hospital births to Southern Black mothers were
declining steadily (Charyd Greenstone 2000). B365, less than 10 percenBlaickinfantsin
urban Southern counties were delivered at home, attendédry @tctor or midwife; less than
30 percent oBlackinfantsin rural Southern counties were delivered at Honasg @nd Greenstone
2000).

Giving birthin the hospital did not, however, guarantee receipt edumdity care faBlack
mothers and their babigs.B i r a c i adiscrimioated agairst Biack patients, assigning them
to separate wards buildings whileBlack hospitals wereitlvonly a few exceptions, understaffed
and underesourced (Reynolds 2004; Thomas 2006; McBridgR04860) After the
introduction of Medicare and Medic&ldck hospitals struggled financially and most eventually
closed (Beardsley 1996; Odum ;188dth 201,60p. 168L69. Black mothers living in the South

were left with the choice of delivering in a formerly discriminatoklfite-only or segregated)

37In Appendix Table A6, we report #inventstudy estimates produced by Almond et al. (2006, Table 4, columns 2a and
2b) forpostneonatal nrtality due to pneumonia, influenza, and diarrhea. The results are similar to those reported in
Appendix Table A5. ltne top panel of Appendix Figuk8, we reproduce the evatiidy estimates in Almond et al.

(2006, Figure 3), which fmem a specification that does not include year fixed effects, county fixed effects,-or county
level covariates. In the bottom panel of Appendix Figure A8, weéllwsaathappens to these estimates when county
and year fixed effects are includedentlr egr essi on model . Finally, we adopt
Appendix Table A7 and estimate the effect of the hospital desegregation campaigpastnlaaktal mortality in all

five Deep South states. When we include year fixed affdcountgpecific linear trends, the estimated effects of

having access to a Mediegligible hospital on Black postneonatal mortality due to pneumonia, irdloeoliarrhea

become positive and significant (panel Il, column 4), allowing usathfoepect the hypothesis that they are equal to
those produced without controlling for year fixed effects (panel Il, columns 1 and 2).

38 The practice of assigning&Xaatientso their own wards, floors, or buildings also had the effect of limit@sg.ac

To avoid overcrowding| ack patients could be refused admission des
Rights Commission 1966, pp-183). Black dspitals were often Whiten but focused on providing care to Black

patients (Rice adibnes 1994).
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hospital or at home, attended by a midwife or physician, neither of whom was neckssarily we
trained in obstetrics (Mongeau et al. 1961; Houde et al. 1982; Ward 2003).

Figure 6 shows the-lrospital birth rate.€.,the number of khospital birte per1,000 live
births) by race in the Deep Soiaththe year$9591973. In-hospitaBlack hrths were rising
steadily throughout this peridd. 1959, the first year of our analysigercent oBlack births
took place in the hospitddy 193, 9 percat of Black bithswere irhospital.

Did federal efforts to desegregate hospitaisbute tothetrends shown in Figure® To

answer thiguestionweusedata fronstatevital statistics reports and th€SS° andestimate

) In-HospitaBirths= oA Medicare Xod + ve+ k+ a0+ &

whichincludeghe vector of conty-level controls described abamyntyfixed effectsyearfixed
effects andcountyspecific linear trend3he dependent variablleHospital Birthss equal to the
number ofin-hospitaBlackbirths per 1,000 livglackbirths?°

The resultef this exercisare reporteth the first colummof Table6. Access to a

Medicareeligiblehospitals associated with additionaB2 Blackin-hospitabirthsper 1,000 live

39 Because the Natality Files, published by the NVSS, did not make information available on birth attendant type for the
years 1960967, we transcribegicords from individual state vital statistics reports. Appendix Table B2 lisis#se so

used to collect information on coutgyel live births by location (i.e- Marsus oubf-hospital) and attendant (i.e.,

physician versus midwife). Another advantage to using state vital statistics records is that the NVSS is missing data on
live births by race for roughly 10 percent of the counties sample. Informatioon live births by attendant is

unavailable at the county level from Alabama vital statistics records. As a result, Alabama is excluded from all birth
location/attendant ahgses in this section.

