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Appendix II

Variations in Per Diem Direct Expenses

TABLE 1.-Voluntary short-term teaching hospitals, New York City,

1965

Rank order
Total
direct

expenses
Hotel

services
Nursing
services

General
patient

care
services

Ancillary
patient

care
services

Non-
operating
expense

1 $86. 95 $32. 01 $19. 71 $9. 55 $23. 15 $4. 88

2 79. 39 31. 72 17, 03 9. 47 23. 01 4, 31

3 76. 14 29. 91 16. 50 8. 93 21. 83 4. 00

4 75. 60 28. 87 16, 01 8. 67 20. 42 3. 93

5 74. 62 28. 70 14. 58 8. 44 19, 57 3. 83

6 74. 21 28. 58 14. 54 8, 24 19. 47 3. 71

7 73. 03 28. 46 14. 09 8. 06 19. 44 3, 47

8 72. 94 25. 69 13. 72 7. 93 17. 14 3. 44

9 68. 04 24. 56 13. 63 7. 73 16. 67 3. 39

10 . 63. 89 23. 98 12. 57 7. 37 16. 64 3. 34

11 . 63. 78 23. 21 12, 33 7. 31 16. 44 3. 31

12 . 62. 23 22. 90 12, 14 7. 23 16. 38 3, 26

13 58. 63 22. 55 12. 12 6. 68 15. 07 3. 24

14 58. 57 22. 53 11. 74 6, 62 14. 80 3. 19

15 56. 93 22. 23 11. 68 6, 62 14. 11 3. 17

16 55.78 21. 73 11. 38 6. 50 13. 64 3. 16

17 . 55. 75 20. 88 11. 33 6. 47 13. 62 3. 15

18 55. 38 20. 37 11. 28 5. 31 13. 54 2. 98

19 55, 21 19. 94 11. 24 5. 31 13. 53 2, 86

20 53. 86 19. 92 11. 24 5. 22 13. 42 2. 71

21 50. 94 18. 91 10. 90 4. 24 12. 87 2. 58

22 50. 75 17. 38 10. 86 3.55 12. 46 2. 39

Average 67. 92 25. 40 14, 06 7. 43 17. 45 3, 58

Median 63. 01 23. 06 12. 24 7. 27 16, 41 3. 29

Source: J. Douglas Colman, "An Analysis of the Components of Rising Costs,"

presented at the National Conference on Medical Costs, June 27, 1967.

.fflaipa.
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TABLE 2.-Voluntary short-term community hospitals, New York City,
1965

Rank order
Total
direct

expenses
Hotel

services
Nursing
services

General
patient

care
services

Ancillary
patient

care
services

Non-
operating
expense

1 $60. 81 $27. 83 $14. 77 $8. 88 $16. 17 $1. 53

2 60. 43 26. 75 14, 33 8. 34 14. 71 4. 15

3 59. 77 26. 31 14, 33 8, 16 14. 06 3. 80

4 59. 53 25, 90 14. 02 7. 96 14. 03 3. 43

5 59. 21 24. 19 13. 99 7. 65 13. 94 3. 36

6 58. 87 23. 95 13, 78 6. 64 13, 94 3, 35

7 58. 70 23. 60 13. 49 6. 38 13. 87 3, 32

8 56. 92 23. 51 13. 34 6. 13 13. 63 3. 18

9 56. 32 23. 26 13. 28 6. 08 13. 45 3. 10

10 55. 00 23. 26 13. 13 5. 91 13. 37 3. 09

11 54. 88 22. 99 12. 95 5. 87 12. 71 3. 04

12 54.45 22. 63 12. 95 5. 64 12. 27 2. 98

13 53. 82 21. 86 12. 82 5, 52 12. 07 2. 90

14 53. 19 21. 58 12. 57 5. 44 11. 84 2. 82

15 52. 87 20. 21 12. 50 5. 36 11. 82 2. 72

16 52. 35 20. 02 12. 22 5. 11 11. 61 2. 67

17 52. 21 19, 96 12. 15 5. 09 11. 56 2. 66

18 51. 07 1986. 12. 13 4. 67 11. 50 2. 64

19 51. 02 19.42 12. 12 4.29 11. 19 2. 61

20 49, 93 19. 24 12. 12 4. 25 11. 12 2. 59

21 49, 59 19. 09 11. 87 4. 10 10. 74 2. 56

22 49. 56 19, 00 11. 77 4, 05 10. 69 2. 56

23 48, 86 18. 94 11. 55 3. 96 10. 63 2. 53

24 48. 46 18. 71 11. 53 3. 79 10. 56 2. 43

25 47. 86 18. 43 11. 45 3. 49 10, 48 2. 42

26 47. 67 18. 35 11. 41 3. 39 10. 24 Z 40

27 46. 86 18. 28 11. 36 3. 38 10. 19 2. 39

28 45. 92 17, 87 11. 35 3. 19 10. 10 2. 38

29 45. 47 17, 69 11. 23 3. 13 9. 44 2. 37

30 44. 91 17. 50 10. 51 3. 08 9. 43 2. 33

31 44. 86 17. 34 10. 51 2. 58 9. 35 2. 29

32 44. 82 17. 32 10. 35 2. 52 9. 34 2. 28

33 43. 99 17. 12 30. 34 2. 46 9. 31 2, 18

34 42. 91 17. 08 10. 29 2. 44 8. 89 2. 17

35 . 42. 84 16. 96 10. 11 2. 27 8. 77 2. 15

36 42. 54 16, 94 9. 98 2. 20 8. 45 2. 13

37 41. 26 16, 92 9. 86 2. 08 8. 22 2, 10

38 40. 72 15, 64 9. 46 1. 89 8, 12 2. 09

39 40. 64 15. 47 9. 21 1. 85 7. 43 2. 00

40 40. 45 14, 71 8. 86 1. 53 7, 39 1. 91

41 39. 88 14. 69 8. 79 1. 51 5. 79 1. 77

42 . 34. 05 13. 34 8. 41 1. 01 5. 22 1. 60

Average . 51. 90 20. 20 12. 09 4. 95 11. 83 2. 83

Median 49. 58 19. 05 11; 87 4, 08 10. 72 2. 56

-
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TOTAL DIRECT !MENSES
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TABLE 3.-Voluntary short-term community suburban hospitals, lower
17 counties of New York, 1965

Rank order
Total
direct

expenses
Hotel

services
Nursing
services

General
patient

care
services

Ancillary
patient

care
services

Non-
operating
expense

1 $62. 13 $24. 72 $16. 99 $5. 49 $20. 31 $5. 77

2 60. 98 24. 57 15. 83 4. 37 19. 37 4. 21

3 60. 73 23. 35 15. 54 4. 19 16. 53 4. 09

4 57. 80 22. 63 14. 99 4. 02 16. 20 4. 08

5 56. 38 22. 43 14. 86 3. 57 16. 09 3. 72

6 56. 27 22. 09 14. 17 3. 57 15. 94. 3. 61

7 55. 95 21. 66 14. 00 3. 50 15. 81 3. 48

8 55. 43 21. 59 14. 00 3. 46 15. 46 3. 12

9 55. 15 21. 45 13. 97 3. 43 15. 03 3. 11

10 54. 65 21. 02 13. 83 2. 95 14. 97 2. 81

11 54. 15 20. 97 13. 74 2. 95 14. 86 2. 80

12 54. 05 20. 82 13. 50 2. 92 14. 77 2. 74

13 53. 62 20. 75 13. 32 2. 80 14. 67 2. 74

14 52. 88 20. 70 13. 32 2. 74 14. 63 2. 62

15 52. 78 20. 60 13. 31 2. 74 14. 44 2. 57

16 52. 37 20. 39 13. 03 2. 50 14. 28 2. 55

17 51. 70 20. 21 12. 98 2. 50 14. 09 2. 52

18 51. 33 20. 12 12. 87 2. 35 14. 08 2. 50

19 51. 28 19. 44 12. 60 2. 26 13. 77 2. 48

20 51. 12 19. 38 12. 58 2. 26 13. 69 2. 47

21 51. 08 19. 09 12. 58 2. 24 13. 56 2. 43

22 50. 51 19. 05 12. 50 2. 23 13. 49 2. 42

23 50. 23 19. 05 12. 39 2. 17 13. 37 2. 41

24 49. 98 18. 55 12. 29 2. 09 13. 27 2. 40

25 49. 57 18. 31 12. 14 1. 96 13. 07 2. 33

26 49. 37 18. 29 11. 99 1. 87 12. 99 2. 32

27 49. 33 18. 18 11. 91 1. 85 12. 89 2. 31

28 49. 12 18. 11 11. 86 1. 82 12. 85 2. 15

29 48. 50 17. 92 11. 76 1. 77 12. 25 2. 15

30 46. 00 17. 84 11. 73 1. 59 12, 21 2. 15

31 45. 87 17. 59 11. 71 1. 44 12. 19 2. 15

32 41. 78 17. 49 11. 70 1. 43 12. 17 2. 14

33 44. 52 16. 93 11. 52 1. 40 11. 95 2. 12

34 43. 84 16. 42 11. 31 1. 28 11. 76 2. 06

35 43. 67 16. 40 11. 22 1. 18 11. 51 2. 04

36 43. 39 16. 38 11. 16 1. 13 11. 30 2. 04

37 43. 03 16. 35 11. 10 1. 06 11. 29 2. 01

38 42. 98 16. 17 10. 88 1. 02 11. 28 1. 95

39 42. 40 15. 99 10, 86 . 86 11. 15 1. 94

40 42. 13 15. 99 10. 83 , 84 11. 04 1. 90

41 41. 66 15. 96 10. 69 . 84 10, 76 1. 90

42 41, 01 15. 91 10, 68 . 78 10. 65 1. 88

43 39, 77 15. 45 10. 53 74 10. 57 1 83

P.IMONMar.,
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TABLE 3.-Voluntary short-term community suburban hospitals, lower 17 counties
6

Rank order

REPORT OF THE HEALTH MANPOWER COMMISSION

direct

New Tork, 1965-Continued

Hotel Nursing
General

services

patient
Ancillary Non-

services

patient opetating

expenses services services care care expense

44 $39. 27 $15, 23 $10. 37 $0. 72 $10. 17 $1. 83

45 38, 16 14, 94 10. 32 . 63 9. 76 I. 80

46 36. 61 13. 45 10. 25 . 61 9. 74. 1. 75

47 36, 38 13. 40 9. 56 . 59 9. 68 1. 58

48 35. 67 13. 23 8. 88 . 57 9. 34 1. 58

49 35. 38 12. 76 8. 67 . 47 9. 00 1. 53

50 34. 63 11. 74 8. 67 . 40 8. 08 1. 52

51 31. 18 11. 34 8. 31 . 38 7. 36 1. 39

Average 50. 39 19. 10 12. 69 2, 51 13, 41 2. 68

Median 49. 37 18. '29 11. 99 1. 87 12. 99 2. 32

;
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Introduction
Every individual, as a consumer of health services, has a large stake

in the quality and availability of health care. The ways in which con-

sumer interests manifest themselves have increased and changed almost

beyond recognition in the past few decades. In addition to the obvious

role of patient, the individual now must deal with health issues as
citizen, employer or employee, member of prepaid plan, and occa-
sionally, board member for a health and welfare plan or a voluntary

hospital.
Only a few decades ago the total consumer role for most people con-
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sisted of participating in the doctor-patient relationship. This relation-
ship was generally an authoritarian one in which it was assumed that
the patient would take his medicine and submit to surgical intervention
without asking questions. Medical care was purchased as needed. There
was little specialization within medicine and few hospitals provided
anything beyond nursing care and facilities for surgery. Both the quality
and the price of health care were low by today's standards.

During this earlier period, most health care purchases and many
health policy decisions were made directly by the individual consumer.
The Federal Government provided only a minute fraction of the Nation's
health care, with State and local govenunents involved mainly in the
operation of local and special-purpose hospitals. Industrial health plans
were in their infancy and the few that existed were run on a unilateral
basis by paternalistic employerb. Negotiations between employers and
organized employees involved no health care considerations. Public-
spirited citizens served as trustees of voluntary hospitals, but their role
was mainly confined to fund raising.

Today, almost every aspect of this picture has changed. The overall
quality of health care has improved enormously. The best health care is
superb, although there are parts of the country and segments of the
population that are today receiving health care not too different from
that of a generation ago. Overall, extreme complexity, specialization,
and high costs are now the dominant characteristics of the American
health care system. The various units of government now purchase or
provide over one-fourth of the health services delivered, and the imple-
mentation of Medicare and Medicaid will probably increase that pro-
portion. Another quarter of health services are purchased through
prepaid plans with the result that health care benefits have become a
critical part of collective bargaining discussions. Hospitals no longer
look to philanthropy as an important source of funds. The role of the
voluntary hospital trustee increasingly demands a knowledge of business
operations and a concern for community health care planning.

The nature of the doctor-patient relationship is as changed as the shape
of the health care system itself. Better educated, more affluent, and more
questioning than his father or grandfather, today's patient looks to the
medical care system for a wider variety of services than previous genera-
tions. With most infectious diseases eliminated or under confrol, the
typical child patient is increasingly brought to the doctor for preventive
services and behavioral problems. Typical adult patients are likely to
be more concerned with a chronic conditionhypertension, heart trouble,
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diabetes, arthritisthan with an acute condition. These new conditions

frequently cannot be cured. The patient and his family have to learn to

accept the illness or disability, how to live with it, and how to keep it under

control. The patient's role in the treatment of such conditions requires

more participation and understanding than did health care some decades

ago.
The physician's task is increasingly one of watchful patient manage-

ment. The breakdown of the more authoritarian doctor-patient rela-
tionship has caused problems for both participants. The confusion of some

patients is reflected in the growth of do-it-yourself health books; in the

rising sales of nonprescription drugs, vitamins, and health-food supple-

ments; and in the frequent use of nonqualified doctors and outright
quacks. The growth of these pseudo-health services indicates that im-

portant needs for health care and health advice are not being provided
effectively within the present health care system.

The individual's search for satisfactory health care has been com-

plicated by the essentially uncoordinated growth of the health care sys-

tem. Programs and organizations multiply by geometric proportions
with little or no planned relationship. A greater proportion of the gron
national product is being devoted to health care without commensurate
increases in benefits. Costs for services continue to spiral upward. Com-
petition among uncoordinated agencies and institutions exacerbates
serious shortages of services.

Despite the individual consumer's large stake in the improvement of
the health care system, there arc few points where he can make his
needs felt and his interests understood. The ordinary market mechanisms

do not provide individual consumers withsufficient leverage on the health

care market to visably affect it Since the individual purchaser of health

care generally enters into the health market only on an episodic or emer-

gency basis, it is difficultfor him to evaluate and choose amongalternative

sources of services. The evaluation of health services has become a scien-

tific matter beyond the expertise of most consumeis. In addition, there

are many important community health servicessanitation, environ-

mental pollution, communicable diseasecontrolof which the individual

may be largely unaware but which contribute heavily to his well being.

Hence, the individual consumer of health services is not presently able

to articulate his interests in a delivery system to meet his changing needs.

Increasingly, health care is being purchased for groups of individuals

through health and welfare funds or through other prepaid health care

programs. Some of these group consumers purchase sufficient quantities
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of health services so as to lx: able to evaluate the performance of the total

system. Many of these large groups have been able to translate their
knowledge of -the whole complex into meaningful gains for their hidi-
vidual members. Most health and welfare funds, however, are not large

enough to develop either adequate knowledge or sufficient leverage to

significantly increase their effectiveness. The normal pressures of man-

agement and union leadership in smaller plans frequently rule out ade-

quate monitoring of health care benefits.

Today, the opportunities for participation in health policy decision-
making by either individual or group consumers are relatively slight.

Rising levels of education and income, however, have stimulated greater

consumer interest in the delivery of health services. Consumers are now
asking for full partnership in the determination of broad health policies.

Opportunities for meaningful consumer participation in shaping the
health care system of this country must be significantly increased.
Actions will be required to increase the opportunities for consumer par-

ticipation in government programs, in quasi-public agencies, and in

private health care institution&
It is to the foregoing aspects of the consumers' roles that our Panel

has addressed itself. During six sessions in three different cities we have

discussed these problems with spokesmen from some 20 different public

and private organizations including representatives of government, in-

dustrial management, organized labor, health insurance industry, pre-

payment plans, health and welfare funds, the medical profession,
hospitals, and private consultants. We were deeply impressed with the

earnestness and competence of these men and women. We gratefully
acknowledge their assistance.

As a result of this testimony and our own deliberb jons, we have con-

cluded that the consumer's role and his welfare can be substantially
furthered by action in three major areas:

1. Improvement in the ability of the consumer to maintain his own

health and to find comprehensive health services.

2. Expansion of the opportunities of meaningful consumer participa-

tion in health policy deliberations.
3. Government actions to develop and hnplement standards of quality

for professional and institutional services, to encourage the development

of a rational system of health facilifies, and to guarantee the adequacy

of health insurance benefits and plans offered for sale.

These areas of concentration should not be construed as a comprehen-

sive list of the consumer's needs and desires, but rather as a point from
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which the first steps can be taken toward providing full partnership for
the consumer in the health care system.

Strengthening the Position of the Consumer
The changing circumstances of American health care described in

the Introduction point to new roles for the consumer. The first and
primary role for the consumer will continue to be his participation in the
doctor-patient relationshipthe locus of delivery for most health serv-
ices. The changing nature of this relationship will require renewed and
imaginative efforts to educate every consumer of his rights and respon-
sibilities in this partnership. At the same time, programs must be devel-
oped to provide more accessible entry points at which individuals can
secure comprehensive health services.

The second, and increasingly important role for the consumer will be
expanded participation in the determination of broad health policy. The
scope of health issues has grown to the point that most of the major de-
bates now involve questions closer to public policy than to the specialized
competence of the health professional. The solution lies in building a
creative partnership between consumers and providers rather than es-
tablishing the supremacy of either.

The fitst steps toward this partnership will require the sponsorship
of training pmgrams for consumer and public representatives. Addi-
tional efforts will be necessary to open positions for consumers on appro-
priate decisionmaking bodies and for assisting in the development of
organizations which represent the consumer and the public interest.

In terms of the first of these rolesthe consumer as patientgreatly
expanded efforts are needed to educate individual consumers about the
maintenance of their own health and about effective use of the existing
health care system. Most of today's health education efforts are directed
through the schools, with some secondary efforts directed at the public
communications media. It is necessary to recognize at the outset that
the present curricula and methodologies of health education have been
largely unsuccessful. Federal funds devoted to this area should stress
innovation, experimentation, and measures of effectiveness. The targets
of new health educations efforts should include the improvement of the
consumer's knowledge of the factors critical to his own health, the devel-
opment of greater consumer awareness in selecting a doctor, the expan-
sion of the consumer's knowledge of available health services, and the
further development of his rights and responsibilities as a consumer of
health care.
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Recommendation No. 1:
Private health agencies, professional associations, educational insti-

tutions, and other groups should, with financial and technical assistance

from the Department of Health, Education, and Welfare, sponsor con-

tinuing programs of health education aimed at the general public.

The twin forces of increasing demand for health services and the

growing specialism of the health professions have introduced new diffi-

culties into the process of finding comprehensive health services. In many

areas comprehensive health care is not available; in other areas, these

services may be located only with great effort and secured at high prices.

The consumer strongly desires and badly needs more entry points a

which he and his family may secure high quality, comprehensive health

care. In order to moderate the present trends toward increased specialism

and to alleviate the difficulty of securing comprehensive health services,

the Federal Government should provide substantial financial assistance

for training and research programs directed at the development of

comprehensive family health services.

Recommendation No. 2:
A new grant program for the support of research and teaching of

family medicine should be established in the Department of Health, Edu-

cation, and Welfare. Oriented around the heallit education activities of

universities and their teaching hospitalr, community hospitals, and or-

ganized health care plans, this program should sponsor
(1) The development ofhealth manpower to staff a system of com-

prehensive health services, and

(2) Experimental programs for the organization and delivery of

comprehensive health services.

The consumer's second roleparticipant in health policy determina-

tionwill require a commitment to a meaningful consumer partnership

by all levels of government and by quasi-public and private health institu-

tions. It is to be expected that governmentalready representative of

consumers in the broadest senseshould take the lead in providing for

consumer participation in the decisionmaking processes within relevant

departments and agencies. The recent enactment of several pieces of

landmark health legislation by the Congress affords a unique oppor-

tunity for Federal leadership by providing for substantial consumer

participation in the implementation of these new programs.

In the case of quasi-public and private health institutions, every

effort should be made to persuade these organizations of the mutual
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value of consumer participation. After a reasonable period of time,
however, those groups with significant public financial support or ex-
ceptional legal privileges should be required to afford consumers avoice

in their policymaking bodies.

Recommendation No. 3:
All organizations and institutions involved in the purchase of, delivery

of, or payment for health services should expand the opportunities for

consumer participation in policy deliberations.