40Prior to 1975, information on whether a hospital birth was attended by a physician or a mimwifecludecn

the birth certificate. Presumably, however, the vast majority of these births were attended by a ptey&cian. In 1

percent of irhospital births in the United States were attended by a physician. Of the remainder, 0.6 percent were
delivered by midwives and 2.3 percent were delivered b
(U.S. Departmerof Health, Education, and Welfare 1978).
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births. While his estimate jgreciseit explaingess thaminepercenbf themovementowards in
hospital births amori§Jack mothersluring the period under stufdy

Next, we examine the effects of having accesMtxlicareligiblenospitalon Blackout-
of-hospital birte byattendant typeTheresults, reported in colum{@y and (3) of Table §ggest
that the shift tvardsin-hospital births came entirélym outof-hospital births attended by a
midwife*? There is no evidenoé a reduction imut-of-hospital births attended by a physician
whenBlack mothersvere givie theoption ofdeliveringataMedicareeligiblehosptal.

During the period under study, midwigesoss the Deep Sowtlere required to be
licensedAnderson et al. forthcoming). According to contemporary accounts, licensing greatly
improved the quiéy of midwiferyservices providééd.Nonethelessnidwivesvere not trained to
attendcomplicated pregnanc{&odd 1920Mongeatet al. 196/1and it is not unreasonable to

expect that the shift to-hospital births resulted in fewer mothers dying defitabirth.

41In Appendix Figure A9, we show evstotdy estimates of the effect of having access to a Metigibte hospital
on the inhospital Black birth rate. There is strong evidence that the positive estimateinepmumn (1) of Table 6
is a continuatin of an upwards piteeatment trend. In addition to estimating equation (4), we also explored the
relationship between the federal effort to desegregate hospitals and the overall Black birth ratéhedafingubast
live Black births per 100,00@&{ population. We found no evidence that access to a Meelitified hospital
affected the overall Black birth rate.

42 During this period, birth certificates recorded whether aof-bospital birth wagtended by a physician, midwife,

or other/notspecified attendant (U.S. Department of Health, Education, and Welfare 1978). We inofuded out
hospital births by 0ot hefhbspitalthirths attended by aenildife.i Basedidaven ¢ o u n't
calculations, over 90 percent offisiin this combined category were attended by midwives. In Appendix Figure A10,

we show everdtudy estimates of the effect of having access to a Meditifiezl hospital on Black births attended by

a midwie. There is strong evidence that the negasitimate reported in column (3) of Table 6 is a continuation of a
negative prereatment trend.

43 For instancdicensed midwives in South Carolina were required to atterdeetnvoourse of instructioro(§h
Carolina 1960). According to South @zagublic health officials, the licensihmidwives had a dramatic effect on
both infant and maternal mortality among Blacks:

It is interesting to note that from 1919 to 1928, the last year for whicteigurag tabulated
separately for white andlored, there was a decided reduction in the colored rates [of death] for
both infants and mothers although there was an increase in both rates for whites. This would
seem to indicate that the instruction afwives, who deliver most of the negro mothers

not been without value to the State (South Carolina Board of Health (1932) cited in Bonaparte
(2014, p. 172)).
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In column 4) of Tables, we report the estimated effect of having access to a Medicare
certified hospital othe maernal mortalityate in countgandyeart.** Theegimate, although
negative, is small and statistically insignifidaoéss is associated with@S8 reduction in the

Black maternal mortality rate, which is lesstivmpercent othe pretreatment meaf.

5. CONCLUSION

According to Title VI of t hthegbundbrdce,Ri ght s
color,ormt i onal origindé should be dgaderafihantighe bene
assistance (U.S. Department of Lalay. When the Civil Rights Act was passsastU.S.
hospitals did not rely on federal money andifoemnatory practices &outhern hospitals
continuedargelyunabated The landscape radically changed, however, when President Johnson
signed Medicare into laww July 30, 196Bromising to generously pay for the health care of
millions of peopleThe threabf withholdingMedicare fundingoupledwith the efforts of
investigatorfom the newly creatéaffice of Equal Health Opportunity who wéaiskedvith
identifyng hospitalghatwerenotin compliancevith Title VI,led to theeventuatlesegregation of

even the mostatoriously segregated hospitalthe Soth (Associated Press 1969)

44\We measure the maternal mortality rate as deaths due to complications from pregndibicshqrerhi

1,000 live births. Maternalnaott i t y counts include@ whmem |l astkrad dpueoupgée
and continued for 42 days after delivery (Guyer2€04)). Because the maternal mortality rate is equal to zero for 78

percent of our countyear observations, we astimated a Poisson regression model. The results from this exercise

were qualitatively similar to those reported in Table 6.

45|n an effort to study the effectsBifick hospitals, we used data from Ricdames (1994), Wesley (2010), and a host

of contemporary sourcésvailable from the authors upon request) to distinguish between counties that were served by a
Black hospital in the pteeatment period artlosethatwere not. Appendix Table A8 shaasnates obtained by
interactingMedicarwith an indicatoBlack Hospifahat is equal to one if a county was served by at least one Black
hospital in 1966 (and equal to zero otherwise). These estimattdiratygegardless of whether coowds served

by a Black hospital, gaining access to a Me€liicginee hospitddad no effect on where Black mothers chose to give

birth or on Black infant mortality.
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Focusing omne Deep South statdississippiAlmond etal. (2006)ind that acces® a
Medicareeligible hospitas associatedith sharpreductionsn Black postneonataiortality
especiallynortality dueo causesonsidered preventable with timely hospital treatment. They
conclude that, by prohibiting institutions that recé@deial funds frordiscriminating, the Civil
Rights Act savegrs of thousands d@lack infantives Aside fromAlmond et al(2006)we know
verylittle about the relationship between hospital desegregation and health.

Using countyevelmortality datérom five Deep Soutlstatesandexploitingconsiderably
more variation in Medicare certificatiated than wassailable té\lmond et al. (2006)e revisit
the relationshipetween the federal hospital desegregatioraicangmd th8lack IMRfor the
period 1959973 Consi st ent wi t h eScnptidnbféhe ho§pRabdesegreggiion 2 6 4 )
campaign as producing only o0cosmeticdé changes,
Medicareeligible hospital had little, if any, effect on infant mortSiitgcificallyye find that
having access to atdeed hospital is associated with 1®¥tenalBlack infant deaths per 1,000
births. Although this estimate is not statistically significant, it is sufficiently precise to reject the
hypothesis that the hospital desegregation campaign contribuiedfoigeto the narrowing of
the BlackWhite infant mortality gap.ikewisewe find that having access to a Medielagible
hospital hado appreciableffect on théBlackPNMR, nor did itaffect Backinfantdeaths due to
preventable caus@g®., pneumonia/influenza and diarrhéajain, hese estimates are measured
with precisionallowing us toeject the hypothesis that the hospital desegregation campaign drove
the narrowing of thBlackWhite postneonatal mortalita,.