3A. Every level of governmentFederal, State, localinvolveifl
in the provision of health services should seek to expand the opportuni-

ties for full consumer participation in policy discussions. The Federal
Government should provide an example by establishing Health Ad-
visory Councils to the Secretary of Health, Education, and Welfare;

the Director of the Office of Economic Opportunity; and the Admin-

istrator of the Veterans' Administration.
3B. Voluntary nonprofit prepayment plans should be required, as

a condition for retaining their special legal privileges, to provide for
the equal representation of subscribers, providers, and public repre-
sentatives on the policymaking body of that organization. Rules re-
quiring limited tenure of office should also be adopted.

3C. Health facility planning councils should be required, as a
condition for receiving any Federal financial assistance, to provide for
for the equal representation of providers, consumers, and public mem-
bers on their governing boards. The periodic rotation of board mem-
bers should be required.

3D. Insurance companies should establish advisory boards within
their health insurance departments providing for the representation of

subscribers, providers, and public members.
3E. Voluntary hospitals should be encouraged to provide for con-

sumer representatives on theirgoverning boards.

At the same time that expanded opportunities are made available for

consumer participation in health policy deliberations, efforts must be

undertaken to improve the knowledge of consumer and public repro-

sentatives about the dimensions of the total health care system. One of

the unfortunate results of the absence of consumer representation in the

past is that few consumer representatives have had any significant experi-

ence in the health care area. In addition, many consumer representatives

already bear heavy burdens in leading their local union or managing their

business operations and cannot be expected to have developed a knowl-
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edge of health care institutions when they have had no practical use for
such information. In short, the expansion of new opportunities for con-

sumer participation will require the training of new consumer repre-
sentatives and the retraining of present consumerleaders.

Recommendation No. 4:
The Federal Government should establish a grant program to sponsor

training programs for persons elected or appointed to trustee or board
member positions in health care institutions and organizations. Such
programs should be developed in cooperation with universities, profes-

sional associations, and health agencies and conducted on regional and

areawide bases.
A further result of the absence of consumer representation in the

health care system is that few consumer groups have developed an
internal competence for assessing or evaluating the organization or ade-

quacy of health services. Some of the giant industrial and union orga-

nizations have developed exceptionally competent staffs, but the vast
majority of unions, employers, and health and welfare funds have not

been able to finance the development of these skills.

In contrast, the health professions and other provider groups have
developed effective organizations to protect their interests. Similarly,

insurance companies and other types of prepayment plans have estab-

lished powerful national associations to represent their concerns. Only

the consumer remains essentially unorganized and unrepresented in the

determination of health policy.
To develop effective consumer organizations, both financial and tech-

nical assistance will be necessary. Ihi many instances, existing organiza-

tions will be sufficiently large and interested to act as consumer repre-

sentatives or as forums for the consideration of area health policies. In

other cases, the simple economics of time and dollars will dictate that

new organizations be formed to allow the sharing of resources by several

groups, each too small to support a separate health care staff for its own

purposes. These organizationsboth old and newshould be assisted

fir undertaking studies of their own needs and in participating in studies

of the needs of their community and their region. Emphasis should be

placed upon building a competence among the organization's leadership

to evaluate health services and to participate as consumer representatives

on local boards and councils involved in health care. Finally, these groups

should be aided in undertaking broad programs of health education

for their total membership.

ta.
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These organizations, acting as the centers for the development and

expression of consumer interests, should provide a critically needed struc-

tural foundation from which meaningful consumer participation in

health decisionmaking can grow. Ultimately, these organizations should

be the counterparts of today's professional associations in the develop-

ment of a creative consumer-provider partnership.

Recommendation No. 5:

The Federal Government should establish a new program providing

technical and financial assistance to nonprofit health care organiza-

tions for the purposes of sponsoring studies of the ccst, quality, accessi-

bility, and organization of health care services and facilities; conducting

training programs for trustees and board members of health care in-

stitutions and organizations; providing technical assistance in the ne-

gotiations of health care benefits in connection with employee benefit

plans; participating in local, State, or regional planning programs; per-

forming clearinghouse functions for health information; and sponsor-

ing conferences, seminars, and similar programs of public education.

Organizations eligible under this program should include:

1. Groups ofemployees, or

2. Groups ofemployers,or
3. Groups of employees, groups of employers, professional associa-

lions, hospitals, planning councils, and similar health care organiza-

tions.
Both existing and newly formed organizations fitting the above defini-

tions should be eligible for participation in this program.

The Development of Standards

The ultimate interest of the consumer is the availability of high-

quality comprehensive health care. Critical to this concern is the develop-

ment of standards by which the quality of health services and health

facilities can be evaluated. The development of satisfactory standards

of quality will require the dose cooperation of government, consumer

representatives, and professional representatives. The importance of the

task demands that efforts be initiated at the earliest possible date to

develop standards for those areas where no acceptable indices of quality

now exist.
Further, once acceptable standards of quality are developed, those

units of government that are responsible for the purchase of, or pay-

ment for health services should require compliance with those stand-

ards as a condition for participation. The application of the two most
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important existing standards of qualityaccreditation and certifica-

tionis required in the Medicare program. The Federal Government

should provide leadership by example through the extension of these

requirements to all other health services purchased or paid for with

Federal funds.

Recommendation No. 6:
The Federal Government should require the application of existing

standards of quality (accreditation, certification) to all of its programs

resulting in the delivery of health care to individuals. In addition, the

Department of Health, Education, and Welfare should be assigned the

responsibility for developing, in cooperation with appropriate profes-

sional and institutional groups, additional quality criteria for those areas

of health care where insufficient standards or no standards now exist.

As the more sophisticated and complex health operations move into

institutional settings, the development of an integrated system of health

facilities becomes increasingly important to the quality of those services.

The coordination of health services and facilities serves to assure that the

most competent personnel and the most modern equipment available

will be utilized in theprovision of that service. Several states have become

concerned about this situation and someparticularly New York and

New Jerseyhave taken steps to curb the uncoordinated establishment

and expansion of health facilities and health services.

The Federal Governmentmore than any other single institution

possesses the ability to significantly further this development by requir-

ing that each State develop a coordinated plan and authorize appropriate

enforcement powers. The recently enacted Comprehensive Health Plan-

ning Act was a first step in this direction. It is now necessary to take

the second step and require adequate state authority to assure compliance.

Recommendation No. 7:

All Federal financial assistance for the construction, renovation, or

expansion of health care facilities should be contingent upon the enact-

ment and enforcement of State statutory authority regulating the estab-

lishment of new health facilities and the expansion of existing health

care facilities.
Finally, one of the most pervasive consumer interests is his ability

to purchase the services that are available. Slightly more than two out

of three Americans now have some form of hospitalization and surgical

insurance, and for many individuals this coverage constitutes their total

ability to pay for services. The passage of time and the increase in
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health care costs have combined to make many of these policies obsolete

or inadequate. Further, some of these policies were inadequate at the
time that they were purchased since there are no minimum standards of

adequacy for health insurance policies.
In the postwar years, group consumers have been highly successful in

monitoring the costs of health insurance and the proportion of premiums

that are returned in the form of benefits. Individual consumers, lacking

the leverage or buying power of the groups, have not been so fortunate.

As a result of these differentials in buying power and the inability to
monitor performance, the typical group consumer receives approximately

90 cents of every dollar in health care benefits while the individual policy
holder receives less than 50 cents out of his premium dollar in benefits.

As a fundamental part of consumer protection, State governments should

er.pand their regulation of health insurance carriers to consider the
reasonablenes of premiums charged and benefits returned.

Recommendadon No. 8:
State insurance regulations should be expanded to include the evalua-

tion of the reasonableness of premiums, reimbursement rates, and claims

control, and the adequacy of benefits for all health insurance plans that

fall under State regulation. State agencies responsible for insurance regu-
lation, in cooperation with appropriate State health officials, should

publicize the bases for evaluating alternative health insurance benefits.

Summary of Recommendations

Recommendation No. 1:
Private health agencies, professional associations, educational institu-

tions, and other groups should, with financial and technical assistance

from the Department of Her-Ith, Education, and Welfare, sponsor con-

tinuing programs of health education aimed at the general public.

Recommendation No. 2:
A new grant program for the support of research and teaching of

family medicine should be established in the Department of Health, Edu-

cation, and Welfare. Oriented around the health education activities of

universities and their teaching hospitals, community hospitals, and or-

ganized health care plans, this program should sponsor:
1. The development of health manpower to staff a system of com-

prehensive health services, and
2. Experimental programs for the organization and delivery of

comprehensive health services.
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Recommenda6on No. 3:
All organizations and institutions involved in the purchase of, delivery

of, or payment for health services should expand the opportunities for

consumer participation in policy deliberations.
3A. Every level of governmentFederal, State, localinvolved in

the provision of health services should seek to expand the opportu-

nities for full consumer participation in policy discussions. The Fed-

eral Government should provide an example by establishing health

advisory councils to the Secretary of Health, Education, and Welfare;

the Director of the Office of Economic Opportunity; and the Adinin-

istrator of the Veterans' Administration.
3B. Voluntary nonprofit prepayment plans should be required, as

a condition for retaining their special legal privileges, to provide for

the equal representation of subscribers, providers, and public repre-

sentatives on the policymaking body of that organization. Rules

requiring limited tenure of office should also be adopted.

3C. Health facility planning councils should be required, as a

condition for receiving any Federal financial assistance, to provide

for the equal representation of providers, consumers, and public mem-

bers on their governing boards. The periodic rotation of board mem-

bers should be required.
3D. Insurance companies should establish advisory boards within

their health insurance departments providing for the representation

of subscribers, providers, and public members.

3E. Voluntary hospitals should be encouraged to provide for con-

sumer representatives on their governing boards.

Recommendation No. 4:

The Federal Government should establish a grant program to sponsor

training programs for persons elected or appointed to trustee or board

member positions in health care institutions and organizations. Such

programs should be developed in cooperation with universities, pro-

fessional associations, and health agencies and conducted on regional

and areawide bases.

Recommendation No. 5:
The Federal Government should establish a new program providing

technical and financial assistance to nonprofit health care organizations

for the purposes of sponsoring studies of the cost, quality, accessibility,

and organization of health care services and facilities, conducting training

programs for trustees and board membeis of health care institutions and
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organizations; providing technical assistance in the negotiations of health

care benefits in connection with employee benefit plans; participating

in local, State, or regional planning programs; performing clearinghouse

functions for health information; and sponsoring conferences, seminars,

and similar programs of public education. Organizations eligible under

this program should include :
1. Groups of employees, or
2. Groups of employers, or
3. Groups of employees, groups of employers, professional as-

sociations, hospitals, planning councils, and similar health cart

organizations.
Both existing and newly formed organizations fitting the above definitions

should be eligible for participation in this program.

Recommendation No. 6:
The Federal Government should require the application of existing

standards of qdality (accreditation, certification) to all of its programs

resulting in the delivery of health care to individuals. In addition, the

Department of Health, Education, and Welfare should be asigned the

responsibility for developing, in cooperation with appropriate profes-

sional and institutional groups, additional quality criteria for those areas

of health care where insufficient standards or no standards now exist.

Recommendation No. 7:
All Federal financial assistance for the construction, renovation, or

expardon of health care facilities should be contingent upon the enact-

ment and enforcement of State statutory authority regulating the estab-

lishment of new health facilities and the expansion of existing health care

faalities.

Recommendation No. 8:
State insurance regulations should be expanded to include the evalua-

tion of the reasonableness of premiums, reimbursement rates, and claims

control, and the adequacy of benefits for all health insurance plans that

fall under state regulation. State agencies responsible for insurance regu-

lation, in cooperation with appropriate state health officials, should pub-

licize the bases for evaluating alternative health insurance benefits.

* * * * * * *
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Dissenting Remarks
ANNE R. Somms

While sympathetic with the general thrust of this report, I fmd it

necessary to dissent with respect to several specific recommendations.

Recommendation 3C. As a member of a state health facilities plan-

ning council, I agree completely as to the need to broaden the member-

ship of these councils and make them more fully representative of the total

community. I do not believe this can be achieved, however, by imposi-

tion of the same tripartite formula recommended for the Blue plans.

The two types of organizations are entirely different in their relations

with "consumers." It is possible to identify Blue Cross subscribers and to

distinguish them from the general public. I see no way of establishing a

meaningful distinction between "consumers" and "the public" in the

case ofhospital planning bodies.
Moreover, experience provesthat it is extremely difficult to find quali-

fied persons willing to serve on planning councils, who are not in some

way connected with hospitals, nursing homes, or the medical profession.

Such people must be developed. The councils should be prodded and

helped in every possible way to broaden their membership.

But nothing would be gained by simply stacking the councils overnight

with uninformed persons. At this stage in their development, to make

this rigid representation formula a condition for continued receipt of

Federal funds would be to kill or destroy the effectiveness of at least two-

thirds of the councils. This is not the way to encourage broader com-

munity participation in planning.

Recommendation 3E. This recommendation is meaningless. Most vol-

untary hospital boards are already made up largely of "consumers," at

least in the sense that they are nonproviders. The bank president is a

consumer just asmuch as the union officer.

The boards are, by and large, not adequately representative of the

total community but that is a different point Some authorities also fed

they are not adequately representative of the medical profession and

would like to see medical staff members accept positions as trustees.

The problem is far more complex than any such facile solution would

suggest. The whole nature of the voluntary hospital has undergone a

major transformation in the past few decades. It is now clearly a public

trustif not a public institution. A new legal status, more in harmony

with the de facto situationperhaps some form of public utilityneeds
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to be developed. Hospital ownership, policymaking, planning, manage-

ment, professional relations, and public regulation are all involved.

The whole subject needs thorough and objective study. I would like

to see a major study of this type undertaken in the near future. But I
do not believe that platitudinous statements or superficial "cures" are

helpful.
Recommendations 2 and 5. I will comment on these two jointly since

there seems to be considerable overlap. If I understand them correctly,

two broad new federal grant programs are requested to carry out the

following activities : ( a) studies and experimental programsin the organi-

zation and delivery of health services (2 and 5), (b) the development

of health manpowerpresumably with emphasis on the paramedical

professions (2) , (c) research and teaching of "family medicine" (2),
(d) training programs for trustees of health institutions and planning

bodies (5), (e) technical assistance to employer and employee groups

in the negotiation of health care benefits (5 ), (f) sponsoring conferences,
seminars, and similar programs of health cducation (5) .

Virtually any form of nonprofit organization interested in health
consumer or providerwould be eligible under one or other of the

programs.
I agree that all of these activities are worthwhile, but I am not sure

that Federal subsidy is needed for all. And I disagree as to the necessity

of "new" programs in all these areas.
With respect to the six activities listed, it seems to me that the Public

Health Service already has program authority in twomanpower de-
velopment and health services research. What is needed is stmnger im-
plementation and, especially in the case of health services research a

significant expansion of the existing program, including much more

adequate funding. The administration has recently requested a $20

million expansion of this program, and I feel it would be far more useful

to give strong endorsement to this request rather than confuse the issue

by agki g for another "new" program.
In the case of three more of the specified activities, the requested

Federal support is containedeither explicitly or implicitlyin other
recommendations of this panel. The training program is requested in

No. 4. To repeat it here is confusing. The proposal for conferences and

"similar programs of public education" is, or should be, encompassed

in No. 1.
Technical assistance is not specifically included in No. 4, but it would

seem appropriate to do so. Both training and technical assistance are

forms of education extension work of the typelong and successfully prac-
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ticed by the Departntent of Agriculture. It would seem appropriate to

develop them jointly in the health field also. Technical assistance to

health plan negotiators could also be appropriately developed under

the expanded functions of the State insurance departments as recom-

mended in No. 8.
This leaves only one of the six specific functions recommended in

Numbas 2 and 5, that is not already provided for to some extent

in existing Federal programs or covered in one of the other recom-

mendations.
The proposal for a program of support for research and teaching of

"family medicine" is new insofar as it would be directed primarily at

changes in medical school curricula. Such a program should not be

confused with one concerned with experimentation in delivery systems.

The two are closely related and essential to each other. But one is

concerned with the organization and financing of care, the other with

the production of physicians qualified to operate within the newly

developing systems of care. To concentrate on delivery systems and

neglect the training and attitudes of the most important individuals

who will have to man these systems would be self-defeating. I would

therefore urge that this particular proposal be singled out for careful

thought and development.
Some of my panel colleagues may accuse me of "nit-picking" in

some of my objections. If I am for most of the activities recommended

in 2 and 5, why not support the full recommendations? It is my

feeling today that the health field is so cluttered with programs-7public

and private, Federal, State, and localthat many are not understood

or even known. Many are undafinanced or poorly implemented; some

are in actual conflict. Anyone concerned with the responsible orga-

nization and financing of care in the United States today should think

twice or even three times before recommending the addition of another

fragment to the existing chaos.
What is needed now, more than anything else, is cooidination of the

existing programs, more effective implementation, including more ade-

quate funding where needed, and much more public education as to

their use. Hence my strong support of programs concerned with educa-

tion and technical assistance. But to add new, poorly-thought-out, pro-

grams of the type envisioned in Recommendations 2 and 5, would seem

to me to furtherconfuse the existing situation, further dilute the effective-

ness of the limited number of competent labor and other "consumer"

representatives available for this type of work, and ink:. r rather than

advance the health of theAmerican people.
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Introduction
Recent social legislation, particularly the Social Security Amendments

of 1965, have reflected the urgent demands of the American public for
more and b -tic:. health care. These demands have given rise to ferment
throughout the health industry. Initially, the turmoil focused on compart-
mentalized problems such as the doctor shortage and the sharply rising

25



26 REPORT OF THE HEALTH MANPOWER COMMISSION

cost of medical care, which in the past year has grown at greater than
twice the rate of the consumer price index. Increasingly, however, it has

become apparent that the major problem is broader and more deep-
seated, residing in the fact that our system of health care is outdated and

unable to meet effectively the new demands.
What system of health care there is in this country is based on the

19th century assumption that the keystone of care is the general practi-

tioner in private practice. A cursory examination of available data, how-

ever, reveals that only 20 percent of the 260,000 practicing physicians
in the United States today are general practitioners, and greater than 50

percent of them are over 55 years of age. Of the 833 general practice
residency positions available in 1966 only 494 were filled, 326 of these by

foreign medical graduates.1 Clearly, the keystone has collapsed. It is also

true that large segments of our population are not receiving adequate

dental care, although for reasons other than a diminishing number of gen-

eral dental practitioners. Ignorance and economic factors tend to prevent

individuals from obtaining proper dental care. The moment of great

trial is one of great opportunity: the breakdoval of the current system

present an opportunity to plan constructively for the future.

Specific features of a new and comprehensive system of health care

are as yet undefined, but change is certain and health manpower will

have to adapt to it. Anticipated changes include (1 ) increasing inter-

dependency of the various categories of health manpower; (2 ) the de-

livery of high quality comprehensive care; (3 ) a population base compris-

ing an entire community; (4) increasing emphasis on the maintenance of

good health; (5 ) a greater need for persons to fill managerial functions;

and (6) an increase in third-party payment, but perhaps not on the tra-

ditional fee-for-service basis.
Because health manpower education is entering an era of change, the

panel preferred to focus on problems of broad concern. The focus of

discussion was on quality control, mobility, financial constraints, de-

livery of services, and elements of formal education. The question of

supply of health manpower was considered to be 4 such central fin-

portance that it was analyzed by the Commision rather than by
each of several panels. This panel would like to record its general agree-

ment with the conclusions of the Commission.

1 "Medical Education in the United States," Journal of the American Medical Asso-

ciation? Education Number, vol. 198, No. 8, Nov. 21, 1966, p. 209.
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Geographic Mobility and Quality Control

Health manpower is an essential national resource. It becomes im-
perative, therefore, to accept into the educational system the most high-

ly qualified applicants, to monitor the quality of practitioners in a con-

tinuing way, and to provide practitioners with geographic mobility.

Admission Policy of Health Manpower Schools
Today, admission into health manpower schools is a somewhat hap-

hazard process based .in many cases more upon the legal residence and
financial circumstances of the applicants than their intellectual quali-
fications. Although in recent years many of the Nation's publicly sup-

ported health manpower schools have formally relaxed or eliminated
residence requirements, collectively this has had no effect on the resident

to nonresident ratio of their student body. As evidence, data for the first

year medical school class of 1966 reveal that out of 4,732 students enter-
ing publicly owned schools, 4,047 ( or 85 percent) were residents of the

State where they erisolled. In privately owned medical schools the resi-

dents totaled 1,655 (41 percent) or 4,027 first-year students.2 It would

seem unlikely that these figures reflect only student preference. A some-

what similar distribution exists in dentistry since most publicly owned
schools favor applicants from their own State. In nursing, too, highly

qualified applicants are now being turned away from some schools

because of lack of adequate educational resources whereas other fully

accredited programs report that they could accommodate increasing

numbers of students.
The length of undergraduate and graduate health professional educa-

tion makes it impossible to collect current data regarding influences that

are significant in determining where health professionals choose to prac-

tice. Available information does, however, reveal little correlation between

where they were educated and where they eventually reside. Data avail-

able for representative medical school dames between 1935 and 1950

show that only 54 percent of graduates of public medical colleges re-

mained in the State in which they went to medical college We emphasize

that in general the mobility of our population has greatly increased since

1950. More specifically, the 1950 data do not reflect the impact of the

' Ibid.
* Weiskotten, H. G., Wiggins, W. S., Altenderfer, M. E., Gooch, M., and Tipner, A.,

"Trends in Medical Practice: An Analysis of the Distribution and Characteristics of

Medical College Graduates, 1915-1950." JME, 35:1071-1121,1960.
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National Intern Matching Program, established in 1951, which un-

doubtedly increased the mobility of medical school graduates.