Importantly, ouresults for the Deep South do not mask heterdagdayestate After
controlling focommontrends wefind no evidence théte hospitatlesegregatiazampaign
reduced the BladKIR in AlabamaGeorgialLouisiana, Mississippi, or South Carolina. In fact,

threeof thesdive estimates are actually pesijtincluding th®lississippedimate.
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Finally usingnewly transcribed data on lbrghs by race, location-{mospital versus out
of-hospital) and attendagpe (physician versus midwife) available from atateaVitastatistics
reports, we explore whettthe hospital desegregation campaign accelerated the trend towards in
hospital births among South&ack mothersvhich wasriginally documented by Chay and
Greenstone (20Q0Wefind that having access to a Mediedigiblehospitals associatedith an
increase in the rate at whiglack mothers chose to give birthhospital and a similarly sized
decrease in owff-hospitaBlack births attended by a midwiténese estimated effects are
howevernot nearly largenough to explain the trend #nas inhospital births

Theeffort to desegregate Southern hospitassmet with considerable resistance. Two
hundred and fourteen hospitalshie Southnitiallyrefusedto integrate their facilitiesrdoing all
federal fundingNash 1968; Reynolti897) ostensibly integrated hospitgtenlyfloutedTitle VI
guidelines (U.S. House of Representatives 1973; QuadagremaBlk patients wereticent
to seek care at private hospitals that had, for generations, segregated or excludedtlkem altoget
(Comptroller General 1972; Quadagno 200&)lthe goals of théederal efforbeen embraced by
Whiterun hospitaadministrators and physicians, its stusréffectson Black infant and maternal
healthmayhave beemorepronouncedhan thosevedoawment above.

Our empiricaktrategy prevents us fronpkxingthe longerun effects of the hospital
desegregation campaign but it is worth noting thBtableWhite infant mortality gap has been
closing steadily in several Southern states overtttvegpdscades (Speights et al. 20IfFis
progress madyave beemimpossibldhad investigators from tlEHO not compelled Southern
hospitals to abanddheirlongstanding discriminatory practickientifying thdactorsthat
contributed and continueat contributé to the narrowing of the Blatkhite infant mortality gap
will depend omdentifyingwelldefined natural experiments and carefully accounting for secular

trends.

26



REFERENCES

Almond, Douglas, Kenneth Chayn d Mi ¢c h a e | Gr eRights,theWaron 2006. 0C
Poverty,and Bladh i t e Convergence in Infant Mortality
Department of Economics Working Paper NeO#,7Availablat:
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=961021

Al san, Marcel |l a, Owen Garrick, and Grant Graz
Experiment Evidence from Oakh dAmérican Economic Ré&0@&2): 4074111.

Alsan, Marcellaamdar i anne Wanamaker. 2018. 0TQuriedygee al
Journal of Econoi®&{1): 40455.

~

Anderson, D. Mark, Kerwin Kofi Charles, Daniel |I. Rees, andWangig . 2019 oWat er
Purification Efforts and the Blawkhite Infant Mortaly Gap, 1906 9 38 . 6 NBER Wor Ki n¢
No. 26489.

Anderson, D. Mark, Ryan Brown, Kerwin Kofi Ch
Licensing and Maternal HeaEhv i d enc e f r o m E aForthgomiiiaktbwvnalfoe r y L aw
Political Economy

AshenfelterOrley, William JColling and Albet oon. 2006. OEvaluating th
Board of Education in School Equalization, Desegregation, and the Incénre ofdan A mer i c a
American Law and Econoniés, B€R): 21248.

AssociatedPress 196 9. O0Ever s t ClarBeddgeApel 12Hos pi t al Funds

Ashraf, Nava, Diego Aycinena, Claudia Martine
Housem | ds: A Fi el d Experi ment Reviewofgconemigganant s fr
Stdistics47(2): 33351.

Bail ey, Martha and Andrew Goodman Bacon. 201

Medicine: Community Health CentAmergan&eombmit he Mo
Revievit05(3): 1082104.

Beardsley, EdwardH 199 6. 0 D et §ledeigealiodb A @ l6t&mational Social
Science Revid\i/2): 354.

Ber gman, Peter. 2016. 0The Effects of School
Desegregation Program. 6 CESifo Working Paper

Bertrand, Mar i anne, Esther Dufl o, and Sendhil
Differencesn-Di f f e r e n ¢ eQuartérly Journahof Ecori@fdy: 24976.