It is also worthy of note that although the Northeast sector of the

country has the highest physician to population ratio, it does not have

the greatest concentration of medical schools (22 as opposed to 30 in

the South) ; and the overwhehning majority of schools in the North-

east are private (18 private, 4 public) . A similar situation exists in den-

tistry. The Northeast has the highest dentist to population ratio, but only

10 schools, nine of which are private. The South, with a dentist to popu-

lation ratio of 32 per 100,000 has 15 schools, only six of which are pri-

vately owned.
Examination of individual States shows the same pattern. Of the 10

States with the lowest per capita income in 1950, only three (Mississippi,

Tennessee, and Louisiana) received their proportionate share of 1950

medical college graduates, this despite the fact that all 10 of these States

have medical colleges.4 These figures raise the question o' whether re-

strictive school admission policies were ever effective devices to enable

individual States or regions to fulfill their requirement for health man-

power.
Certainly with the rapid increase in mobility of the entire population

that is now continuing, restrictive policies do not seem appropriate for

the future. It seems evident that a sustained favorable environment and

other positive inducements are necessary to attract health manpower.

More importantly, restrictive policies are unfair to the students, who

should be granted complete freedom of choice to compete for admission

on the basis of merit.
Recommendation 1. The best qualified applicants, regardless of their

legal residence and economic circumstances, should be admitted to health

manpower schools.
In surveying possible mechanisms with which to introduce a more

orderly and fair method of student selection for all health manpower

schools, the panel examined the National Intern Matching Program,

which operates as a clearinghouse to assure intern placement on a free

and just basis. Although initially the plan was very reluctantly accepted

by the schools and hospitals, it was overwhelmingly endorsed by all

concerned after 1 year of operation.
We suggest that a student matching program be instituted. Initially

it should be implemented in the medical and dental schools because of

the inequities .caused by the proportionately large pools of applicants.

* Ibid.
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Thereafter, the program should be expanded to nursing schools and

schools of pharmacy.
Recommendation 2. That an impartial national matching program

be developed to provide an orderly and fair method of selecting students

for health profession schools.

Licensure for Health Manpower
Licensing of health manpower came under the jurisdiction of the

States during an era of restricted geographic mobility and of low stand-

ards of professional education. Its purpose was to protect the population

from substandard care and outright quackery. The State license thus

became a credential which attested that the practitioner had demon-

strated an acceptable standard of competence. The necessity of such

guarantees remains valid, but the practices used in the licensing of health

manpowerhave become outmoded.

The current principles of licensure include definition of minimum

formal education and practical experience requirements, plus an exami-

nation which may range from detailed technical questioning to informal

personal interviews. The education requirements are based on exposure

to certain required disciplines; the degree of exposure is often defined

in terms of a minimum number of academic credits or hours. Practical

experience is also measured almost strictly on a time-served scale. Rec-

iprocity, too, is controlled by the individual State boards. The current

method of licensing not only places direct barriers to geographic mobility,

but by defining precise educational requirements for licensure indirectly

inhibits the degree of flexibility and innovation possible in curriculums

of health manpowerschools.

The mobility restrictions are exemplified by the existing stringent State

licensing laws for dentists. Although most States now accept the results

of a national dental examination for theory, each State continues to con-

trol the number of dentists it licenses by requiring a practical examination

regardless of the degree of competence previously demonstrated by the

applicant. Furthermore, reciprocity between State boards remains ex-

tremely limited despite a series of meetings in recent years between lead-

ers of thedental profession and State licensing officials.

In several States there is now no mandatory regulation of the practice

of nursing; citizens in those States are not protected against the practice

of "nurses" who fail the licensing examination, who have never been edu-

cated or whose nursing education has been terminated prior to its com-

pletion. The permissive laws in those States restrict the use of the term

283-358 0-68---3
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"R.N.," not the practice. Although some progress is being made in having

the several jurisdictions enact mandatory license laws to govern the prac-

tice of professional nursing, attention needs to be given to shnilar license

regulations to govern practice of nursing technicians and practical nurses

as well.
A national uniform licensing code would not only eliminate many of

the disadvantages of individual Statejurisdictions; but more importantly,

it would allow for the greater mobility and freedom of choice necessary

if health workers are to respond to positive inducements for correction of

geographic maldistribution.
Recommendation 3. A national uniform licensing code should be

developed for each category of health manpower requiring &ensure to

practice.
Furthermore, rather than a strict definition of minimum education

and experience requirements as a basis for entrance to examination, the

panel recommends that admission be granted upon certification by an

accredited institution such as the university that the prospective appli-

cants are ready to enter practice. Although the certification method has

the clear disadvantage of lacking uniformity and objectivity, it intro-

duces the fiexibility necessary to take into account the varying

capacities of individuals. Additionally, examination itself cannot be a

complete measure of individual capabilities, and the certification has

behind it the experienced judgment of responsible individuals at the

institution in which the health professional was educated.

Recommendation 4. Entrance to the uniform licensing examination

should be granted upon certification by the applicant's school that he or

she is adequately qualified for examination.
Nursing has had some success in altering licensing procedures in an

effort to increase the mobility of its practitioners. Although each State

jurisdiction retains the right to designate hours of study and specific re-

quired coursework, in actual practice most States accept certification by

the schools that their graduates are ready for examination. In addition,

a uniform examination is now available to all jurisdictions and all sub-

scribe to its use. Each State board, however, sets the score below which

candidates for certification fail the examination. This latter practice

should be critically reviewed and consensus reached concerning the

minimal score acceptable in allowing a candidate to receive a license.

Health professionals, once licensed are free to practice from that time

until death. In certain other occupations, particularly those which in-

volve responsibility for lives of large numbers of people (airline pilots,

1

1
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bus drivers, etc.), periodic reexamination is required to ensure that basic
knowledge is retained and that personal skills have not deteriorated.
Health professionals are provided with an additional challenge because
scientific advances are continually altering basic health knowledge and
methods of treatment To meet this challenge, programs in continuing
medical education have been developed but, unfortunately, they have
been allowed to grow in a haphazard fashion, uncoordinated in time or
content. In 1964 the AMA House of Delegates authorized 'AU Couricil
on Medical Education to proceed to develop and implement a program
of accreditation for continuing education courses. The accreditation
program has not been implemented because of the shortage of staff
personnel.

Available information is provided chiefly through the voluntary
annual listing of "Continuing Education Courses for Physicians," pub-
lished by the AMA. Questionnaires are distributed to all interested insti-
tutions, reporting is entirely voluntary and there is no method of checking
the completeness of the list or the quality of the reported courses. The
number of physicians registered for the courses is requested, but since
a number of physicians register for more than one course, there is no
accurate way of translating registration figures into the total number of
physicians who attend. Hence, at the present writing it is not known
(1 ) how many continuing education courses are given, (2 ) how many
physicians attend the offerings, or (3) what the quality of the course-
work is. It can be said that 13 of our States did not report any courses
for the 1966-67 academic year.5 In the fields of nursing and dentistry
not even voluntary lists exist.

A program of periodic recertification for licensure should be developed
in this country and must have at its base an efficient and effective pro-
gram of continuing education. Recertification might be granted by eithei
of two methods. The health professional might accumulate a designated
number of postgraduate credits during the period since he was last
certified. A credit -.-. ould obviously have to be defined jointly by the grant-
ing faculty and the recertification board. Wz. would recommend that
credits be requirdd only in the specialty in which the person is actively
practicing; his license or accreditation certificate, however, should desig-
/late the field. Alternatively, health profession practitioners should have
the option to renew their credentials by examination. Once again, it
would be inappropriate to repeat a general examination; rather, the

"Medical Education in the United States," AMA, Education Number, vol. 198,
No. 8, Nov. 21, 1SSii, pp. 902-905.
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candidate should be examined in the specific field in which he is actively

practicing. The clear advantage of a recertification program is that it

provides the patient with some assurance that he is getting a high standard

of medical care.
In order to implement a recertification program it will be necessary to

develop a mechanism whereby health practitioners can partake of con-

tinuing education for significant periods of time. Methods should be
devised so that they do not suffer substantial financia/ lomm during this

time; indeed, there should be premiums placed on the maintenance of a

high level of competence.
Although there will be administrative and technical difficulties in

developing a system of coordinated and specialized examinations at dif-

ferent stages of the career, these problems should not be a bather. A
system that provides latitude for the young graduate making career
choices at the same time that it provides a guarantee of quality care for

the patient is too urgent a need.
Recommendation 5. That the universities involved in health man-

power education be charged with the responsibility and provided full

support for the development of an organized system of continuing edu-

cation.
Recommendation 6. That evidence of successfully maintaining the

ability to practice high quality health care be a requirement of mandatory
licensure recertification of all health professionals.

Responsibility for Education
Several elements of the education of health professionals remain in

large part outside of 'the university. Graduate medical education, e.g.

internship and residency programs, is conducted under the aegis of in-

dividual hospital departments, subject to periodic review for accredita-

tion purposes by the AMA and, in addition, by individual medical
specialty boards. Because a house staff is generally considered to be

necessary to a hospital's prestige, and because physicians-in-training

usually perform the routine, required procedures of history-taking and
physical examinations, there are many more graduate training posi-

tions than candidates to fill them. Most of the unfilled positions are lo-

cated in community and private hospitals lacking a university affiliation.

These hospitals are often forced to fill their vacancies with graduates

of foreign medical schools.
To bring some order out of the existing situation, we believe that uni-

versities should accept responsibility for the graduate education of phy-

sicians as well as other health professionals. In this way, graduate educa-
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tion will become part of an educational continuum designed to prepare

the health professionals to use their skills effectively.

The Millis Committee in its report, "The Graduate Education of

Physicians," recognized the need to make this phase of education the
responsibility of the universities and called for creation of a broadly repre-

sentative commission to study the implementation of its recommendation.

Achievement of the goal will not be easy. It will necessitate an increase

in faculty and the development of an increased number of meaningful

affiliations between hospitals and other health facilities and the univer-

sity. Universities will have to learn how to decentralize such programs

over wide areas, possibly over several States.

Difficult as the implementation will be, the need is so great, and our
goal of improving the quality of health care is so significant, that this

program must be given highest priority in planning, programing, and
financial support.

In the field of nursing the primary responsibility for education has
long resided outside of the university. The primary educational resource

for all initial preparation of registered nurses has been the hospital
controlled and operated diploma programs. With the increasing em-
phasis on a minimum bachelor's degree for all able youth, many hos-
pitals conducting diploma schools of nursing have for several years ex-

perienced a decline in number of applicants. Unless college and univer-

sity programs are available to students interested in nursing they will
be lost to the field. This is not to say that a college degree should be
required of everyone entering the field of nursing. We do feel strongly,

however, that the university must take the overall responsibility for
development and coordination of the various educational programs
within the field of nursing.

Recommendation 7. That formal education of all health profes-
sionals, graduate as well as undergraduate, be conducted under the aegis

uf universities.

The Cost of Health Manpower Education

Financing of Health Manpower Students

The panel adopted as a basic proposition that in our society financial

harriers to education should not exist. They do occur now at various

levels, particularly at the point of entrance into profesthonal schools. The

reason for this is that the education of health professionals has certain
characteristics that make it expensive; in most cases, it is chronologically

long; it is usually so intensive that outside work is essentially prohibited;
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and it is often followed by an apprenticeship without adequate remunera-

tion. Medical education is a prime example and merits more detailed

analysis.
In the academic year 1963-64, a nationwide survey of medical stu-

dents revealed the following facts:

1. Medical students come from higher than average socioeconomic

backgrounds in terms of family income and education and occupa-

tion of the fathers. The income of families of 14 percent of medical

students exceeded $25,000 annually, as compared to only 1 percent of

all families who attained this income level in 1963. Furthermore,

whereas 36 percent :if American families earned less than $5,000

in 1963, only 15 percent of medical students came from families hav-

ing income at this level. Additionally, the fathers of 38 percent of

medical studenu were professional men, 32 percent of whom were re-

ported to have had the advantages of education beyond 4 years of

college. The figtises for the population as a whole are 9 and 4 percent,

respectively.
2. Despite theirrelative affluence, more than 9,500 medical students

(31 percent) reported having taken one or more loans in an effort

to meet their expenses for the 1963-64 school year. These loans totaled

$11.3 million.
3. One medical student in ten reported loans from three separate

sources.
4. One medical student in eight reported that he did not have

enough money in sight at midyear to finance his expenses for the rest

of the school year.The average reported deficit was $500.

5. One medicalstudent in eight reported carrying overcollege debts

averaging $1,500.
6. Thirty percent of medical students reported debts averaging

$2,260 at the end of the preceding school year (1962-63) .8

We emphasize that these data in part undoubtedly reflect the result

of several basic inequities occurring earlier in the education system;

nevertheless, there seem to be significant financial barriers at the col-

legiate-professional school interface.

Tradifionally, the responsibility for financing the training of health

professionals has been left to the individual seeking such training. In the

last few years, however, the Federal Government has provided increas-

ing support for the training of a portion of the Nation's health man-

Altenderfer, M. A., and West, Margaret D., "How Medical Students Finance Their

Education," Publication No. 1336, USDHEW, USPHS, 1965.

-
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power, notably excluding the physician and the dentist. Thus, today the
financing of health education is a sometimes confused compromise of
public, private, and individual support. It seems reasonable to ask
whether at this time any single system would best finance health
education.

At one extreme would be the total underwriting of education for
health personnel by tile Govermnent. This would have the advantage of
spreading the cost of educating health professionals, like the cost of
health care itself, over the general population. At the same time, how-
ever, total Government financing would have difficulty recognizing the
inherent differences in individual educational institutions and would tend
to freeze financing into a single pattern. Although total government sup-
port of health education has worked in many Western European coun-
tries and undoubtedly would not be a total failure if tried in this country,
the panel believed that other possibilities are more suited to our particular
form of society.

The panel also considered whether students might elect to have the
Government underwrite the cost of their education in return for a period
of national service. Although this course would allow the Government
significant flexibility in meeting Federal health manpower needs, it was
thought that the choice between conventional debt and indentured serv-
ice was an unfair one for the student to have to make. The use of inden-
tured service as an additional option along with the plan described below
was felt to be reasonable.

The method most attractive to the panel was a plan by which the
Government would initially underwrite the costs of education. After
graduation, health professionals would pay, as a deduction from their
income, a proportional surtax toward reimbursement. Such a tax would
not significantly reduce the available income that an individual would
need for his family; yet it would enable his "debt" to be paid over an
extended period of years. In addition, health profe: ionals who choose
less lucrative fields or geographical areas with economic levels lower
than average would pay less into the fund than physicians who take
advantage of the greater economic gains of other markets.

The plan has some difficulties, e.g., the possible burden on the husband
of a female health professional who is in debt when she marries, or how
the obligation may be discharged if a health professional chooses to leave
the field. These problems are solvable, however, and could be worked
into an actuarially sound program. A buy-out clause could also be devel-
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oped for those wh6 atter a period of time choose to discharge their

61) quieldy and completely. The proposed program would be the

conveite a the Social Security System: Paymerd w6uld be made Initially

by the Oovernment and repaynient by the itulividual would be sptead

over the period of his financial productivity.
Recommendation 8. That a federally adtninistered program be de-

veloped which wouid allow health manpower students to distribitfk the

costs of their education over the period of their iricome-praiwing lite.

Financing of Health Manpower Schools

Education, research and services in the health area are so intimately

interrelated that experience in one often has a profound impact ori

other. A pertinent example can be fOund in the consequences Of Federal

support of basic medieal research since World War II. In part self-

generated, in part a response to ptitilie clam& f6t solutions to disease, the

Federal Government's dopar input into the scientifie tOtkitioti has in-

creased from: an estimated $3 million in 1940 to approximately $1 hillion

in 1965. The scientific gains from this investinent of public funds have

been enormous. At the same time setiOns deficiencies have been inad-

vertently provoked in the education and service futtetions of some of our

health-related schools.
Four major problems are: (1) an imbalance resulting front support of

research by the Federal Government without concurrent support for

teaching and service; (2) the Federal Government's failure to allow the

Public Health Service to pay total costs of research programs; (3 ) frag-

mented support, directed generally to individual members of the faculty,

which inhibits long-term institutional planning; and (4) short-term

grants which often force schools into long-term faculty commitments,

based on the hope of grant continuity.

The magnitude of the negative impact on medical schools alone may

be highlighted by examining the effect of limiting the reimbursement

of indirect costs of sponsored programs to 20 percent of the award despite

evidence that these costs exceed 30 percent. The additional indirect costs

must be paid out of the school's regular operating budget from such

sources as State appropriations, general university funds, gifts, grants,

tuition and endowment income. The total regular operating program

expenditures for all medical schools in 1964-65 was $319,665,000.7 Of

this, however, approximately one-third, or $100 million, had to be spent

to cover the 10 percent of indirect research cost not provided for by the

Datagrarns, vol. 8, No. 11, May 1967 (Association of American Medical Colleges).
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Federal granting agency. The recently developed "cost-sharing" pro-
gram has led to only a partial solution of this problem.

This large dollar drain from funds for education and service becomes
increasingly crucial when viewed in the light of recent legislation de-
signed to improve the health, housing, education, and employment
opportunities for the underprivileged segment of the American popula-
tion. Regional medical programs, comprehensive health planning pro-
grams, community mental health programs, centers for the study, care
and rehabilitation of the mentally retarded are but a few of the pro-
grams which call for the active participation of our health manpower
schools. It is apparent that if the country's health-related schools are to
respond to the great challenges engendered by recent social legislation,
upgrade their educational programs and continue to push forward with
basic research, the Federal Government must contract to pay the full
costs of any of the specific programs that it sponsors, just as it does in
dealing with the business sector of the economy.

Furthermore, Government-support patterns should be increasingly
directed toward institutions rather than individuals. T'his change will
enable the educational institutions themselves to determine the balance
between teaching, research, and service that is most appropriate for
their particular environment. This type of decisonmaidng is clearly
complex and should be undertaken only after considerable study by the
individual institutions. In addition, planning studies can be done more
quickly and efficiently if the institutions have direct, flexible and stable
subsidy to underwrite the decisionmaldng and startup process of new
programs.

Dental education also has long been inadequately fmanced and many
dental schools have become too dependent upon income generated by
their dental clinics. This policy has resulted in a traditional overemphasis
on technical dentistry and a slighting of the basic health sciences in the
curriculum. As dentistry becomes increasingly involved in the basic in-
vestigation of dental disease so that it may offer comprehensive programs
of dental care, it will become necessary to modify the dental curriculum
to include more of the basic health sciences. As a result it will be essential
for the dental schools to receive general institutional support money.

In a field where the demand for more health professionals is pressing
it is inconsistent that one dental school recently found it necessary to
terminate the undergraduate dental education program because of its
annual financial deficit. The trend among private schools to question
their ability to continue the education of dentists should be a matter of

INIMINPmems
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grave concern. Unless an equitable remedy for this situation is found,

more non-State schools may find it necessary to curtail their operation of

undergraduate dental programs. During the last 5 years, four dental

schools have been transferred from private to State support. Further,

it is interesting to note that all of the six developing dental schools are

State schools. Little, if any, interest has been expressed by private institu-

tions to initiate new dental schools.
Recommendation 9. That, as a matter of basic policy, all Federal

funds made available to health manpower schools for restricted or

specific purposes should include the entire cost (direct as well as in-

direct) of the programs that they are intended to support.

Recommendation 10. That general institutional support grants, con-

taining no restrictions as to use, be made to health professional schools

(medical, dental, nursing, and pharmacy) up to a level commensurate

with the need for maintaining existing programs as well as for planning

and implementing new programs.
If the Government does change its policy and grant full support for

its projects, it might be possible to provide planning and implementing

funds for the medical schools by combining the General Research Sup-

port Grant Program and the Basic (and Special) Improvement Graiit

Program. These funds could then be available as a "General Research

and Educational Grant," distributed on a total expenditure-total

student population base, and with no restrictions as to use.

Organization and Delivery of Health Services

One of the most important problems confronting the entire health

field is the lack of an adequate system for the delivery of health care.

The "cottage system" that exists in this country today became estab-

lished during an era when proper care of the sick was regarded as a
privilege rather than a right and was in large part equated with general

supportive measures and "tincture of time." Late in the 1930's the

explosion of biomedical advances began and it continues unabated.

The impressive progress of science captivated the health professionals,

the universities, the Federal Government, and the public. Scientific

research was rewarded with both prestige and funds, but in the process

the system of delivering the fruits of scientific discovery to the consumer

was neglected. Health manpower is in short supply and is poorly dis-

tributed geographically. Job roles in the health industry are poorly

defined both in regard to tasks performed and responsibility assumed.

Medicine is dependent on the wholesale importation of inferiorly pre-



REPORT OF THE PANEL ON EDUCATION AND SUPPLY 39

pared foreign medical graduates. There is gross reduplication of ex-
pensive capital in many areas. Available modes of transportation and
communication are not utilized. The emphasis remains on the care of
the sick rather than on the prevention of illness and the maintenance of
good health.

There are no easy answers to the multifaceted problem of how to deliver
high quality health care widely to the people of this nation. Nor is it
divisible into pieces which can be distributed for attack by single disci-
plines. The need is for a coordinated effort of experimentation and in-
novation, including economics, sociology, mathematics, engineering, edu-
cation, psychology, anthropology, and health. The one place in our so-
ciety where the resources, the freedom and the tradition of scholarly
inquiry so necessary for this critical undertaking are available is the uni-
versity. We strongly recommend, therefore, that both the public and
private sectors of this country encourage the universities in every way
possible to proceed with such inquiry. Because the problem is so complex
and because we are convinced that there is no single delivery system that
is best for all segments of society or all geographic areas of the country, we
recommend, as has the federal government itself, that several centers for
health service research and development be established within universi-
ties. These centers must be funded in a comprehensive fashion, and not
limited by moneys given piecemeal. Centers should be required to deline-
ate the methods by which experimental results are to be obtained and
evaluated.

Recommendation 11. That the universities be charged with responsi-
bility for research into problems of organization and delivery of health
care to our population. Full support should be provided for this endeavor.

Formal Education
Curriculum Reform

Many and varied changes have occurred in primary, secondary, and
college education since World War II. Students entering our colleges are
better prepared than ever before. The colleges have responded to their
needs by developing various advanced and honor programs. Indeed, the
day is rapidly approaching when the majority of the biomedical sciences
will be available to the student during his undergraduate career. In turn
these programs are presenting more advanced students to health man-
power schools. But in the aggregate, health manpower schools have not

responded either in their admission requirements or in their curriculum
to the demands of the times.
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In the health area, education remains a lock-step process encompass-

ing a finite period of time. Once a student embarks on his educational

journey he is allowed but two alternatives: drop out, or continue. There

is no opportunity for part-time study, Furthermore, in all health areas a

student must meet and master every :requirement designed for him. If he

falls one requirement short, he is elin:inated from the system. Once elimi-

nated, there is no framework within which he may practice the skills that

he has mastered, nor may he transkr his credits to meet, in part, the re-

quirements of another of the health profes.sions.

The student is forced to proceed through a single, somewhat narrow

curriculum. He is not offered a choice of courses of study, nor does he

have an opportunity to branch out to enrich his experience in any given

aspect of the field. The emphasis throughout is on scientific excellence
a laudable theory which breaks down when the gradUate leaves behind

his formal education and finds that his training does not closely relate

to the practice of his profession. The result of this educational structure

is a health system with sharp cleavages among the various strata of

workers and little variation within any given stratum.

It is increasingly apparent that any given health profession is now or

soon will be too complex and fragmented to be effectively mastered by

a single individual. Hence, the current monolithic educational system

should be replaced by a flexible system which is responsive to various

types of preparatory work and allows the student to prepare himself

efficiently to pursue his career objectives. Several approaches to gain

this needed flexibility should be studied, such as the introduction of

challenge examinations at all levels of the curriculum, the introduction

of a minimum common educational experience (core curriculum) sup-

plemented by guided elective time, and the introduction of graded
tracks through the various disciplines within the curriculum. The cur-

rent changes occurring in nursing education exemplify the need for edu-

cational reform. In nursing there is an immediate need to inquire into

promising ways to provide curricular flexibility and advanced standing

procedures for graduates of diploma programs who desire to continue

their formal education.
Particularly in areas where shortages exist, every means must be

examined to shorten the formal education programs, provided that qual-

ity is not sacrificed. It was the feeling of the panel that careful study was

needed of the educational framework, at least as early as high school.

At the high school level some flexibility in curriculum now exists and it

seems reasonable, therefore, to consider allowing some students to gain
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a degree of vocational training in a health occupation. If a high school
student should elect three or four courses in some arca of the health
field, he or she niight demonstrate by examination upon graduation
sufficient competency to practice at some job level in the health industry.
Several options would then present themselves: the student might work
full time, work part time while going on in school, or continue his formal

education on a full-time basis.
With proper correlation of high school, college, and professional school

it might be possible to reduce significantly the time required to train
many categories of health manpower, including physicians and dentists.
One of the many proposals that merits further investigation is the pos-
sibility of reducing "basic" medical or dental education from 12 to say
10 years following the eight elementary grades. This period might con-
sist of 4 years of high school, 4 years of college, induding 2 years of

biomedical science, and 2 years of clinical education. Upon this basic
framework might be embroidered additional programs such as the
M.D.Ph. D., or D.D.S.Ph. D. program for individuals whose career is
basic investigation, and the M.D.M.P.H. or D.D.S.M.P.H. for those
interested primarily in the problems of the organization and delivery
of health care. We do recognize the fact that a few univeisities are
experimenting in this vein, but feel that the effort should be expanded.

The panel did not recommend any single plan. Indeed, there is no
single solution to the problem. It is dear, however, that revision of health
manpower curricula to exclude unnecessary duplication is long overdue.

Recommendation 12. That health manpower schools be encour-
agdd and fully supported to study their educational programs and to
develop and implement curriculum revisions directed toward maximizing
flexibility for professional development and recognizing the capabilities of

the individual students.
Because the educational problems in health manpower schools are

serious and have been neglected, the panel recommends that the various
fragmented efforts which are currently scattered throughout several
agencies in the Department of Health, Education, and Welfare be
brought together into a single unit.

Recommendation 13. An agency devoted to the support of research
into the educational aspectsincluding curriculum reform and innova-
tive approaches to teaching and learningof health manpower schools
should be created by the Secretary of the Department of Health, Educa-
tion, and Welfare.

The reasons for recommending that the office be created by the Secre-
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tary are several. First, this new agency must address itself to educational

problems in all of the health professions. This means incorporating the

fragmented efforts being carried out in medicine with the more co-

ordinated endeavor of the Office of Education related to the allied health

professions. Neither the Public Health Service nor the Office of Educa-

tion, however, encompasses the entire problem area. Furthermore, this

will be a new and vitally important effort and should receive direct

attention.

New Teaching Methods

In the past decade the development of new teaching techniques has

gained considerable momentum. Evaluation and implementation of

programed instruction and computer methods should be encouraged.

Emphasis must be placed, however, on increasing the efficiency of teach-

ing. This demands that careful experimentation precede widespread

introduction of new techniques. It may be anticipated that all phases

(preclinical, clinical, graduate, and continuing) of health manpower

education will benefit from these and other technological advances.

Recommendation 14. Maximum evaluation and utilization of pro-

gramed instruction, computer methods, and other new teaching methods

should be encouraged and financially supported in health manpower

education.

The Teacher Shortage
Health manpower schools face an increasing and alarming shortage

of able teachers. Complicating the problem in medicine and dentistry is

the unfortunate fact that the current educational system is unable to

reward adequately individuals whose primary interest is teaching. Except

in extraordinary cases the only way toteach in medical and dental schools

is to support oneself by doing research or by the clinical care of patients.

If one chooses the research route, support comes via grants, andquite
legitimatelythe individual is expected to devote most of his time to in-

vestigation. The effort-reporting requirement of the Federal Government

compels a faculty member to report quarterly in writing how he is divid-

ing his time. Because he becomes increasingly dependent on the renewal

of project grants, the investigator-teacher of necessity devotes more and

more thne to research and less and less time to teaching. This change of

direction becomes even more pronounced when the investigator-teacher

quickly comes to realize that not only hisfmancial future but his likelihood

of promotion rests almost solely on his researth productivity. For the

teacher who chooses to support himself via the clinical care of patients the
.. :
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barriers to teaching are just as real. Initially, he must devote significant

amounts of time to building a practice, even though he may be provided
with office space and supporting personnel by the school. Once a prac-
tice begins to grow it becomes increasingly difficult to contain it to any
predetermined size, particularly when it is the major source of the cli-
nician-teacher's economic gains. (The argument holds whether the
faculty system is "part time" or "full time". )

We do not mean to degrade either medical science or medical practice
but rather to underline the fact that teaching interest and ability are not
rewarded either in terms of economic return or academic prestige.
Furthermore, the current patterns contribute to the expensiveness of
medical education. With faculty members spending 50-80 percent of
their time i. nonteaching endeavors, a school must hire up to five faculty

members lo procur -quivalent of one full-time teacher.

In nursing, too
In 1962 the Sure

aer shortage has reached critical proportions.
d's consultant group on nursing set a "feasi-

ble" goal of 68C, ...A. :; by 1970. In setting this goal the consultant

group commented ( limited number of available faculty in nursing

schools. Since 1962. the estimates of nursing manpower needs have risen

to 850,000-1,000,000, yet in 1966 there were 1516 budgeted unfilled

positions reported on nursing school faculties. Four hundred of these

faculty vacancies were in university baccalaureate programsthe pro-
grams expected to generate the group having basic preparation essen-

tial to graduate study for specialty practice and teaching. Additionally,

the instructional manpower in the existing 74 colleges of pharmacy is

in need of strengthening. At present there are some 165 vacant faculty

positions (assistant professor or higher) on the faculties of our pharmacy

colleges.
The temptation is to recommend that teaching be funded as a sepa-

rate entity as is the case for research. Although such a specific funding

program would undoubtedly initially bc quite helpful to the schools, the

long-term result might be a system just as rigid and just as divisive to

the university as the currently restricted funding of research. A better

alternative, in our opinion, would be to give the schools funds designated

for faculty supportand leave to them the decision as to how teaching

faculty spend their time.
Recommendation 15. That steps be thken immediately to increase

the supply of teaching faculty by developing appropriate mecharisms

for their support.
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Introduction
On June 29, 1966, President Johnson met with his newly appointed

National Advisory Commission on Health Manpower. As part of his
charge to the Commission, the President said,

"I need your advice about the Federal Government's use of its
health manpower: Are we setting an example for the Nation in the
efficient use of health manpower? Should we establish new forms of
health manpower utilization?",

A report on the selection of health personnel for military service was
requested by the end of January 1967.

In organizing its own work, the Commission established a panel to
study the Federal use of health manpower, chaired by Dr. James Cain,
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consultant in medicine at the Mayo Clinic. The Panel's first area of
study was Federal procurement procedures for physicians and the impact
of these procedures upon the non-Federal sectors of the Nation. Attention
was focused on the relationship of the number of physicians needed and
the efficiency of their use, but no special studies of Federal utilization
could be undertaken.

The panel found that:
I. The available information on the numbers, distribution, and

utilization of physicians is inadequate. The Panel, therefore, con-
sidered improved information systems.

II. The procedures used by the Federal Government in the pro-
curement of health manpower need revision. Primary attention was
focused on the draft of physicians, or the threat thereof, and on
alternative methods of obtaining medical manpower.

III. The efficiency and effectiveness of the Federal utilization of
health manpower should be the subject of continuous study by a
predominantly non-Federal group. The Panel sought information on
this subject but could not undertake detailed productivity studies
themselves.

Regardless of the ultimate form of the Selective Service System, there
are certain persistent questions that deserve consideration and analysis.
The most critical of these are:

1. What is the opthnal distribution of medical manpower between
the military and the civilian sectors at any given point in time?

2. To what extent should the military services meet their health
manpower needs through the Selective Service mechanism and to
what extent through the competitive open market?

3. Assuming that some medical manpower will be called by the
Selective Service System, what selection procedures can be established
for minimizing the disruption of the career development of those
physicians chosen?

4. After the determination has been made as to which individuals
will be called, what mechanism can be developed to minimize the
interference with health services provided by hospitals to civilian
communities?

Background
There are 38 recognized major health occupational categories, plus

numerous other occupational groups with some special applications to
health. In order to provide a point of focus, this background material
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will concentrate primarily on the supply of physicians in the United
States. Appendix A, however, contains data on other health occupations.

Supply and Distribution

Tables 1-4 describe the supply of physicians by type of practice,
number graduating, regional distribution, and urban-rural distribution.
Appendix B concerns physicians and populationby State.

TABLE 1.PhysicianPopulation ratios: 1931-651

Per 100,000 Active physicians Per 100,000Year Total active total popula- in private practice civilian
physicians 2 tion 3 and hospital population 6

service 4

1931 5 150, 425 121. 2 143, 974 116. 2
1940 6 165, 290 125. 1 157, 148 119. 4
1949 6 191, 577 128. 4 175, 304 118. 8
1959 5 225, 772 127. 6 200, 322 114. 9
1965 7 277, 416 139. 2 233, 080 118. 7

Excludes osteopathic physicians.
2 Excludes retired physicians and those not in medical practice.
3 Total population, including Armed Forces overseas as of July 1 (in thousands):

1931--124,149; 1940-132,122; 1949-149,188; 1959-176,912; and 1965-199,256.
4 Includes physicians in private practice, internship programs, residency programs,

and in full-time hospital staff positions.
5 avilian population as of July 1 (in thousands): 1931-123,886; 1940-131,658;

1949-147,578; 1959-174,409; and 1965-196,366.
6 As of July 1.

As of Dec. 31.

Sources: American Medical Association, Distribution of Physicians, Hospitals, old Hos-
pital Beds in the U.S., 1966. U.S. Department of Health, Education, and Welfare, Health
Manpower Source Book, sec. 10, 1960. U.S. Department of Health, Education, and Welfare,
Health Resources Statistics: Health Manpower, 1965, 1966.

TABLE 2.Graduates of U.S. medical and osteopathic schools, 1950-66

Year Medical Osteopathic Total
graduates graduates graduates

1950 5, 554 373 5, 926
1955 6, 977 459 7, 436
1960 7, 081 427 7, 508
1965 7, 409 395 7, 804
1066 7, 574 369 7, 913

Source: U.S. Department of Health, Education, and Welfare, Health Resources Statis-
tics: Health Manpower, 1965, 1966.
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TABLE 3.Non-Federal physicians and population by region, 19651
[In percentages]

Region Population Physicians

NartheaSt 2 24. 4 31. 5

North Central 3 28. 3 24. 9

South 4 30. 6 24. 9

West 3 16. 7 18. 7

All regions 100. 0 100. 0

As of Dec. 31.
2 Includes: Maine, Vermont, New Hampshire, Massachusetts, Connixticut, Rhode

Island, New York, Pennsylvania, New Jersey, Delaware.
3 Includes: Ohio, Indiana, Illinois, Michigan, Wisconsin, Minnesota, Iowa, Missouri,

Kansas, Nebraska, South Dakota, North Dakota.
4Includes: Maryland, West Virginia, Virginia, North Carolina, South Carolina,

Georgia, Florida, Alabama, Mississippi, Tennessee, Kentucky, Louisiana, Arkansas,

Oklahoma, Texas.
Includes: Washington, Oregon, California, Idaho, Montana, Wyoming, Nevada,

Utah, Colorado, Arizona, New Mexico, Alaska, Hawaii.

Source: American Medical Association, Distribution of Physkians, Hospitals, and Hos-

pital Beds in the Us., 1966.

.



TABLE 4.-Distribution of non-Federal physicians andpopulation by coun0 groups, 19651

Total United States
County groups

Urban 7Greater
metropolitan 2

Lerer
metropolitan 3

Adjacent 4 Isolated
semirural 3

Isolated
rural 3

Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent Number Percent

Total physicians 1.... 266,015 (100.0) 131,506 (49.4) 81,231 (30.5) 24,684 (9.3) 25,651 (9.7) 2,973 (1. 1) 287, 421 (89.2)Total in private
practice 179,641 (100.0) 81,588 (46.4) 55,568 (30.9) 19,729 (11.0) 20,123 (11.2) 2,633 (1.5) 159,885 (87.3)General practice-- 64,967 (100.0) 24,149 (37.2) 17,113 (26.3) 10,966 (16.9) 15,464 (16.1) 2,265 (3.5) 52,228 (80.4)General surgery....... 17,551 (100.0) 7,566 (43.1) 5,810 (33.1) 1,898 (10.8) 2,142 (12.2) 135 (0.8) 15,264 (87.0)Internal znedicine... 22,331 (100.0) 12,106 (54.2) 6,884 (30.8) 1,539 (6.9) 1,736 (7.8) es (0.3) 20,528 (91.9)Obstetrics and
gynecology_....... 12,479 (100.0) 6,197 (49.7) 4,276 (34.3) 1,010 (8.0) 970 .8) 26 (0,2) 11,483 (92.0)Pediatrics- 9,549 (100.0) 4,738 (49.6) 3,253 (34.1) 754 (1.9) 786 (8.2) 18 (0.2) 9,745 (91.6)Psychiatry 8,141 (100.0) 5,516 (67.8) 2,022 (24.8) 311 (3.8) 280 (3.4) 12 (0.2) 7,849 (96.4)

Population___ 192,709,800 (100.0) 08,932,800 (35.8) 58,849,800 (30.5) 35, 217, 600 (15.7) 28, 628,900 (14.8) 6,141, 700 (3. 2) 157, 999, 200 (82. 0)

7 As of Dec. 31.
2 109 counties in SMSA's with 1 million or more inhabitants.
s 301 cotmties in SMSA's with 50,000 to 1 minion inhabitants.
3 :': ' counties contiguous to metropolitan areas. Population in such counties ranges

from 500 to 508,500 inhabitants.
71,024 counties containing at least 1 incorporated place with 2,500or more inhabitants.

758 counties not included in the above 4 groups.
?Includes greater mehopolitan, lesser metropolitan and adjacent cafeirolim
i Excludee 22,814 physicians in Federal service, 1,786 who are temporarily out of the

countsy, and 1,234 whose addreeses are temporarily unknown.

Source: American Medical Association, Distribution of Ilysicians, Hosintais, and Hos-
pital Buis in the U.S.,1906.

vemara
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Utilization
Table 5 shows the major activities of physicians from 1931 to 1965.

When the proportion of physicians in private practice and hospital serv-
ice are combined, the total size of this service-oriented group has dedined
from 87.3 percent in 1949 to 80.9 percent in 1965.

TABLE 5.-Physicians in the United States, by activity, 1931-65

[In percentagm]

Type of practice
Year

1931 1940 1949 1959 1965

All physicians 100. 0 100. 0 100. 0 100. 0 100. 0
Active non-Federal physicians:

Private practice. 85. 9 81. 6 74. 7 68. 0 62. 1
Hospital service 6. 2 8. 1 12. 4 16. 8 18. 8
Teaching, administration._ 1. 8 1. 9 1. 9 3. 4 6. 7

Federal 3,,vice 2. 3 2. 8 6. 2 7. 4 7. 8
Not in medical practice 3. 8 5. 6 4. 8 4. 4 4. 6

All physicians (number) 156, 406 175, 163 201, 277 236, 089 290, 854

Nars.-"Hospital service" includes interns, residents, full-time physician staff, and
physicians in laboratory medicine; "teaching and administration" includes all physicians
in teaching, administration, and research.

Source: U.S. Department of Health, Education, and Welfare, Health Manpower
Source Book, sec. 10, 1960. American Medical Association, Distribution of Physicians, Hos-
pitals, and Hospital Beds in the U.S., 1966.

Federal Use
The primary Federal employers of physicians have been the Armed

Forces and the Veterans' Administration. In the postwar years, the
military demand has closely reflected the United States' troop strength,
with significant buildups during both the Korean and Vietnam wars.
Special attention will be given to the uneven nature of the military
demands under the subject ofprocurement.

In contrast, the Federal nonmilitary employment of physicians has
increased steadily during the same periods as shown in title 6. These
data are not comparable with the previously cited American Medical
Association data because different definitions of full time and part time
employment were used, but the table provides a rough indication of riie
nature of Federal nonmilitaiy utilization of physicians in the postwar
years.
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TABLE 6.Federal nonmilitary employment of physicians, 1951-61

51

Year . Number Year Number

1951
1954
1957

4,
6;

8,

669
085
948

1960
1964

10,
11,

098
232

NorE.These data are not strictly comparable with previously cited data from the

American Medical Association because of differences in definition of full time and part

time. The data on this table should bc used only for the observation of a trend. Generally,

the AMA data are more accurate hi terms of full-time employment by the Federal

Government.

Sources: U.S. Department of tafw, Federal White Collar Workers: Their Occupations

and Salaries, June 1951. U.S. Ci4 $crvice Commission, Occupations of Federal White

Collar' Workers, June 1955, June 195a, September 1964, and the unpublished man-
useript for the 1966 publication.

The distribution of the 22,S14- physicians employed by the Federal

Government at the end of 1965 Is Aown by agency in table 7.

TABLE 7.Physicians employed' by the Federal Government, 19651

Agency Number of
physicians

Agency Number of
physicians

Air Force .
Army
Navy
Public Health Service

3,
5,
3,
2,

872
036
836
936

Veterans' Administration.
Other Federal

Total Federal phy-
sicians

6, 790
317

22, 814

1 As of Dec. 31.

Source: American Medical Association, Distribution of Physicians, Hospitals, and Hos-

pital Beds in the U.S., 1966.