Billings, Stephen, David Demiagdd onah Rockof f . 0 EducatomaSc hoo!l S

Attainment, and Crime: Evidence from the End of Busing in Chaflette k | e Qumderlyg . 6
Journal of Econoi2&1): 438176.

27


https://papers.ssrn.com/sol3/papers.cfm?abstract_id=961021

Bonaparte, Alicia. 2014. 006The Satisfactory M
Pastandr e s ent Co 8csial Scemca HiS®dE2x 15882.

BrownNagin, Tomiko. 201Courage tosBent: Atlanta and the Long History of the Civil Rights Movement
New York NY: Oxford University Press.

Chay, Kenneth and Michael Greenston®.200 h e C o n v e r -gV/kite lnfant Nortalit | a ¢ k
Rates during the 1980 American Economic RE0Gw326332

Chandra, AmitabiMi c hael Frakes, and Anup Malani. 2017.
Discrimination and Health Inequityough Existing Civ | Ri g MHeadth Affar86¢6): 1041
1047.

Chandra, Amitabh and Jonathan Skinner. 2004.
In N.B. Anderson, RA. Bulatao, and B. Cohéeds), National Research Council (US) Panel on Race,
Ethnicity, and & in Later Lif&/ashingtonD.C: National Acaeimies Press

Comptroller General. 1972. o0Compliancéy with A
Hospitals and Other Facilities Under Medicare
Judiciary House of Representatives, Departaiéieath, Education, and Welfare.

Cooper, Lisa, Debra Roter, RadloéinsonDanielFord, DonaldSteinwachsnd NeilPowe 2003.
0 P a tGergemetl Communication, Ratings of Care, and Concordance of RhEérysaman
R a ¢ Annafs of Interiedicind39(11): 96915.

Cornel vy, Paul B. 1956. 0Segregation and Disc
American Journal of Public, 4égibaptember): 107@31.

Cornel vy, P a u | Rdgial Integ@afion in Hasditalsimtid U n int e Jburraltofathee s . 6
National Medical Associd8¢nh): 8L0.

Davi s, Karen. 1975. OEqual Treat meMibanknd Unegq
Memorial Fund QuarteBi4): 44488.

Dodd,Ruh. 1920. oOMi dwi f e SuRublic Hedlth Nuk&(12): 86868 out h Ca

James Heckman. 1991. oCont i

Donohue, John and
I Rights PolJounglofd&ceonomice Economic

| mpact of Ci vi
Literatur@9(4): 1603643.

Elder, Todd, John Goddegasn d St even Haider. 2016. ORaci al i
and the Role of Soelbc 0 n 0 mi cLab®uEaochamgs December)4254.

Elder, Todd, John Goddeeris, Steven Haider, andMael e t h . 2014. 0The Chanq

the BlacBWhite Infant Mortality Gap, 1983 0 0 American Journal of Pddith104(S1): S105
S111.

28



Ewbank, Douglas. 188 o0 Hi st ory of Bl ack MhulibdanlaQuartely and He¢
65(Suppl 1)t00628.

Freeman, Ri chard B. 1981. oBl ack Economic Pro
In Sherwin Rosen (edStudies in Labor MarkatgcagplL: University of Chicago Press for the
National Bureau of Economic Research

Gamoran, AdamandBrn An. 2016. OEffects of School Segr
Changi ng P oHducatign EGatuationexdtPolidy A& l)siddH4.

GoodmanB a c o n Andrew 2018. OPublic I nsurance and
| mp | e me darraltof Political &conti?ey(1)216262.

GoodmarB a c o n Andrew.-in-fRi0flPer eec ¢ § ewienlc eVari ati on
Working Paper, Vandelt University.

Greenwood, Brad, Rachel Hardeman, Laura Huang, and Aaron S@02éner.pskiadPatient
Raci al Concordance and Di s p arRrdceedings of tine NBtiomalt h i n
Academy of ScielitE85): 2119211 200.