Since the armed services and the Veterans' Administration are en-

gaged primarily in the treatment of patients, the data in table 7 slur"i

that about 85 percent of Federal physicians are involved in the dirty,t

delivery of medical care.
In short, the Federal Government presently employs approximately

23,000 physicians, or about 8 percent of the national supply. The bulk

of this manpower is directed to the provision of medical services, with

relatively little devoted to research or teaching.
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The Major Problems and Recommendations

Although increases in the productivity of medical manpower may havc
expanded the output of medical services, it is generally believed that
there is an insufficiei c number of physicians to afford the minimum
degree of medical service desired by the civilian population. In outlining
the work of the Commission, the President summarized the problem,
saying, "the national demand for health manpower today exceeds the
supply and this maye be the case for several years."

The American Medical Association has also focused attention on the
physician shortage in this country. At its 1966 annual convention, the
Association ratifie0 a report of the Board of Trustees declaring the exist-
ence of a "drastic shortage of health manpower." As an expression of
their concern for this problem, the AMA has formed a Committee on
Health Manpower to study the situation and to seek constructive
solutions.

The Congress of the United States has recognized this problem and
responded with the enactment of the Health Professions Educational
Assistance Act of 1963 and the Health Professions Educational AiiiSt-

ance Amendments of 1965. The hearings and committee reports on these

two pieces of legislation detail the medical manpower shortage facing

the American people.
On the basis of the available evidence, it is the judgment of the Panel

that the number of physicians available to serve the civilian population
is at a level where no further diversions of our health manpower can be
allowed, except for purposes essential to the security of the Nation itself.

The Civilian-Federal Balance
The civilian and Federal sectors are competing for health manpower

to meet rising demands in both areas. The competitors are not equal,
however, since the Federal Government can and does rely heavily on
the invohintary mechanisms of the Selective Service, cr the threat
thereof, for the procurement of its medical manpower. This Nation is
unquestionably committed to providing all necessary resources for those
efforts essential to our defense, but the Panel's study has led it to the
conclusion that some of the medical manpower procured through the
Selective Service and its threat is being used for purposes not essential
to our national defense.

It appears to the Panel that the provisions of health services to military
dependents and to retired military personnel residing in the United
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States is not essential to the national defense. In the same manner, the

provision of health services to seamen, to Indians still residing on reserva-

tions, and to similar beneficiaries does got belong in the category of
national defense. Finally, the substitution of the work of the Food and
Drug Administration for military service raises serious questions about

the Federal use of involuntary procurement procedures. The Panel does
not mean to imply that any of the programs or services mentioned above

arc unnecessary or undesirable, but it does contend that these efforts are
not critical to our national defense and that the involuntary selection
mechanisms of the Selective Service System (and its threat) should not

be used to provide medical manpower for these efforts.
The successful record of the Veterans' Administration in the recruit-

ment and retention of medical manpower through the regular market
channels testifies to the feasibility of that route. The Defense Depart-

ment's past and current programs which utilize community health re-

sources for the provision of dependent care illustrate another method
that can replace involuntary personnel. Without detailing the alterna-
tives available, the Panel believes that it is feasible for the Federal
Government to discharge its nondefense health responsibilities without

resorting to compulsory service.
The Panel could find no point within the Federal Government at

which the use of health manpower is reviewed governmentwide or

where the impact of Federal use on the civilian sector is assessed. The

normal checks of the marketplace do not apply because of the heavy

Federal use of involuntary procurement procedures. Unlike dollars,

computers, and motor vehicles, all of which are controlled throughout

the Federal Government, no single department is able to review, to say

nothing of control, the use of health manpower since the health activi-

ties of the rederal Government are widely dispersed among departments

and agencies.
In view of the scarcity of health manpower and the rising demands

for it in both the civilian and Federal sectors, the Panel believes that

some body must be established that can command the relevant informa-

tion, review it critically, and forthrightly advise the President on the

relative civilian and Federal needs and on the impact of given levels

of Federal use on the Nation.
Toward this end, the Panel recommends the establishment of a Na-

tional Health Resources COpcil, to be adinted by the President and
to report directly to him. This Council should be charged with the



54 REPORT OF THE HEALTH MANPOWER COMMISSION

responsibility for reviewing the Federal use of health manpower and

for periodically reporting to the President on:

1. The size of Selective Service calls for health manpower;

2. the size of the Commissioned Corps of the United States Public

Health Service;
3. the establishment of health manpower ceilings for each Federal

agency.

The Efficiency of Federal Use
In view of the apparent health manpower shortage facing the Nation,

the Federal Government should seek to be an outstanding example of

efficiency in this area. The heavy Federal reliance on the use of the

Selective Service procedures places additional responsibility on the Federal

Government for the efficient use of that manpower. As a consequence,

significant efforts will have to be undertaken in all areas to increase

the productivity of our available supply of health manpower. Federal

solutions to the problems of productivity and quality can produce bene-

ficial results for the entire health care system of the Nation.

While the separation of Federal health activities into several depart-

ments makes overall coordination and review difficult, it affords an

excellent opportunity for comparative studies of efficiency and effective-

ness. Studies should also be made comparing Federal and non-Federal,

governmental and nongovernmental health programs.

Toward this end, the Panel recommends that the National Health

Resources Council be charged with the responsibility for regular and

periodic studies of the efficiency and effectiveness of all Federal health

activities as they relate to personnel.

A Modified Selective Service System

This Panel subscribes to the principle of selection for military service

by an individual's peers at the local level. In the case of health man-

power, however, the Panel finds that the present Selective Service

arrangement has not preserved this principle. It requires the retention

of jurisdiction over an individual by the board where he originally reg-

istered at age 18. Most medical manpower, however, is not called by

the Selective Service System until after the completion of approximately

10 years of formal training beyond the high school level. Because of

the relatively sma31 number of medical sch000ls and the dispersion of

WM:Wed graduate training programs in medicine, the long training

period is very treq4ently one of great mobility. As a result of these

1011911:
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factors, the decision to call or defer a young man training in a health

profession is frequently made by a local board in an Irea in which he

has not personally lived for over a decade.

This problem is further compounded by the importance of graduate

medical trainir to the service programs of many hospitals and by the

relatively large number of local boards. The young physician taking his

residency training in a teaching hospital is an important member of the

medical staff. While he is learning, the physician also performs many

services that might otherwise have to be performed by another physician

and may be the major source of care for patients in these institutions.

Since the records of each individual are kept at the point of his first
registration, it frequently occurs that the members of a residency staff

of any given hospital may be under the jurisdiction of numerous local

boards in several different States. As a result of the uncoordinated deci-

sions of these separate local boards, it is presently possible for an indi-

vidual hospital to have a subtantial part of its residency staff called by

remote Selective Service boards who know nothing about its needs.

In order to alleviate these conditions, the Panel recommends that the

Selective Service Act be amended to provide for the automatic transfer

of the records of health professionals, upon graduation from professional

school, from the local board of their original registration to the local

board in whose jurisdiction they are employed, and for subsequent trans-

fer when a change in employment occurs.
The Panel also recommends that the National Health Resources

Council be charged with the responsibility for periodically reviewing the

operation of the Selective Service System, the methods of selection and

notification, and the timing of inductions for the purpose of minimizing

the disruption of the health services of the institutions and communities

involved.

A Better Information System
The Panel found the available information on the distribution of

meurcal manpower in this country to be inadequate. The computer file

of the American Medical Association is unquestionably a valuable

national resource and is by far the most accurate information available

on medical manpower. Yet, even this source fails to meet the needs fore-

seen by this Panel since it rightly excludes Selective Service information.

If the Federal Government, or any other group, is to undertake the
responsibility for reviewing and assessing the supply of health manpower

for this Nation, accurate information is a prerequisite. This is particularly

applicable to the planning efforts of the Federal Government itself,
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which presently cannot readily tabulate the numbers of physicians in its
employ or report their location or utilization. In fact, this Panel found
the computer file of the AMA to be more informative on the question
of the total Federal employment of medical manpower than any single
agency of the Federal Government itself.

This Panel is convinced that the Federal Government must commit
itself to an adequate information system on the national supply of health
manpower and on its own utilization of that manpower.

Toward that end, the Panel recommends that the National Health
Resources Council be charged with the responsibility for the establish-
ment and maintenance of an automated file of information concerning
the numbers, distribution, and utilization of health manpower in the
United States.

The Panel also recommends that the records of the Selective Service
System as they relate to health professionals be automated at the earliest
possible date.

Summary of Recommendations
The Panel recommends:
1. The establishment of a National Health Resources Council, to be

appointed by the President and to report directly to him. This Council
should be charged with the responsibility for reviewing the Federal use
of health manpower and for periodically reporting to the President on:

A. The size of Selective Service calls for health manpower;
B. the size of the Commissioned Corps of the United States Public

Ilea lth Service;
C. the establishment of health manpower ceilings for each Federal

agency.

2. That the National Health Resources Council be charged with the
responsibility for regular and periodic studies of the efficiency and effec-
tiveness of all Federal health activities as they relate to personnel.

3. That the Selective Service Act be amended to provide for the
automatic transfer of the records of health professionals, upon gradua-
tion from professional school, from tlae local board of their original regis-
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tration to the local board in whose jurisdiction they are employed, and for
subsequent transfer when a change in employment occurs.

4. That the National Health Resources Council be charged with the
responsibility for periodically reviewing the operation of the Selective
Service System, the methods of selection and notification, and the timing
of inductions for the purpose of minimizing the disruption of the health
services of the institutions and communities involved.

5. Tnat the National Health Resources Council be charged with the
responsibility for the establishment and maintenance of an automated
file of information concerning the numbers, distribution, and utilization
of health manpower in the United States.

6. That the records of the Selective Service System, as they relate to
health professionals, be automated at the earliest possible date.

Appendix A

TABLE Al.Dentists in relation to population: Selected years, 1950 through
19651

Dentists and population 1950 1955 1960 1965

Total dentists 2 87, 164 94, 879 101, 947 109, 301

Total population (thousands) ; 152, 271 165, 931 180, 684 194, 583

Dentists per 100,000 population 57. 2 57. 2 56. 4 56. 2

Active non-Federal dentists 75, 313 76, 087 82, 630 86, 317
Resident civilian population (thou-

sands) 150, 790 162, 967 178, 153 191, 890

Active non-Federal dentists per 100,000
civilians 49. 9 46. 7 46, 4 45. 0

; As of July 1.
2 Excludes graduates of the year concerned, but includes all other dentists, active or

inactive.
; Includes all persons in the United States and in the Armed Forces overseas.
Sources: American Dental Association, Distribution of Dentists in the United States by

State, Region, District and County, 1966 and prior annual issues. American Dental Asso-
ciation, American Dental Directory, 1966 and prior annual editions. U.S. Bureau of the
Census, Current Population Reports, Series P-25, No. 327, February 1966. U.S. Depart-
ment of Health, Education, and Welfare, Health Resources Statistics: Health Manpower,

1965, 1966.
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TABLE A2.-Number of non-Federal dentists and rate per 100,000 civilians,
19651

Location

Civilian
population

in

Number of non-
Federal dentists 3

Rate p,eiiir100,000

thousands 2 Total Active Total
dentists

Active
dentists

United States 191, 890 102, 174 86, 317 53 45

Alabama 3, 438 1, 068 9,62 31 28

Alaska 221 69 60 31 27

Arizona 1, 587 646 529 41 33

Arkanw 1, 950 610 529 31 27

California 18, 299 11, 227 9, 028 61 49

Colorado 1, 933 1, 133 988 59 51

Connecticut 2, 821 1, 863 1, 590 66 56

Delaware 497 205 161 41 32

District of Columbia 787 755 626 96 80

Florida 5, 713 2, 834 2, 257 50 40

Georgia 4, 264 1, 259 1, 048 30 25

Hawaii 648 459 418 71 65

Idaho 686 323 309 47 45

Illinois 10, 599 6, 320 5, 271 60 50

Indiana 4, 877 2, 216 1, 881 45 39

Iowa 2, 759 1, 537 1, 317 56 48

Kansas 2, 195 1, 007 870 46 40

Kentucky 3, 140 1, 156 994 37 32

Louisiana 3, 501 1, 290 1, 085 37 31

Maine 975 447 366 46 38

Maryland 3, 464 1, 483 1, 221 43 35

Manachusetts . 5, 309 3, 767 3, 065 71 58

Michigan .. es 8, 198 4, 240 3, 830 52 47

Minnesota 3, 549 2, 456 2, 018 69 57

Mississippi 2, 301 628 573 27 25

Missouri 4, 470 2, 355 1, 914 53 43

Montana 696 373 337 54 48

Nebraska 1, 459 921 738 63 51

Nevada -4
432 181 131 42 30

See footnotes at end of table.
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TABLE A2.-Nunzber of non-Federal dentists and rate per 100,000
civilians, 1965 1-Continued

Location

Civilian
population

Number of non-
Federal dentists 3

Ratepe.r.100,000

in
thousands 2 Total Active Total

dentists
Active

dentists

New Hampshire 663 301 259 45 39
New Jersey . 6, 735 4, 211 3, 543 63 53
New Mexico 1, 008 311 265 31 26
New York 18, 032 14, 250 11, 891 79 66
North Carolina 4, 821 1, 508 1, 284 31 27
North Dakota 640 280 233 44 36
Ohio 10, 227 4, 942 4, 238 48 41
Oklahoma 2, 448 958 844: 39 34
Oregon 1, 894 1, 473 1, 251 78 66
Pennsylvania 11, 505 6, 603 5, 837 57 51

Rhode Island 867 488 412 56 48
South Carolina 2, 489 578 488 23 20
South Dakota 696 294 257 42 37
Tennessee 3, 817 1, 539 1, 409 40 37
Texas 10, 387 3, 814 3, 188 37 31

Utah 986 596 565 60 57
Vermont 397 190 151 48 38

ruginia 4, 294 1, 633 1, 410 38 33

Washington 2, 929 2, 025 1, 847 69 63
West Virginia 1, 811 669 600 37 33
Wisconsin 4, 140 2, 533 2, 087 61 50
Wyoming 335 150 142 45 42

1 As of July i.
2 State figures do not add to total due to rounding.
3 Excludes graduates of the 1965 class.
Sources: American Dental Association, Distribution of Dentists in the United Stain by

State, Region, District and County, 1966. American Dental Association, American Dental
Directory, 1966. U.S. Bureau of the Census, Current Population Reports, Series P-25,
No. 324, January 1966. U.S. Department of Health, Education, and Welfare, Health
Resources Statistics: Health Manpower, 1965, 1966.

:.! '
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TABLE A3.-Number of non-Federal dentists by counOt group: 1962

County group 1
Number of

dentists
Rate per

100,000
population

United States 97, 842 53. 1

MetropolitanAdjacent 85, 201 56. 7

Greater metropolitan 45, 744 69. 5

Lesser metropolitan .--: 28, 430 51. 5

Adjacent to metropolitan 11, 027 37. 9

Isolated 12, 641 37. 0

Isolated semirural 10, 982 39. 3

Isolated rural 1, 659 26. 8
-

1 Counties within standard metropolitan statistical areas, as defined by the Bureau of
the Budget, are here classified as greater metropolitan (if they are part of a SMSA o
1 million or more population) or lesser metropolitan (SMSA population of 50,000 to
1 million). Adjacent counties are counties that are not themselves metropolitan but are
contiguous to metropolitan counties. All other counties are classified as isolated; semi-
rural counties contain an incorporated place of 2,500 or more population, rural counties

do not.

Source: U.S. Department of Health,- Education, and Welfare, Health Manpower

Source Book, sec. 18.

TABLE A4.-Professional nurses in relation to population, 1950 through
1966

Year
Resident Number of nurses in practice Nurses per

100,000
population

population
in thousands Total Full-me Part-time

1950. . ...... . 150, 697 375, 000 335, 000 40, 000 249

1954 . 159, 825 401, 600 251

1956 165, 931 430, 000 259

1958.. . ... .. 171, 922 460, 000 268

19601 178, 729 504., 000 414, 000 90, 000 282

1962 1 184, 598 550, 000 433, 000 117, 000 298

1964 1 190, 169 582, 000 450, 000 132, 000 306

1966 1 194, 899 621, 000 319

1 In 50 States and the District of Columbia.
Sources: Interagency Conference on Nursing Statistics for 1954-66 estimates; U.S.

Bureau of the Census for 1950 data on nurses (adjusted). U.S. Bureau of the Census,
Current Population Reports. Series P-25, No. 327, February 1966. U.S. Department of

Health, Education, and Welfare, Health Resources Statistics: Health Manpower, 1965. 1966.
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TABLE A5.-Location of active professional nurses in relation to population,
1962

Location

Distribution A 2 Distribution B 3

Resident
population Number Nurses per Number Nurses4)jx

in of nurses 100, 000 of nurses 100,

thousands 1 poPula- popula-
tion tion

United States 184, 598 550, 000 298 552, 894-

Alabama 3, 317 5, 224 157 5, 252

Alaska 242 694 287 696

Arizona 1, 486 4, 972 335 4, 984

Arkansas 1, 842 2, 219 120 2, 223

California 17, 029 55, 240 324 55, 739

Colorado. 1, 893 7, 005 370 7, 034

Connecticut 2, 625 11, 537 440 11, 565

Delaware 467 1, 828 391 1, 836

District of Columbia 789 4, 148 526 4, 172

Florida 5, 434 16, 432 302 16, 809

Georgia 4, 083 7, 924 194 7, 942

Hawaii 693 1, 998 288 2, 002

Idaho 700 1, 932 276 1, 935

Illinois 10, 098 29, 371 291 29, 450

Indiana 4, 663 11, 575 248 11, 632

Iowa 2, 774 8, 874 320 8, 926

Kansas 2, 215 6, 281 284 6, 293

Kentucky 3, 081 5, 382 175 5, 392

Louisiana 3, 371 6, 681 198 6, 695

Maine 978 3, 630 371 3, 658

Maryland 3, 233 7, 949 246 7, 976

Massachusetts 5, 188 26, 032 502 26, 693

Michigan 8, 029 21, 322 266 21, 465

Mi nnesota 3, 461 13, 285 384 13, 300

Mississippi 2, 261 3, 203 142 3, 213

Missowi 4, 316 9, 505 220 9, 562

Montana 697 2, 433 349 2, 438

Nebraska 1, 446 4, 624 320 4, 630

Nevada 350 917 262 922

New Hampshire 622 3, 056 491 3, 074

New Jersey 6, 357 22, 101 348 22, 141

New Mexico 997 2, 126 213 2, 134

New York 17, 498 67, 830 388 67, 932

North Carolina 4, 704 10, 876 231 10, 889

Nccth Dakota 633 2, 153 340 2, 156

Ohio 10, 038 29, 569 295 29, 599

Oklahoma 2, 448 4, 000 163 4, 008

Oregon 1, 807 6, 285 348 6, 297

Pennsylvania 11, 382 42, 222 371 42, 501

Rhode Island 878 3, 473 396 3, 488

See footnotes at old of table.

288-858 0-88---5

NomiltIft

298

158
288
335
121
327
372
440
393
529
309
194
289
276
292
249
322
284
175

-199
374
247
514
267
384
142
222
350
320
263
491
348
214
388
231
341
295
164
348
373
397

t
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TABLE A5.-Location of active professional nurses in relation to popula-
tion, 1962-Continued

Distribution A 2 Distribution B 3

Location
Resident

population
in

thousands 1

Number Nursft per Number Nurses per
of nurses 100, 000 of nurses 100, 000

popula- popula-
tion tion

South Carolina 2, 448 5, 244 214 5, 254 215

South Dakota 721 1, 948 270 1, 957 271

Tennessee 3, 652 6, 473 177 6, 497 178

Texas 10, 122 17, 448 172 17, 485 173

Utah 958 2, 245 234 2, 249 235

Vermont 387 1, 722 445 1, 732 448

Virginia 4, 248 9, 998 235 10, 016 236

Washington 3, 010 10, 148 337 10, 163 338

West Virginia 1, 796 4, 455 248 4, 461 248

Wisconsin 4, 019 13, 333 332 13, 342 332

Wyoming 332 1, 078 325 1, 030 325

1 State population as of July 1, from U.S. Bureau of the Census, Current Population Re-

ports, Series P-25, No. 273, October 1963; US. total as of Janaury 1.
2 A portion of the 32,594 nurses not answering the question oh activity status in the

1962 Inventory were presumed to be active in adjusting the total to conform with the
550,000 national estimate of the Interagency Conference on Nursing Statistics.