Griffin, Robert. 1966. dCBwressiendl RdSwdatdily 9,pp.nat i on
1614516147.

GuryanJmathan 2004. o0Desegr egat i AmericanrEdonoinic R&E) Dr o p o |
919943.

Guyer, Bernatdary Anne Freedman, Donna StrobammJEd war d Sondi k. 2000.
Summary of Vitébtatistics: Trends ingtHealth of Americans Duringthé'ZDe nt ur y . 6
Pediatrick06(6): 1307317.

Hill, Andrew, Dani el Jones, -RatedtRacMaich ReslycesWo o d w
Pati ent WdkingtPaper, Mogtana State Unitieisvailable at
https://papers.ssrn.com/sol3/papers.cim?abstract_id=3211276

OHospital to Sc€ElarikhedBPApR.dy . 6 1969.

Houde John, Joan Humphrey, Beverly Boyd, and Robert Goaddeng . 1982 . o0Out of
Deliveries in Alabama, 18409 8 Iburrial of the Medical Association of the Stateb@{ BtaB@ama

21.

Johnson, R u ¢ k-Bun Impacts @ 8chdbl.Desedtmyaargl School Quality on
Adul t At t ai naolengRapeiNG. 1I6BERER W

Kenny, John A. 1965 .Améicn Journal oROrtigopsBHB2@7. Me di ci n

Kol et zko, Sibyll e and Stephani e nOsQheirlrd reedne.ro.
Deutsches Arzteblatt Internadg3a): 538548.

29


https://papers.ssrn.com/sol3/papers.cfm?abstract_id=3211276

Largent, Emiy2 018. oOPublic Health, Racism, and the L
Public Health Rep@B83(6) 71320.

McBride, David 201&aring for EqualityH#story of African American Health and Healthcare
London U.K.: Rowman and Littlefield Publishing.

Mongeau, Beatrice, Harvey Smith, and Ann Mane
and Functi ons o AmeacarFJournkl ofi®Bp66(8)t4B805. oner . 6

Muno z, FI or M. rRf0l0Re n D a hSeminatshm Rledibtricdmfectidus Diseases
13(2): 72Z8.

Nas h, Robert M. 1968. oCompliance of Hospital
Ri g ht asmeAcar Joudnal of Public, 3842 24@51.

Odum, Maria. ®2 . 07 Bl ack Hospital s NBwYork gigesugustt o Fi nc
12

Quadagno, Jill. 20@®romoting Civil Rights through the Welfare State: How Medicare Integrated
Sout her n SborlsPpblgda(l):68%

Reardon, Sean and ADwens. Q14 060 Years After Br own: Trends
S e g r e graegtAnmual Rediew of Sodididpp218.

Reber, Sarah J. 2007. 0School Desegregation a
WorkingPaper No13193.

Reber, Sah J. 201@ Sc ho o | Desegregation andJdumhalafat i onal
Human Resoyr¢g§l): 89014,

ReberSarah2011. OFrom Separate and Unequal to I nt
and School Fi nRevwet Bconomensd Siatisti&S([2)ad04l5. 6

Reynolds, P. Preston. 1997. o0The Federal Go
Il nt egrate Hospitals i n t Americdmlournal df PilicdBéahhs , 1
18501858.

Ve
96
Reynol ds, P. Pr e s tdblospital RiScinfinatioroaRd tlee U8 Gosirt ob Appehls a n
FourthCircuit 19561 9 6 Ameiécan Journal of Public, I9ééith 71ay 20.

Rice, Mitchell and Woodrow Jones, Jr. BB#3lic Policy and the BlactaH&spm Slavery to
Segregation to Intepvsestport, CT: Greenwood Press.