3 All 32,594 nurses not answering the question on activity status in the 1962 In-
ventory were presumed to be active.

Sources: U.S. Department of Health, Education, and Welfare, Health Manpower Source

Book, sec. 18, 1964. American Nurses Association, The Nation's Nurses; The 1962 In-

ventory of Professional Registered Nurses, 1965. U.S. Department of Health, Education,
and Welfare, Health Resources Statistics: Health Manpower, 1965, 1966.
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1 Less than 0.5 percent. Source: U.S. Department of Health, Education, and Welfare, 8
Health RKSOWCts Statistics: Health Manpower, 1965, 1966. i

Field of practice
Number of nurses Percent of nurses

1954 1958 1962 1964 1954 1958 1962 1964

Total 401, 600 460, 000 550, 000 582, 000 100 100 100 100

Hospitals and related institutions 240, 600 291, :760 367, 250 390, 400 60 63 67 67

Private practice 74, 000 70, 000 69, 500 66, 000 18 15 13 11

Office 35, 200 37, 000 40, 000 47, 000 9 8 7 8

Public health, including inhool 25, 800 28, 700 34, 700 37, 200 S 6 6 6

Occupational health 15, 800 18, 400 17, 000 18, 700 4 4 3 3

Nursing education 8, 700 12, 400 19, 550 20, 700 2 3 4 4

Other fields 1, 500 2, 000 2, 000 2, 000 1 1 (1) (1)

Main%
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Appendix B

Distnbution of physicians by State andpopulation

Census region and States
Total

number of
physicians

Total
in private
practice

Selected specialities in private practice

General General Internal Obstetrics
practice surgery medicine gynecology

Resident

Pediatrics Psychiatry
population

Nsw ENGLAND 19, 448IIIIMI
5, 063

Maine 999

Nfassachusetts 10, 544

New Hampshire 867

Rhode Island 1, 299

Vermont 676

Mmnrz Amarmo 64, 284

New Jersey 9, 081

New York 38, 601

Pennsylvania 16, 602

EAST NOR= INNTRAL 47, 370

Illinois 14, 306
Indiana 4, 932.

Mulligan 10, 050

Ohio. 13, 293

Wisconsin 4, 789

12, 183 3, 945 1,317 1,615 830 742 702 11, 097, 500

111MMII .1111MIli

3, 244 866 329 497 272 227 205 2, 785, 700

784 340 92 79 44 36 16 993, 200

6, 172 2, 020 669 805 397 353 410 5, 380, 600

632 270 64 58 27 30 16 636, 600

949 283 123 129 65 72 40 905, 200

402 166 40 47 25 24 15 396, 200
==== ===gam...

41, 366 13, 671 3, 810 5, 802 3, 027 2, 271 2, 764 36, 021, 400

6, 728 2, 242 655 889 538 424 290 6, 648, 100

23, 665 7, 174 2, 149 3, 626 1, 674 1, 356 1, 977 17, 696, 500

10, 973 4, 255 1, 006 1, 287 815 491 497 11, 676, 800
=11111=====1=11711=== A ==11==t

32, 352 12, 718 3, 172 3, 742 2, 235 1, 568 1, 224 38, 525, 300

9, 793 3, 946 899 1, 179 671 502 454 10, 640, 400

3, 819 1, 797 371 303 186 137 89 4, 929, 700

6, 350 2, 208 710 733 549 330 3003 8, 259, 700

8, 894 3, 343 869 1, 146 624 440 243 10, 471, 200

3, 496 1, 424 323 381 205 159 135 4, 215, 300

A=111=111===2

111,211.

=1======.



WEST NORTH CENTRAL

Iowa
Kansas
Minnesota
Mis s ouri
Nebraaka
Ncrth Dakota
South Dakota

Soma Amalcria

Delaware
Washington, D.0
Florida
Georgia
Maryland
North Carolina
South Carolina
Virginia
West Virginia

.....els...rotigoarielle

18, 863 12, 717 5, 444 1, 253 1, 467 709 519 372 15, 983, 5(X)

2, 883 2, 095 1, 097 202 149 92 66 47 2, 818, 300

2, 427 1, 695 794 162 157 80 59 82 2, 268, 700

5, 289 3, 249 1, 316 288 442 168 131 80 3, 600, 500

5, 522 3, 502 1, 160 380 523 259 186 119 4, 484, 800

1, 643 1, 232 609 122 108 67 40 28 1, 464, 000

565 486 221 50 55 26 19 10 640, 44)0

534 458 247 49 33 17 18 6 706, 800

1=== =MCI =1:2171:111=== ======

35, 186 22, 332 7, 659 2, 421 2, 932 1, 750 1, 357 834 28, 298, 700

651 442 143 50 55 36
w

30 16 501, 300

2, 920 1, 438 300 123 270 126 69 156 800, 200

8, 027 5, 098 1, 458 566 770 389 290 173 5, 871, 600

4, 285 2, 962 1, 061 321 371 240 209 76 4, 203, 900

5, 760 3, 008 932 SIS 388 293 195 199 3, 444, 300

4, 946 3, 298 1, 252 379 402 264 212 67 4, 805, 200

2, 002 1, 534 723 174 126 104 85 24 2, 549, 800

4, 850 3, 273 1, 246 323 406 234 217 99 4, 331, 600

1, 745 1, 279 544 167 144 64 50 24 1, 780, 800

g2=5.urve.%



Appendix B

Distribution of physicians by State and population-Continued

Census region and States
Total

number of
physicians

Total
in private
practice

Selected specialities in private practice

General General Internal Obstetrics Pediatrics Psychiatry
practice surgery medicine gynecology

Resident
population

EAST SOUTH CENTRAL 11, 767 8, 495 3, 595 990 830 561 462 143 12, 480, 600

Alablma 2, 733 2, 118 891 234 212 155 131 32 3, 415, 900
Kexurky 3, 054 2, no2 985 242 224 122 102 41 3, 109, 800
Missitappi 1, 713 1, 332 698 145 89 75 59 17 2, 216, 100
Tennessee 4, 267 2, 843 1, 021 369 305 209 170 53 3, 738, 800

WEST SOUTH CENTRAL 19, 281 14, 267 5, 684 1, 324 1, 414 996 769 435 18, 241, 800

Arkansas 1, 691 1, 300 710 105 79 69 39 16 1, 833, 900
Louisiana 3, 973 2, 742 940 278 293 236 195 105 3, 515, 800
Oklahoma 2, 399 1, 834 787 164 178 111 73 49 2, 411, 200
Texas 11, 218 8, 391 3, 247 777 864 580 462 265 10, 480, 900

.14014,
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MOUNTAIN 9, 410 6, 934 2, 476 683 780 461 356 226

Arizona 1, 941 1, 428 493 135 173 90 71 41

Colorado 3, 274 2, 145 673 201 266 148 127 97

Idaho 615 548 273 53 41 29 . 22 6

Montana 671 608 258 61 61 30 25 14

Nevada 412 350 119 42 38 26 15 8

New Mexico 894 671 213 72 84 49 42 23

Utah 1, 303 910 293 99 98 79 46 35

Wyoming 300 274 154 20 19 10 8 2

7, 798, 000

1, 611, 000
1, 985, 400

697, 500
718, 100 se0400, 300 Do

1, 037, 300
998, 000
350, 400

PACIFIC 40, 436 28, 995 9, 765 2, 581 3, 749 1, 910 1, 505 1, 441 24, 323, 000

Alaska 155 132 59 17 13

California 32, 441 23, 220 7, 631 2, 002 3, 084-

Hawaii 901 670 215 75 77

Oregon 2, 673 1, 915 698 196 246

Washington 4, 266 3, 058 1, 162 291 329

el

7
1, 544

55
112
192

1,
7

210
57
79

152

1,
5

230
29
48

129

18,

1,
3,

273,
355,
730,
907,
055,

600
800
700
000
900

Source: American Medical Msociation, Distribution of Physkians, Hospitals, and Hospital Beds in the U.S., 1966.
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SUMMARY

Introduction
In the circumstance that the United States has failed to produce

enough physicians to meet its own needs, foreign medical graduates,
def aed as graduates of medical schools outside the United States, Canada,
and Puerto Rico, have come to occupy an important place in medical
and hospital practice in the United States. (This group includes Amer-
ican citizens who arc graduates of foreign medical schools.) In 1965-66
foreign medical graduates constituted 28 percent of the interns and
residents in approved training programs in hospitals in the United
States; of all physicians newly licensed to practice medicine in the United
States in 1965,17 percent were graduates of forcign medical schools.

All available evidence suggests stxongly the foreign medical graduates
as a composite group have significantly lower professional competence
than do graduates of American medical schools.Further evidence suggests
that many foreign medical graduates returning to their countries of
origin after graduate medical educational experiencein the United States,
are educated in such a way that they cannot properly use the additional
training they have received and therefore have gained little, if any,
knowledge or skills of practical value to them or to the health-care
systems in their countries of origin.

The findings and recommendations of the panel are summarized in
the pages which immediately follow. In the succeeding sections, there
are statements which: (1) Outline the means for implementation of the
recommendations, and (2) summarize the data and deliberations upon
which the recominendations are based. Finally, relevant material is
submitted in the appendix.

Summary of Findings and Recomntendations
Ymdings

The panel finds :

1. There is no clear statement of the national purpose of the United
States in regard to the objectives of its system of medical education.

2. The operation of the present system for education of foreign medi-
cal graduates in the United States results in serious exploitation of inade-
quately educated physicians for service purposes and results in inadequate
graduate medical education for these individuals.

3. There is no single organization charged with the development,
continuing guidance, or enforcement of policies concerning the education

A
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of foreign medical graduates or their entry into our systems of medical

education and medical care.
4. No program exists which provides reliable statistical information

regarding the numbers, areas of origin, or present or future status of

foreign medical graduates within the United States.

5. There is no clear, adequately supported policy regarding the role of

the United States in international medical cducation with particular

reference to its role in developing countries in supporting and expanding

medical education and in providing a continuing basis for improving

health services in accordance with local needs.

Recommendations

1. The panel recommendsthat the following general recommendations

be adopted :
A. It should be the national purpose of the U.S. medical education

system to provide a sufficient number of well-trained physicians and

other health personnel to meet the health needs of the United States and

to assist other countries, particularly less-developed countries, to improve

their systems of medical education and their levels of medical practice

and public health.
B. The United States should adopt as its national purpose the princi-

ple that foreign medical graduates coming to the United States be given

high-quality graduate medical training, designed to fit them for medical

practice in their own countries or, in the case of physicians who plan to

stay in the United States permanently, deigned to qualify them to fully

meet the standards of medical education and health care prevailing in

the United States.
2. The following changesin regard to screeningprocedures, orientation

and educational programs, and visa policies should be adopted :

A. Present screening procedures for foreign medical graduates entering

the United States should be made stricter and moredemanding to ins=

that physicians coming to the United States for further education in

medicine will have reached an educational level sufficient to allow them

to participate productively in our programs of graduate medical

education.
B. AR foreign medical graduates entering the United States, except

in special circumstances, should be given an orientation and educational

program specifically designed for their needs, which will insure their

proper introduction into our systems of medical education and health

4



REPORT ON FOREIGN MEDICAL GRADUATES 73

care, and an adequate knowledge of basic medical sciences and of our

language and customs.
C. The mechanism of approval of internship and residency programs

into which the foreign graduates come should be made stricter and more

demanding to insure initial and continuing quality of their education.

D. Immediate attention should be given to the study and wider

application of systems, not dependent on interns and re4dents, for

providing competent and continuing medical services in hospitals in the

United States.
E. The visa policies of the United States should be reviewed and

revised as necessary to insure that :
( 1) Foitign medical graduatescoming to this country on exchange

visitor visas, for programs ingraduate medical education,will return to

their countries of origin atthe completion of these programs and that all

other foreign medical graduates will be required to qualify for an

immigrant visa. The issuance of immigrant visas to physicians on an

occupational preference basis, who wish to work as physicians in the

United States, should be restricted to those who are eligible for such

work.
(2) Any foreign medical graduate applying for an immigrant visa

on occupational preference basis or wishirg to change from an ex-

change visitor visa to an immigrant visa, must dearly demonstrate a

level of professional competence equivalent to that of American

medical graduates.
(3) Service of foreign medical graduates in hospitals and in the

United States which do not have approved educational programs

should be discontinued if the foreign medical graduate does not hold

a full and unrestricted state license topractice medicine.

(4) A permanent, nongovernmental Commission on Foreign

Medical Graduates should be established without delay, which should

function to continually study arid recommend solutions tothe problems

of foreign medical graduates in the United States and the operation

of medical educational exchange programs. This commission should

consist of representatives of physicians, hospitals, educational institu-

tions, licensing and examining boards, the Federal Government and

the public.
(5) There should be established immediately a more effective

method of collection, collation and dissemination of sociological and

statistical information concerning activities of foreign medical

graduates.
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(6) The United States should immediately establish educational
exchange programs to strengthen the schools of the health professions
in other countries, particularly developing countries, to the end that
they will eventually meet their own needs. The objective is to encourage
these countries to establish or strengthen centers of educational ex-
cellence and innovation which will provide a continuing basis for
improving health, education, and services in accordance with local
needs.

To implement these general recommendations, the panel adds the
following supplemental, specific, and special recommendations.

Specific Recommendations

Sceening Procedures
(7) It is recommended that there be a stricter screening of foreign

medical graduates before they are considered eliglle for appointment
to approved internship or residencies in the United States and, in the
case of foreign nationals, before they are considered eligible for admission

as physicians to the United States. To this end, it is recommended that
the present examination of the Educational Council for Foreign Medical
Graduates be modified and strengthened or that a new type of =mina-
don be introduced. The panel considered the elevation of the passing
grade of the ECFMG to 80 or the substitution of all of Part 2 of the
National Boards for the ECFMG examinations or some other similar
modifications. The stricter screening procedures, like the present ones,
should be applied to all foreign graduates alike, whether they are
foreign nationals or citizens of the United States.

Orientation and Educational Programs
(8) It is recommended that before foreign medical graduates (either

foreign nationals or citizens of the United States) are permitted to start
appointments as interns or residents in hospitals in this country, they be
required to participate in an orientation and training program of three

to 12 months' duration, during which their competence in the basic
and clinical medical sciences, in English, and possibly in mathematics
and other fields would be assessed, and appropriateremedial instruction

would be even. The length of each physician's participation in the pro-

gram would be determined by initial evaluation of his needs or deficien-

cies and subsequent evaluation of his progress.
(9) It is recommended that throughout the United States, such

orientation and training programs be conducted under the direction of a

I
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consortium consisting of a medical school, with its supporting services and

affiliated hospitals, and other hospitals and appropriate educational in-

stitutions in the area.
(10) It is recommended that such orientation and educational pro-

grams be given adequate financial support; Federal funds will almost
certainly be required.

The panel recognizes that immediate establishment of such programsof
orientation would be impossible under pasent conditions but notes that
with stricter screening, diminution of the number of entering foreign
medical graduates, expansion and financial support of such a program,
implementation would bc possible over a period of years.

Visa Policies 1

(11) It is recommended that the issuance of Exchange Visitor (j)
Visas be limited to graduates of foreign medical schools who have been
specifically selected by their medical school faculties or other official
agencies. The physicians who are selected should then participate in
educational programs planned conjointly by the candidate's school and
the U.S. medical school, hospital, educational institution, or regional
medical school-hospital consortium, and designed to fit the candidate for

practice or teaching in his own country.
(12) It is recommended that unless a physician on an Exchange

Visitor visa is participating in a planned program of tire sort described

in Recommendation 11, his stay in the United States be limited to a
maximum of three years. -

(13 ) It is recommended that foreign medical graduates who receive

Immigrant Visas on an occupational or a nonoccupational basis, or who

receive Exchange Visitor visas, meet the requirements outlined in Rec-

ommendations 7 and 8 before they will be pennitted to participate in

any hospital or medical care activities in the United States.

(14) It is recommended that distinguished physicians (foreign medi-

cal graduates) who have been invited by a medical school or research in-

stitute in the United States to conic for participation in research and

teaching continue to be exempted, as they now are, from the require-

ments for ECFMG certification, and that they be exempted from the

special visa requirements outlined.
(15) In general, it is recommended thaat the immigration regulations

(and if necessary the Immigration and Nationality Act) be amended

. 1 Appendix, Itezns 1 and 2.

_
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to limit the issuance of Exchange Visitor or Immigrant Visas to foreign
medical graduates in accordance with restrictions described in Rec-
ommendations 11, 12, and 13. It is specifically recommended that the
regulations or law be amended to provide that Exchange Visitor Visas
or Emigrant Visas on an occupational preference basis not be issued
to physicians until they have been certified by the Educational Council
for Foreign Medical Graduates, since such physicians are not eligible for
any appointment involving patient care in the United States.

(16) It is further recommended that the Department of State, Justice,
and Labor regularly review existing regulations and policies concerning
the imuance of visas to foreign physicians to make sure that the laws,
regulations, and policies axe uniform, clear, and in conformity with the
national purposes described in Recommendation 1.

Service of Foreign Medical Graduates in Hospitals and Institutions
in the United States

(17) It is recommended that hospitals in the United States which do
not have training programs approved by the Council on Medical Educa-
tion of the American Medical Association discontinue the utilization of
foreign medical graduates who do not hold a full and unrestricted license
to practice medicine. Further, it is recommended that foreign medical
graduates not be used primarily or solely for medical service function in
hospitals and institutions in the United States unless they have a full
and unrestricted license to practice in that State.

(18) It is recommended that the AMA Council on Medical Educa-
tion establish and enforce more stringent requirements for approved
training programs, to eliminate those programs ki which foreign medical
graduates are utilized primarily for their service contautions, with inade-
quate supervision and without true educational experience.

(19) It is recommended that immediate attention be given to the
study and wider application of systems not dependent on interns and
residents for providing competent and continuing medical services in
hospitals in the United States.

Commission on Foreign Medical Graduates
(20) It is recommended that there be established immediately a per-

manent Commission on Foreign Medical Graduates and Medical Educa-
tion Exchange Programs. The Commission should be privately organized,
it should be permanent and financed by foundations, associations, and
if necessary by the government. It should function as a body to con-
tinually study and recommend.solutions to the problems of the foreign
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medical graduates in the United States and the operation of medical

education exchange programs. This Commission should be composed,

at a minimum, of representatives of physicians (American Medical Asso-

ciation), of hospitals (American Hospital Association), of hospital

directors of medical education, of educational institutions, medical schools

and universities (Awociation of American Medical Colleges, Institute of

International Education), of the Fedelal Government (particularly the

Departments of State, Labor and HEW), of licensing and examining

boards (State Boards of Medical Examiners, National Board of Medical

Examiners, ECFMG), and of the public.

(21) It is recommended that the Commission on Foreign Medical

Graduates hold a national conference, and perhaps subsequently an
international conference, on all aspects of the problems of foreign medical

graduates.

Program on Statistical information s

(22) It is recommended that the CommIssion on Foreign Medical

Graduates, in cooperation with the Immigration and Naturalization

Service, the American Medical Association, American Hospital Asso-

ciation, and other vitally interested groups, establish immediately a

competent program which will regularly gather statistical information

and data on the intake, presence,performance and fate of foreign medical

graduates entering the United States, including information on both

foreign nationals and citizens of the United States.

Role of the United States in International Medical Education

(23) It is recommended that on educational exchange program be

established to strengthen the schools of the health professions in other

countries to the end that these countries will eventually meet their own

needs. The objective is to encourage these countries to establish or

strengthen centers of educational excellence and innovation which will

provide a continning basis for improving health services in accordance

with local needs.
(24) It is recommended that there be a. rapid expansion of interna-

tional research on systems of health services to meet community needs.

(25 ) It is recommended that joint educational pzograms be developed

in foreign coufitries to prepare both American graduates and foreign

medical graduates as specialists in community medicine as a demonstra-

tion of the potentials of educational exchange for mutual benefit

'Appendix, Item 4.
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.,

( 26) It is recommended that programs of medicaleducation oriented
toward general comprehensive care be sponsored in developing coun-

tries to meet the mass needs of rural and urban populations now receiving

little or no health care.
( 27 ) It is recommended that provisions be made for foreign medical

graduates to participate in pilot programs working out new ways of

meeting community needs in the United States, so as to provide the
foreign medical graduate with an educational experience demonstrating
innovative approaches which will assist him in developing similar or
related activities in his' own country.

Report of the Panel on Foreign Medical Graduates

Introduction
Educators and scientists throughout the world have held as a primary

tenet the necessity for free interchange of ideas and personnel among
universities, other educational institutions, research centers, industrial
training programs, and among nations and their governments. As a
profession, medicine has long recognized that innovation and vitality are

provided by the interchange of ideas and techniques in academic medi-

cine and patient care.
The vitality and spirit of inquiry that developed in American medicine

during the 1930's has deepened and broadened during the last three
decades. World War II accelerated productive academic inquiry, re-
search, and technical developments in medicine, as in virtually all other
fields of human activity. In the United SIates this occurred perhaps to a
greater degree than in any other nation. Our country emerged from
World War II as a recognized world power in academic and scientific

accomplishment; as well as in political leadership. These achievements
have had far-reaching effects on the medical profession and its systems

of informational, technical, and student exchange. Whereas manyAmeri-

can physicians and health personnel continue to seek specific information

in other lands, only a small number receive all or a major portion of their

basic or advanced medical education outside the United States. Begin-

ning in the 1930's, and accelerating immensely in the two decades since

World War II, the trend has been for physicians who received their

basic medical education in other nations to seek specific graduate pro-

grams and other forms of advanced academic experience in medicine in

the United States. Many of these persons, attracted by our society, our

system of individual reward, and our standard of living, have remained
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in the United States as practicing physicians, teachers, znd researchers.
No accurate figures are available on the percentage of physicians who
came to the United States for advanced training and remained perma-
nently, but certainly it is a very significant number.

This report deals principally with two major groups of physicians:
1. Those who come to the United States to further their education

and return to their homelands, and
2. Those who come either to further their education or to hnmi-

grate, but who remain to play an active role in the medical profession
within the United States, regardless of their initial purpose.
In addition, the report treats three other groups of physicians whose

number may be less significant, but whose impact on American and
world medicine is important beyond their numbeis :

3. Citizens of the United States who, by choice or because of in-
ability to gain entrance to American medical colleges, receive their
basic medical education in schools outside of the United Stabs or
Canada.

4. Scholars and leaders in medicine in other nations who come to
the United States to broaden their educational, research, or technical
backgrounds and thus to buttress their acknowledged leadership on
return to their homeland.

5. Preeminent scholars educated in foreign lands who fed that they
can make their most significant contributions to world medicine by
making use of the tremendous depth and breadth of medical institu-
tions and equipment available in the United States.
Each of these five groups presents unique problems. The principal

factor common to all groups is that all of the physicians involved have
received their basic medical education outside the United States or
Canada.

Wistorical Background
Prior to the midcentury, foreign medical graduates entering the United

States each year represented less than 5 percent of the Nation's total an-
nual increase in medical manpower.

During the 1946-50 period, a reflux of American veterans caused
rapid expansion of the number of approved internships and residencies
to accommodate application of veterans for specialty training before
return to practice. Federal support for hospital construction (Hill-Bur-
ton) resulted in a relatively large number of new hospitals. Many of
these new hospitals and many of the expanded older hospitals developed
new programs or enlarged existing internship and residency programs

,
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to meet the needs of the returning veterans and to provide 24-hour serv-
ices of house staff physicians to patients.

By 1950, the supply of returning veterans was exhausted, and many
hospitals, with newly functioning graduate education programs, lacked
adequate numbers of American applicants to fill their house staff quotas.
At first these hospitals turned to the displaced FMG's to fill some of the
vacancies. Their number was so limited, however, that the hospitals
shortly began active recruitment of FMG's. Today, many of these hos-
pitals, particularly the smaller or less prestigious ones, continue active
recruitment of foreign physicians to fill house staff positions. In many
instances these so-called training programs are designed solely to provide
service to the patients and physicians of the hospitals, even though they
may meet the minimum standards for approval by the Council on Medi-
cal Education of the American Medical A - Aciation (AMA) and its
related specialty boards. Many hospitals now send recruitment teams
abroad and commercial firms, such as airlines and travel agencies, ac-
tively recruit young foreign physirians to fill internships and residencies
throughout the United States, without regard to the educational compe-
tence or orientation of the participating hospitals.

In the brief period since that midcentury year there has been a rapid
and dramatic increase in the annual rate of FMG movement to the
United States, which has persistently accelerated far in excess of every
known projection.

From 1950 to 1960, the Council on Medical Education and Hospitals
of the American Medical Association (AMA) and the Executive Council
of the Association of American Medical Colleges (AAMC 1 published a
"list of foreign medical schools whose graduates the) nnmend for
consideration on the same basis as graduates of approved medical schools
in the Uinted States . . . Because the list is acknowledged to be a tenta-
tive one, the position of the Councils with respect to schools not named
in the list is that they neither approve nor disapprove of them."

During the latter years of that decade, it became evident that the AMA
and the AAMC did not have adequate mechanisms for evaluating for-
eign schools, and on January 1, 1960, the publication of this list was
abandoned.

It was during this period that the American Medical Association, the
American Hospital Association, the Association of American Medical
Colleges and the Federation of State Medical Boards of the United States,
with the unofficial participation of the State Department, decided to
establish a separate oiganization, the Educational Council for Foreign
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Medical Graduates (ECFMG), which would examine individual gradu-

ates of loreign medical schools to determine their acceptability for ap-

pointment as interns or residents in hospitals in thc United States, and

to assist the State medical boards in determining the eligibility of such

candida tes for admission to theirlicensing examinations.

The American Medical Association and the American Hospital As-

sociatio II established certainpolicies with respect to graduates ofmedical

schools outside the United States, Canada, and Puerto Rico which, after

an introductory period, have been in full effect since July 1, 1961.

The American Hospital Association denies the privilege of AHA regis-

tration to any hospital having on its staff in a patient care situation any

graduate of a foreign medical school who does not have a valid State
license to practice medicine, or who has not been certified by the ECFMG.

The Association withdraws registration from wry hospital that, upon the

periodic resurvey to which all registered hospitals are subject, is found

to be permitting an unlicensed or uncertified foreign medical graduate

to engage in patient care activities. Registration by the AHA or demon-

stration of compliance with its criteria is a prerequisite to accreditation

by the joint Commission onAccreditation of Hospitals.

The American Medical Association policy requires that graduates of

all medical schools outside the United States, Canada and Puerto Rico

establish eligibility for appointment to an approved internship or resi-

dency program through either (a) certification by the ECFMG on the

basis of satisfying the ECFMG educational requirements, as well as pass-

ing the ECFMG examination, or (b) obtaining a full and unrestricted
license to practice medicine, issued by a state or other jurisdiction in the

United States authorized to license physicians. The approved status of

any intern or resident training program will be jeopardized if uncertified

or unlicensed foreign physicians arc found to be serving in such pro-

grams without prior authorization from the Council on Medical

Education.

The Role of Foreign Medical Graduates in the
United States

Quantitative Considerations
By the end of 1966, there were about 300,000 persons in the United

States holding a medical degree. Of these, approximately 286,000 were

professionally active. Of the total number approximately 45,000 received

their medical education outside the United Statss or Canada. In 1966,
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7,574 physicians were graduated from medical schools in the United
States, and 883 from medical schools in Canada.

In 1965, there were 9,147 s physicians licensed for the first time in the
United States; of these, 1,488 (16.3 percent) were graduates of medical
schools outside the United States and Canada. In 1966 the corresponding

figures were 8,596 total and 1,410 (16.4 percent) graduates of foreign

medical schools.
Certain gross measurements are recorded below. It is to be noted that

the record ketp*Ang has not been adequate to its task and probable errors
exist in many of the tabulations given. Almost an such errors are the result

of miming data so that actual growth of the FMG population is probably
in excess of that indicated.

Selected data Mustrative of FMG increase follows:

(a) Additions to licensed medical profession

Total
United
States FMG's
and

FMG's

1950 6, 002 308

1955 7,737 ?.97

1960 6., 030 1,419

1965 8, 943 1, 488

(Total of all years 1950-65) (122, 281) (16, 950)

(b) Approved internships and residencies

Internships filled Residencies filled
Total

Total FMG's Total FMG's FMG's

1950 7, 030 722 14, 495 1, 350 2, 072

1955 9, 603 1, 859 21, 425 4, 174 6, 033

1960 9, 115 1, 753 28, 447 8, 182 9, 935

1965 9, 670 2, 361 31, 898 9, 133 11, 491

' Corrected figures. AMA (State board number) 200: 1062, 1072, June 19, 1967.

_
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(c) Immigration and Naturalkation Service dataPhysicians admitted as
immigrants and exchange visitors

Year (July IJune 30) Immigrants
Exchange

visitors FMG total
Graduates

US. medical
school

1961-62 1, 797 3, 970 5, 767 7, 168

1962-63 2, 093 4, 637 6, 730 7, 264
1963-64 2, 249 4, 518 6, 767 7, 336
1964-65 2, 012 4, 160 6, 172 7, 409
1965-66 2, 552 4, 370 6, 922 7, 574

(Total for 5 years) (10, 703) (21, 655) (32, 358) (36, 751)

This is the first time data from INS have been made avaikble for
publication (see table (c) above) ; they represent the first accurate head
count of all foreign medical graduates entering the United States during
any specific period. It provides new and awesome dimensions of the
potential quantitative impact of FMG's on graduate medical education
in the United Statesand on medical care in both the United States
and the nation of origin of the FMG.

It is to be noted above that over the most recent 5-year period, the
total number of physicians entering the United States from other nations
almost equaled the number of physicians graduating from medical schools
in the United States during the same period, though only a portion of
them are expected to remain permanently.

It is not possible to assign precise dollar values of gain and loss to the
presence of most of the foreign physicians in the United States. Estimates
of costs can be assigned, however, to the smaller segment of foreign
medical graduates who reprecent additions to the total pool of li nsed
physicians available for medical care in the United States.

From 1950 to 1965, there were approximately 17,000 physicians con-
stituting additions to our licennd profession whose basic medical educa-
tion was obtained abroad at no direct cost to the United States. For the
past 5 years the annual increment of newly licensed foreign medical
graduates has averaged approximately 1,400. It would have cost the
United States nearly $1 billion to have financed enough additional
medical schools to have added 1,400 physicians a year during the period
1960-65.
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Minimal Estimates of Cost To Increase U.S. M.D. Output 1,400
Per Year, 1961-65

(1) Construction of facilities:
a. $20-25 million/100 students admitted.
b. 1961 construction costs less $5 million on assumption that additional

teaching hospitals will not be always required.
c. Experience indicates same construction costs whether increased

output results from creating new medical schools or expansion of otisting
schools.

d. No allowance made for usual 10-percent attrition of entering
students. Total cost of facility construction: $2804350 million.

(2) Essential operating costs:
a. Average annual 1961 operating budget of American schools

$3.2 million.
b. Average size American medical schools 1961approximately 100

students admitted.
c. Total annual operating costs for 14 average sized new schools

(1961 average cost of operation) =$45 million.
d. Total operating costs 1961-65=5 X $45million=$225 million.
e. Estimated operating costs do not include allowance for 10-percent

student attrition, and the 10 percent average annual increase in operat-
ing costs for average American medical school, 1961-65; ($50 million
or more should be added to $225 million in (d) above, if these factors
are included).

(3) a. Total minimal cost to replace foreign medical graduate addi-
tions, 1961-65=$505-$575 million, assuming no expenditures except
those essential to operation (no research, etc.).

b. In fact, an adequate faculty could not be acquired under the cir-
cumstances of no research support, no graduate training programs, etc.
The average additional annual cost of average American medical schools
for such additional purposes=$5 million per year.

c. Total minimal cost to replace foreign medical graduates added to
licensed profession in average American medical environment in the 5
years 1961-65 would raise estimates (in 3a) to $8554925 million.

Qualitative Considerations 4
The tabulation of INS data on entiy of immigrant and exchange

visitor foreign graduates provides evidence of serious gaps in knowledge

'Appendix, items 5, 6.
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which is essential to a realistic appraisal of the impact of all foreign
graduates on health care in this country. The INS data indicate annual

entry to the United States of a substantially greater number of foreign

medical graduates than can be accounted for as participants in the
health care in this country in approved training programs or as addi-

tions to the licensed medical profession. Foreign graduates, not included

as part of these activities, if participating in health care in this country,

are doing so for the most part without having demonstrated the minimal

competence required by law, by governmental regulation and by pro-
fessional standards established for the protection of the public.

Indirect evidence suggests that of some 7,000 foreign medical gradu-

ates entering the United States in 1966, it is possible that as many as
2,500 may not have passed the ECFMG examination and that perhaps
another 1,000, entering with "J" visas ostensilly for further training

as interns or residents, did not enter approved training programs. Prac-
tically all States require ECFMG certification, or one or more years of

training in an approved internship or residency, citizenship orfirst papers,

or some combination of these factors, before admitting a foreign medical

graduate to licensure examination. Thus, it would be virtually impos-

sible for the "missing" segment of foreign graduates in 1966 to have

acquired the legal right to practice medicine.
The validity of the suggestive evidence should be tested with all pos-

sible speed, for its confirmation would have obvious and serious
implications.

There is other information of public importance regarding the mle
of foreign medical graduates in the United States that is not presently
available. Fundamental to the protection of medical care in the United

States, to the best interests of foreign medical graduates here for further
training, to a reasonable concern for the welfare of the nations of origin,

is the regular collection, tabulation, and assessment of information re-

garding such matters as (a) the numbers of foreign medical graduates

entering the United States each year, (b) the type of entry permit, (c)

the nature and specific location of their medical activities in the United

States until they are legally licensed or until they departfrom the United

States, and (d) the location and nature of medical activities of visiting

foreign physicians after their departure from the United States.
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Medical Ability of Foreign Medical Graduates

A few measurements of the medical ability of foreign medical gradu-

ates are available in a manner that allows for rough comparison with

the ability of graduates of American schools.

Performance on State board examinations, candidates examined in 1965

Number Number Percent
candidates failed failed

U.S. schools 4, 819 113 2. 3

Foreign schools 3, 011 968 32. 1

Extended sample of State board performance of foreign medical graduates

Year examined Number FMG Percent failed
candidates

1950
799 55. 4

1955
1, 771 41. 7

1960
2, 864 29. 1

1965
3, 011 32. 0

(Highest failure rate for US. graduates, 1960-65=3.3 percent ) In

view of widespread opinions of U.S. medicine that State licensing exam-

inations usually reflect insufficient standards of expected knowledge, the

poor perfonnance of FMG's noted above takes on added significance.

Performance of foreign medical graduates on ECFMG examination

Year examined Number of Percent scoring
candidates 75 ce higher

1961
14, 222 37. 8

1962 .
14, 535 41. 7

1963
19, 130 31. 6

1964
18, 511 36. 8

1965
18, 337 42. 1

'Appendix, item 4.
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(On the basis of their performance on the same test items, 97 to 98
percent of graduates of American medical schools would score 75 or
higher.) Poor performance of FMG's in terms of what is expected of
U.S. graduates confirms State board examination results and dearly
indicates cause for serious alarm at the potential disastrous effect of
foreign medical graduateson standards of medical education and practice
in the United States.

A carefully selected sample of hospitals in the United States with
FMG's and American graduates in internship and residency programs
was recently queried to evaluate the comparative performance of these
two groups.° In the opinion of physicians responsible for the training
programs, the great majority of American graduates were rated profes-
sionally more competent and made better progress in the training pro-
grams than all but a very few of the foreign graduates; the great majority
of foreign graduates were rated at the lower range of professional com-
petence and progress in training at levels where only a very few American
graduates were placed.

Geographic Considerations

The distribution of foreign graduates in approved residency training
programs varies widely among the several States.

Location by State of concentration of foreign medical graduate residents, 1965

State

FMG's as
percent
of total
residents

New Jersey 68
North Dakota 67
Delaware 63
West Virginia 58
Arizona 55

All States 29

The distribution of foreign medical graduates who were licensed to
practicc medidne in 1965 also varies considerably among the States. The
tabulation on page 89 shows the figures for all States and for 11 individual
States and the District of Columbia in which either the number or thc
percentage of foreign medical graduates licensed in 1965 was relatively

Full study details, appendix, item 4.
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high. It will be noted that in the District of Columbia, Maine, New
rampshire, Rhode Island, and Neig Jersey, 50 percent or more of the

physicians initially licensed during the year were foreign medical gradu-

ates. Only in Maine did the foreign medical graduates constitute more

than half of all of the physicians licensed during the year.

The available evidence regarding the competence of foreign medical

graduates gives particular urgency to the need of these States to identify

better means of appraising the abilities of foreign medical graduates or

run the risk of seriously diluting the quality of medical care available to

their citizens.
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Foreign medical graduates licensed in 1965

i

All licenses issued, 1965 Initi al licenses issued, 1965

All
physicians 1

Foreign
medical 2
graduates

Percent
foreign

medical
graduates

All
physici ans 3

Foreign
medical 4
graduates

Percent
foreign
medical

graduates

California. 2, 657 50 2. 7 1, 045 34 3. 3

Connecticut 336 115 34. 2 140 39 27. 9

District of Columbia 319 76 23. 8 99 54 54. 5

Flor ida 510 77 15. 1 164 26 15. 9

Illinois 641 125 19. 5 384 92 24. 0

Maine 89 48 53.9 51 38 74.5
Michigan 580 137 23. 6 359 45 12. 5

New Hampshire . 105 45 42. 9 MO 28 70. 0

New Jersey 459 103 22. 4 120 60 50. 0

New York 2, 232 631 28. 3 1, 192 312 2. 6

Pennsylvania 938 201 21. 4 589 146 24. 8

Rhode Islend 80 36 45. 0 32 20 62. 5

Virginia 545 157 28. 8 309 120 39. 2

All States 17, 812 2, 654 14. 9 8, 943 1, 488 16. 6

1 Table 1, p. 858. 2 Appendix table 14, p. 906. * Table 7, p. 863. 4 Table 15, p. 87.

Source: All from JAMA, State Board Number, Vol. 196, June 6, 1966.
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National Origin of ForeIgn Medical Graduates

The national origins of foreign medical graduates in the United States

for training purposes can be established at present only on the basis of the

country in which they attended medical school. Although this may intro-

duce some error, it is probably not of serious consequence since most

nations outside Africa have medical schools. There is little reason to

believe that significant numbers of students in the nations now most

substantially represented by foreign graduates in training travel to other

countries for medical school studies.

Foreign countries with medical schools contributing the most graduates to
residencies, Dec. 31st, 1965

Country Number of
residents

Percent of
total

Rank as to num-
ber of graduates

in total US.
physician

population

Philippines 2, 474 24 2

India 1, 124 11 7

Iran 536 5 11

Cuba 414 4 5

Argentina 358 4 14

Italy 314 3 3

Mexico 309 3 8

Germany 295 3 1

Spain 294 3 13

Colombia 293 3 21

Korea 289 3 15

Switzerland 266 3 4

Comparison of the columns indicating national origins of residents

and origins of FMGs in the total U.S. physician population provides

insight into significant changes that have taken place in the source of

FMGs in the United States over a number of years. For example, the

high ranking of Germans in column 3 reflects the migration of postwar

years ratherthan more recent trends.

Implications for Health Care in the United States

The introduction of large numbers of minimally qualified physicians

into the hospital training programs of the United States has almost cer-

tainly lowered the levels of graduate medical education and of the

quality of medical care available to large segments of the American pub-

lic, with questionable benefit to the nations from which the physicians
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have come. Since many of the foreign physicans who come to the United
States for graduate medical education each year eventually become per-
manent, licensed members of the medical profession in the United States,
we are running the risk of a permanent lowering of the quality of medical
care of Americans.

Graduate medical education in the United States is primarily based
on internship and residency training programs. These are focused pri-
marily on patient care in a hospital setting and require direct and increas-
ing participation of the young physician as he progresses in the training
program. Programs have always been designed to provide that young
physicians have the direct experience of increasing responsibility for
patient care under decreasing supervision of the teaching staff, always
with the patienes welfare in mind. The level of initial responsibility given
to interns and residents has been determined in relationship to the clini-
cal knowledge, ability and skill required by U.S. medical schools of their
graduates.

Medical education in the United States differs significantly from that
in many other parts of the world, in that students are extensively involved
in the care of patients during the last 2 medical school years, under the
constant skilled supervision of faculty members. Medical schools in the
United States have a much larger proportion of faculty members in rela-
tionship to the number of students than is found in any other country.

For American medical graduates, internship and residency programs
have proved to be highly successful educational experience, with good
quality patient care.

In 1965-66, 24 percent of all interns and 29 percent of all residents
in approved hospitals in the United States were foreign medical gradti-
ates. The overwhelming majority of these physicians are located in
hospitals along the eastern seaboard and in a few metropolitan areas,
such as Chicago, Cleveland, and Detroit. Most foreign medical gradu-
ates who are not in approved educational programs, but who are active
in patient care within our hospital system, are also working in these areas.
In New Jersey, 75 percent of all interns are foreign graduates and in
New York the proportion is about 65 percent. In other States, foreign
medical graduates may represent less than 5 percent of the intern popula-
tion. Several characteristics of this distribution are interesting. In many
eastern and midwestein hospitals with fewer than 400 beds, which are
not affiliated with American medical colleges, the house staff consists
pnmarily or entirely of foreign medical graduates.
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Most physicians employed in hospitals solely for patient service and
outside of educational programs are foreign graduates. Les than 10
percent of foreign medical graduates are in internships and residencies
in university hospitals or medical school affiliated hospitals. In recent
years the number of foreign graduates from English-speaking or Western
European countries has leveled off or diminished; most foreign graduates
now come from less developed countries.

The changes in the Immigration and Nationality Act and the accom-
panying changes in regulations have created another conflict. The De-
partment of Labor will give an occupational-preference immigrant visa
to any physician who is a graduate of an institution identified in his
homeland as a medical college, and who is licensed to practice in his
own country. This visa may be issued whether or not the applicant has
passed the ECFMG examination. Thus, a physician who has not passed
the ECFMG examination, and who is therefore not eligible to enter
an educational program or to enter a service position in any accredited
hospital in the United States, can obtain a visa which he feels entitles
him to work as a physician in this country.

In addition, significant numbers of physicians who have not passed
the ECFMG examination have been granted temporary licenses by spe-
cial State law which allows them to work solely within State institutions,
primarily mental hospitals. Whereas the difficulties of stafrmg such insti-
tutions have been apparent for years, the employment of totally
unevaluated foreign physicians can hardly produce an acceptable level of
medical cam.