Sarrazin, Mar vy, Mary Campbell, Kelly Richards

and Disparities in Health Care Delivery: Conceptual Model and Empirical Aste$sétin
Services Resedt(h) 14241444,

30



Singh, Gopal and Stella Yu. 20 3017:.LargefBdcialnt Mor
|l nequal ities Have P mtersationdl godrnalfobMater®al ana Chidd HEakhrandu r
AIDS, 8(1): 1831.

Smith, DavidBartod 998. O0Addressing Raci al l nequities i
and Re p oJotwrnal®iHealtls Poldics, Policy,&28{1awd.05.

Smith, David Barton. 2003.he Politics of Racial Disparitibgsegregating the Hospitals in
Jackson, MilbasksQuastar8B(2)p243268.

Smith, David Barton. 20The Power to Heal: Civil Rights, Medicare, and the Struggle to Transform
America's Health Care Sixgtehville TN: Vanderbilt UniversitPress.

Smith, Imari, Keisha BentlEgwards, Salimah-Bimin, and William Darity, Jr. 20Jdghting at
Birth: Eradicating the BMuke Infant Mortality GReport, Duke University, Samuel DuBois Cook
Center orSocial Equity and Insight Center@@mmunity Economic Development

South Carolina. 1960. ORules and Regul ations
pp. 194195 Code of Laws of South Carolina 1952, Annotated: 1960 Cumulafivkei®eapplement
Columbia, SC: R. L. Bryaar@pany.

Speights, Joedrecka Brown, Samantha Sittig Goldfarb, Brittany Wells, Leslie Beitsch, Robert Levine
and Geor ge R-uevd Progr2ds ih Reducindgsthe d¥ddite Infant Mortality Gap,
United State4,9992 0 1 Bmerican Journal ofddbiItHL07(5): 77382.

Sternberg, Steve. 2015. 0DeseybdNgwsuhi26n: The H
Available atttps://www.usrews.com/news/articles/2015/07/30/desegregatioshidden
legacyof-medicare

Sun, Liyang and Sar ah A hkmeatlcféeots in EvdhtsStudienwithi ng Dy
Het er ogeneous TFartecaniing eloutnal & Edomometres 6

TarozziAlessandro, Aprajit Mahajan, Brian Blackburn, Dan Kopf, Lakshmi Krishnan, and Joanne
Yoong. 2 0Oldads, Insectidideceated Bedsts, and Malaria: Evidence from a Randomized
Controll ed Tr iAméricah BconOmid Re@éd): 19099il.d a . 6

Taylor, Jamila, Cristina Novoa, Katie Hamm, and Shilpa PhadkeERfirtating Racial
Disparities in Maternal and Infant MbtyaA Comprehensive Policy Bluepdi@enter for
American Progress. Available at:
https://www.americanprogss.org/issues/women/reports/2019/05/02/469186/eliminating
racialdisparitiesnaternalnfantmortality/.

Thomas, Duran, Elizabeth Frankenberg, Jed FriedmanPdeae Habicht, Mohammed Hakimi,

Nicholas Ingwersen, Jaswaithan Jones, Christopher McKelvey, Gretel Pelto, Bondan Sikoki,
Teresa Seeman, James Smith, Cecep Sumantri, Wayan Sudig&snianto Wilop2006.

oCausal Ef fect of Health on Labor -0V806ket Outc
Available athttp://escholarship.org/uc/item/0g28k7 7w

31


https://www.usnews.com/news/articles/2015/07/30/desegregation-the-hidden-legacy-of-medicare
https://www.usnews.com/news/articles/2015/07/30/desegregation-the-hidden-legacy-of-medicare
https://www.americanprogress.org/issues/women/reports/2019/05/02/469186/eliminating-racial-disparities-maternal-infant-mortality/
https://www.americanprogress.org/issues/women/reports/2019/05/02/469186/eliminating-racial-disparities-maternal-infant-mortality/
http://escholarship.org/uc/item/0g28k77w

Thomas, Kar en K rBurtbeAct ati CiQilRightsd BxpardingiHospital Care for
Black Southerners, 19B® 6 Iburrial of Southernridis®(4): 82870.

Thompson, Owen. 2020. o0School Desegregation a
Williams College.

U.S. Civil Rights&Cmmi s si on. 1966. oTitle VI One Year Af
Health and Welfa®e r vi ces i n t h,®.CSunited State§d Covkimisston am ivilo n
Rights.

U.S. Department of Health, Education, and Welfare. \1igi3Statistics of tinited States, 1960.
Volume {Mortality, Part. AVashington, D.C.: United StaEss/ernment Printing Office.

U.S. Department of Health, Education, and Welfare. \1iga65tatistics of the United States, 1972.
Volume IMortalityWWashington, D.C.: dad States Government Printing Office.

U.S. Department of Health, Education, aradf&ke. 1978/ital Statistics of the United States, 1975.
Volume-NatalityWashington, D.C.: United States Government Printing Office.

U.S. Depart menitt loef MlaboQi.vin. dRi gohTt s Act of 196
https://www.dol.gov/agencies/oasam/requlatory/statutesttrieivil-rightsactof-1964

U.S. Housof Representatives.9 7 3. 0 Ti t | ein Medicalamfdo rMeaemermti d Pr o
Hearings before the Civil Rights and Constitutional Rights Subcommittee, September 12.

Valfort, Marie(A n n e . 201Bi sobomiAnat i oA Wdrddlolialmof480s112Wor k ? 6

Wallace, Maeve, Joia Giearry, Lisa Riendson, Meshawn Tarver, and Katherine Theall. 2017.
0OSeparate and Unequal: Struct tHeadnd FRagéd:il140m an d
144.

Ward, Thomas. 20@lack Physicianthe Jim Crow Soktyetteville, & University of Arkansas
Press

Washington, Harriet, Robert Baker, Ololade Olakanmi, Todd Savitt, Elizabeth Jacobs, Eddie

Hoover, Matthew Wynia, Janice Blanchard, L. Ebony Boulware, Clarence Braddock, Géselle Corbi
Smith, LaVera Crawley, Thomas LaVeist&laViaxey, Charles Mills, Kathryn Moseley, and

David R Williams. 2009. o0Segregation, Ciuvil R
American Physicians and Organized Medicine 11916 ®urrél tife National Medical Assqciation
101(6)513527.

Wesley, Jr., Nathaniel. 2@lAackHospitals in America: History, Contributions amdl2éassee,
FL: NRW Associates Publications.

Wright, Gavin. 1999. o0The HCisV ilurnaRobEctnonsic HRtery o | u
59(2): 26289.

32


https://www.dol.gov/agencies/oasam/regulatory/statutes/title-vi-civil-rights-act-of-1964

Infant mortality per 1,000 live births
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Figure 1. Infant Mortality Rates by Race in the Deep South, 1959-1973
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Notes: Based on annual data from the Multiple Cause-of-Death Mortality Files, published by the National Vital Statistics System.
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Postneonatal mortality per 1,000 live births

Figure 2. Postneonatal Mortality Rates by Race in the Deep South, 1959-1973
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Notes: Based on annual data from the Multiple Cause-of-Death Mortality Files, published by the National Vital Statistics System.
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Infant mortality due to pneumonia/influenza
per 1,000 live births

Figure 3. Infant Mortality Due to Pneumonia/Influenza by Race in the Deep South, 1959-1973
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Notes: Based on annual data from the Multiple Cause-of-Death Mortality Files, published by the National Vital Statistics System.
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Infant mortality due to diarrhea
per 1,000 live births

Figure 4. Infant Mortality Due to Diarrhea by Race in the Deep South, 1959-1973

1959 1961 1963 1965 1967 1969 1971 1973

Black infant mortality rate due to diarrhea

== === White infant mortality rate due to diarrhea

Notes: Based on annual data from the Multiple Cause-of-Death Mortality Files, published by the National Vital Statistics System.
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