An insidious side effect of heavy dependence upon foreign medical
graduates has been the passive assumption that the United States need
not meet its health manpower needs from within its own resources.
By importing foreign medical graduates, we have successfully evaded
the challenge of expanding American health education to meet its needs.
Were it not for the presence of these foreign physicians within our medical
care system, our critical shortage of physicians would be much more
evident.

Aside from the impact of foreign medical graduates on the level of
patient care in many hospitals in the United States, there are two other
readily identifiable serious problems: (1) The foreign medical gradu-
ates, because of lack of knowledge or because 4 salary considerations,
tend to go to hospitals with the least productive and effective graduate
medical programs; and (2) most foreign medical graduates are from less
developed countries, and their is widening skepticism about the ultimate

,

-
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value of training them solely in American institutions. Even the least
advanced of our community hospitals is equipped far better than those
which the foreign graduate may expect to utilize in his native country.
The question therefore arises about the wisdom aAd desirability of his
entering a training program that does not provide individual flexibility
and in which the service facilities and equipment are so far superior
to those at home that the contrast is bewildering and depressing. PcIsibly
this opportunity should be limited to the carefully selected foreign medical
graduate whose previous education has been essentially equivalent to
that received by his professional colleagues in the United States and
who will be returning to a well equipped hospital at home.

Implications for International Health Care
While substantial numbers of graduates of foreign medical schools

remain permanently in the United States, the available evidence suggests
that the majority of them do return to their homelands. The implications
with respect to the health care of people of other countries are obvious.
If we are training their young physicians well, we are helping them;
otherwise not.

As noted in the previous section, a paramount question in this con-
nection is whether we are training these young physicians well for prac-
tice in their own countries. It is quite likely that even the highest quality
of training in hospitals in the United States not only does not help a
young physician to return to a developing country and take proper care
of his countrymen; it may actually render hira less fit to do his best
job at home. The health and medical care problems of developing coun-
tries are entirely different from those in the United States, and many
students of the subject are convinced that the United States should either
abandon the practice of training physicians from developing countries
or design entirely new and different program for them.

The results of good intentions have been disappointing. Exchange
Visitor visas in medicine have not produced the cultural exchange that
was their original stated purpose, nor have they fostered friendly relations
and mutual respect, both implied purposes. The foreign medical gradu-
ates who have remained here have actually weakened medical care within
the very nations that we are dedicated to supporting. The resultant
damage to our national image is reflected in the fact that one very large
country now prohibib the ECFMG examination within its boundaries.

Even among physicians who have returned to their homelands after a
period of study in the United States, we have produced less than the

288-858 0-88--7
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desired results. Many have returned to a society for which they are no
longer prepared and in which eiere is no place for the professional skills
acquired in the United States because of inadequate equipment and in-
adequate ancillary and supportive personnel in their countries. Implicit
in much of the planning for training of foreign medical graduates in the
United States is the assumption tbat what is good here must also be good
in other countries. The fallacy that our high level of medical education
produces competent physicians for the United Staes and therefore for all
cther societies has become increasingly dangerous. The simple truth is
that the best physician for India is not necessarily the prototype American
physician. Most developing countries need community physicians who
can practice comprehensive medicine, combining the preventive and
curative functions with awareness of the need for social measures to im-
prove health. Periods of exposure to the increasingly specialized medical
education in tbe United States isolates them from the general knowledge
needed in understanding community problems. Perhaps the greatest
damage is in the distorted view of what is piestigious and important in
the values that eventually alienate them from their native medical
environment

Summary
This panel believes that although the United States began the program

of international exchange in medicine with a high purpose and in the
interest of the common good, the program has produced far less than the
results anticipated. We have grown dependent upon foreign medical
graduates for a significant percentage of the physicians we need. The
introduction of a large number of minimally qualified physicians has
almost certainly lowered the levels of graduate medical education in
U.S. hospitals and the quality of medical care available to large segments
of the American public. There has been questionAle benefit to the na-
tions from which the physicians have come. Often we have disillusioned
the foreign medical graluates with tbe medical milieu of his homeland
and have rendered him less productive upon his return. We have done
all of this with the best of intentions. We should now apply these good
intentions to tbe development of a cogent guiding national purpose in
relation to the foreign medical graduate. We can then proceed to develop
a series of programs and proposals to right the present wrongs and to
assure the best possible medical care to our own citizens and the most
productive educational experience to foreign physicians who seek to
broaden and deepen their knowledge in the United States.
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Deliberations of the Panel Upon Which the
Recommendations Are Based
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National Purposes
The panel was unanimously and strongly of the opinion that the

United States, as the richest country in the world and as one of the coun-
tries in which the medical sdmces are most advanced and highly de-
veloped, should not only be producing physicians and other members
of the health profession in numbers sufficient to meet its own needs, but
also in numbers sufficient to assist other nations in developing mcans of
meeting their own health needs. The introduction of graduates of foreign
medical schools into the graduate training programs of hospitals in the
United States has been on, a haphazard basis, with no clearly defined
national purpose.

In the light of these considerations, the panel adopted recommenda-
tions for the establishment of national purposes in these fields, namely:

1. It should be the national purpose of the U.S. medical educational
system to provide a sufficient number of well-trained physicians and other
health personnel to meet the health needs of the United States and to
assist other countries, particularly developing countries, to improve their
systems of medical education and their levels of medical practice and
public health.

2. With respect to foreign medical graduates coming to the Unitcd
States, it is recommended that the United States adopt as its national
purpose the principles that:

a. The foreign medical graduate on an exchange visa be provided
an educational experience unavaable in his own land which is de-
signed to meet the special rxeds of the individual and his nation, so
that upon his return hc can play a more effective role in the improve-
ment of health care and medical education among his own people.

b. The foreign medical graduate on an immigrant visa be provided
with an educational experience which will qualify him to meet the
standards of medical education and health care prevailing in the
United States, so that he may be able to enter graduate programs, or
render medical care at a level consistent with the knowledge and skills
of American medicine.

c. The foreign medical graduate who is. an American citizen be
similarly provided with an educational experience which will qualify
him to meet the standards of health care and medical education pre-
vailing in the United States.
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d. The highly qualified physician or research scientist who wishes

to participate and contribute for any period in the activities and intel-
lectual growth of the academic and research institutions of the United

States be welcomed.
3. It is recommended that an educational exchange program be

established to strengthen schools of the health professions in other coun-

ties to the end that these countries will eventually meet their own needs.

The objective is to encourage these countries to establish or strengthen

centers of educational excellence and innovation which will provide a
continuing basis for improving health services in accordance with local

needs.
Foreign Medical Graduates and US. Hospitals

At present, most foreign medical graduates come to the United States
for graduate medical training on their own initiative, and enter training
programs after direct negotiations with one or more hospitals in the
United States. During the 5-year period from July 1, 1961 to June 30,
1966, two-thirds of all foreign-national physicians coming to the United
States came on exchange visitor visas, and one-third on immigrant visas.

The percentage of foreign nationals entering the United States on mi-

migrant visas will almost certainly increase sharply in the immediate
future, in view of the relaxation of the quota requirements in the 1965
amendments to the Immigration and Nationality Act.

Among the group of physicians on exchange visitor visas, a consider-

able number do eventually convert their status to that of immigrants
and stay in the United States permanently. Not all who originally enter

with Immigrant Visas remain permanently.
The panel believes it would be desirable to limit the issuance of ex-

change visas to foreign physicians who are coming to the United States

on a planned educational training program. Foreign physicians coming

to the United States on their own initiative, for graduate medical educa-
tion followed by return home or for permanent stay in the United States,
should be required to qualify for Immigrant Visas.

The panel also took note of the fact that although all of the foreign

graduates who enter approved training programs in the United States

have presumably passed the ECFMG examination, about one-fourth

of those who pass the ECFMG examination achieve a bare passing score

of 75, and approximately another one-fourth score between 75 and 79.

Only 1 to 2 percent of graduates of American medical schools would be

expected to score below 75 on the ECFMG examination, about 3 per-

cent would score exactly 75, and fewer than 20 percent would score

'
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below 80. In other words, about half of the foreign medical graduates
who pass the ECFMG examination do so at a level equivalent to the
bottom 20 percent of American graduates and a quarter of them are
equivalent to the bottom of 3 or 4 percent of American graduatss.

In addition, it was of serious concern to the panel that no examination
can measure cultural characteristics and attitudes. Graduates of Ameri-
can medical schools have been brought up in the atmosphere of Ameri-
can medical and hospital practice and in the cultural customs of the
United States. American citizens who have had their basic medical train-
ing in other countries present no problems of cultural adaptation, but
they may have to learn a good deal about the medical mores of the United
States. Foreign nationals, especially those from developing countries,
characteristically require a great deal of indoctrination in American cul-
ture and medical practice.

A somewhat related problem is that graduata of most foreign medical
schools have had little or no responsibility for patient care during their
undergraduate years, certainly nothing approaching the experience that
American graduates have had.

And finally, even though they have all passed the ECFMG English
test, language is frequently a serious problem with the foreign medical
graduates.

In consideration of all of these problems, the panel came to the con-
clusion that it would be desirable to screen foreign medical graduates
more strictly and, in addition, to require that all of them (including
American citizens) be required to participate in an orientation and train-
ing program before permitting them to start appointments as interns
or residents in hospitals in the United States. Such orientation and train-
ing programs would be of 3 to 12 months' duration, during which the
physician's competence in the basic and clinical medical sciences, in Eng-
lish, and possibly in mathematics and other fields would be asessed, and
appropriate remedial instruction would be given.

The length of each physician's participation in the program would be
determined by initial evaluation of his needs or deficiencies and subse-
quent evaluation of his progress.

The panel believes that orientation and training programs of this sort
should be conducted thr ,mr-,hout the country under a consortium consist-

ing of a medicg school, with its supporting services and affiliated hos-
pitals, and other hospitals and educational institutions in the area.

It is recognized that financing such a program would require substan-
tial funds; which could not be provided by the medical schools or by
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hospitals. It appeals to the panel that Federal funds would almost

certainly be required to support the program.

The panel recognizes that at the present time there is a wide range

of quality in the graduate education programs being provided to foreign

medical graduates. It was the panel's conclusion that the Council on

Medical Education of the American Medical Association should make

the standard for approval in internships and residencies more stringent,

so as to improve and make more uniform the quality of these programs.

This will require an elevation in the standards, and deeper and more

time-consuming program reviews.

The panel recognizes that the U.S. citizen who has had his medical

education in a foreign counixy posesspecial problems. He does not requim

a visa of any kind to return to the United States, and has no language

problem except in rare instances. The panel believes, however, that

although he will need no instruction in English or in U.S. culture, the

American citizen who is a foreign medical graduate should be required

to participate in all of the other aspects of the orientation and training

program%
The panel recognizes that immediate establishment of such programs

of orientation would be impossible under present conditions but notes

that with stricter screening, diminution of the numberof entering foreign

graduates, expansion and financial support of such a program, implemen-

tation would be possible over a period of years.

These considerations led the panel to the recommendations previously

made on screening procedures and on orientation of educational

pmgrams.

Commission on Foreign Medical Giaduates

The panel has been able only to scratch the surface in its few monthsof

existence, and feels strongly that a permanent body should be established

to continue exploration of the problem and to develop additional

recommendations.
The panel therefore recommends that there be established immediately

a permanent commission on foreign medical graduates and medical

exchange programs. The panel believes that the commission shculd be

organized outside of the Government, though it would expect that ap-

propriate parts of the national government would participate, and pre-

sumably provide some of the support of the commission. The panel

believes that as a minimum, the commission should include representa-

tives of physicians (the American Medical Association), of hospitals (the

,
,
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American Hospital Association) , of hospital dircctors of medical educa-
tion, of educational institutions, medical schools and universities (the
Association of American Medical Colleges, the Institute of International
Education), of the Federal Government (particularly the Departments
of State, Labor, and HEW ) , of licensing and examining boards (State
Boards of Medical Examiners, National Board of Medical Examine's,
the ECFMG), and of the public.

The Commission should be permanent and should be financed by
foundations, associations, and if necessary, by the Government

The commission should function as a body to continually study and
recommend to all participants solutions to the problems of the foreign
medical graduates in the Unittxl States and of the medical education

exchange program.
The panel believes that as an additional step in the development of a

peimanent information program concerning foreign medical graduates,
the commission should call a national conference for wider discussion of

the problems of the foreign medical graduates, both with respect to their

presence in the United States and their impact on the physicians' own
countries. In the, it may be desirable to call an international conference

on this subject

Program on Statistical Information
The permanent commission recommended above, in cooperation with

the Immigration and Naturalization Service, the American Medical As-
sociation, the American Hospital Assoiciation, and other vitally interested

groups, should establish immediately a program of a competent nature
which will gather statistical information and data on the intake, presence,
performance and fate of foreign medical graduates entering the United

States for graduate medical education.
As Dr. Donald F. Hornig said in testifying before the Immigration and

Naturalization Subcommittee on the Senate Judiciary Committee on
March 10, 1967 :

"Better information on the international movement of highly trained

people is badly needed. It is ironic that we have kept detailed statistics

for decades on shipments of coffee, cocoa beans, steel and cotton, hut
that we have only general approximations to the current flows of

human beings."
The panel was frustrated repeatedly in its deliberations by the total lack

of dependable statistical information. The data necessary for informed

judgments ay: simply not available. They must be made available with

the least practical delay.
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U.S. Role in International Medical Education

Background
The general nature and extent of the Nation's present role in inter-

national medical education is a direct outgrowth of Federal legislation
(enacted 1948 ) with the sole stated purpose of fostering improved rela-
tions between the United States and other nations. The law provides for
accomplishment of this purpose by encouraging foreign nationals to enter
the United States as exchange students for training directed toward
preparation for a very broad spectrum of work careers.

In view of the stated purpose of the law and its notable lack of explicit
concern for policies and practices essential to sound educational principles
and standards, the peculiar diversity of education and training of ex-
change sutdents in the United States is understandable. The legislative his-
tory as well as the provisions of the act indicate that it was not intended to
have any relationship to educational needs or objectives. Rather, it ap-
peared to view the educational process solely as a technique for exposing
foreign nationals during impressionable years to the attractive social, mo-
nomic, and cultural advantages available in the United States, combined
with our concern for the independent rights and freedoms of our people.

However worthy the law's intent and accomplishment, it can no longer
represent the legislative basis for U.S. efforts in international medical
education.

Community Orientation for Physicians
Both in the United States and in other countries, especially the

developing countries, there is a pressing need to develop a consciousness
of community needs in young physicians, to establish specific training
programs designed to fit the physicians for participation in and leadership
of communitywide health maintenance programs, and to develop in-
centives in such programs sufficient to attract physicians. Such training
programs should be established in the United States for both American
graduates and foreign graduates, but there should be special emphasis on
helping other countries to expand their research and training in systems
of health services designed to meet their own needs.

Principles and Policies
The abundance of health resources of personnel, technology, and

physical facilities in the United States as compared with the vast majority
of other countries imposes on our Nation a ifyirmsibility to commit a
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portion of these resources to stimulate and assist in the development of
improved basic health resources of other, less-favored nations.

There should be a prompt expansion of health educational facilities,
in proportion to the Nation's high economic ability, so that it will be
possible to satisfy the health care needs at home and provide sufficient
personnel for an expanded program of assistance abroad.

A substantial program of research designed to identify increasingly
effective and efficient means for providing health care should be de-
veloped. The stimulation of and assistance in similar research should
regularly be a part of all international efforts.

Internal policies and external programs of assistance should be designed
to assist developing nations to retain all of their own trained health
professionals. The sole exception should be in regard to the rare individual
whose research capabilities can better benefit international health by use
of advanced U.S. technological resources.

Advances in knowledge in the science and art of medicine wherever
produced must be transmitted promptly and widely with the conviction
that such knowledge in its derivation and application is to be considered
as belonging to the world of medicine, unrestricted by national boundaries

or political interests.
World ownership of advances in medical knowledge must be accom-

panied by world acceptance of the need to encourage scholars with
acknowledged ability to create new knowledge through research to locate
themselves close to modern technological resources. These often will be
eisential and commonly will facilitate the full exploitation of the unique
and crucial talents of creating scholars.

In view of its concentration of resources, the United States should
grant preferential entry for short or long residence to medical researchers
of demonstrated competence.

The concentration of foreign assistance efforts on improvement of basic
health educational systems will result in maximal effectiveness with
minimal expenditure of required resources.

All efforts in foreign assistance should take full account of the particular
health needs and limits of projected supporting resources of the nations
involved. A regional approach to the U.S. effort and to the developing
health education system should regularly be considered and implemented
when feagble. These important principles indicate that U.S. foreign
assistance efforts must be conducted primarily within the immediate
or regional environment of the nation involved.
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Effective results of foreign assistance will depend primarily on sending
U.S. health personnel abroad with the need for only few key foreign
nationals visiting the United States for essential study and observation not
otherwise available.

Appendix
Item 1. Definitions

There are a series of terms and abbreviations in common usage in
American medical education, in the State Department, in the Immigra-
tion and Naturalization Service, and among those who have discussed
and worked actively in the international exchange field in medicine.
Presentation of these definitions at this time will shorten this report by
allowing abbreviations and will at the same time familiarize the reader
with some of the unfortunate but necessary jargon within our field of
discussion.

Fon-4n Medical Graduate (FMG).An individual who, for the
purposes of this report, is a physician who hasreceived his medical ethica,
tion and the degree of Doctor of Medicine or equivalent degree from
a medical school located outside the United States, Canadg, or Puerto
Rico. He may be a foreign national or a citizen of the Unite4 Stat-0

"J" Visa (Educational Visa).A visa issued to a foree:,, .al

under the Educational Exchange Act. These visas are issue:
primary purpose of allowing foreign students to receive all or part cii their
education within the United States. It generally has a time limit of 5
years when applied to physicians. Extensions arc posible for specific
purposes. In nonmedical fields the limit is usually 2 years of residence
within the United States. An individual who ent-ri the United States
on a "J" or educational visa cannot immigrate to the United States on
a permanent basis after his educational visa expires until he has spent
at least 2 years outside the United States in his own or a cooperating

nation.
Immigrant Visa.This is a visa issued to a foreign national to allow

him to take up residence in the United States and eventually to become
a naturalized American citizen if he so chooses and qualifies. The im-
migrant visa may be on a quota basis or a nonquota basis. It may be on
an occupational basis, third preference (member of professions or persons

of exceptional ability in the sciences or arts), or sixth preference (skilled
or unskilled workers in short supply) .

Quota immigration Visa.This is an immigration visa imed to a
foreign national under the quota system of immigration wherein each
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nation has a specific allowable yearly number of nationals who may
seek immigration visas to the United States. Selection under the quota
system is completely independent of any factors peculiar to the individual
(e.g., his educational background or skills) and is therefore on a non-
occupational basis.

Educational Council for Foreign Medical Graduates (ECFMG).
The ECFMG is an independent nonprofit corporation. The Board of
Trustees includes two representatives from each of the four member orga-
nizations, and two members representing the public at large. Its stated
purpose is to provide information to foreign medical graduates, to verify
the credentials and to evaluate the educational qualifications of foreign-
trained physicians who desire to advance their education in the United
States, and to anange examinations which determine the readiness of
arch individuals to benefit from education in hospitals in the United
States.

ECFMG Examination and Certification.The ECFMG examina-
tion is composed of items previously used by the National Board of
Medical Examiners to test American and Canadian medical students
and graduates. The examination is scored in relation to the scores that
have been achieved by American medical students and graduates in
the examinations of the National Board of Medical Examiners from
which the questions making up the ECFMG examination have been
selecte. A passing score of 75 on the ECFMG examination is set to be
as nearly as equivalent as possible to a passing score of 75 on Part II of the
National Board examinations. The examination is designed to assure
th4t the basic medical knowledge of the foreign medical graduate who
passes the examination is comparable with the minimum expected of
graduates of approved medical schools in the United States or Canada.
About 98 percent of American medizal gaduates would be expected
to receive a passing score of 75 or higher in the ECFMG examination.

A foreign medical graduate wiA,, has passed the ECFMG examina-
tion, who has completed the documentation of his medical cr:dentials
to the ECFMG receives an ECFMG Certificate, which is required for
appointment tu an internship or residency, or to any staff position, in
any hospital registered with the American Hospital Association or ap-

proved Or internship or residency training by the American Medical
Association. ECFMG certification is also required, directly or indirectly,
by practically all States before a foreign medical graduate may be
admitted to their State Board Ncensure examinations,
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National Board of Medical Examiners.Is a nonprofit corporation

representing most of the organizations active in American medical edu-

cation. It is the purpose of the National Board of Medical Examiners

to conduct examinations for the continuing evaluation of the progress of

American medical students and physicians through their basic and early

clinical education, at a level which will be acceptable to State Boards of

Medical Examiners in lieu of their own State Board examinations.

The National Board has a Part I examination ( a 2-day examination)

covering the basic medical sciences ( anatomy, microbiology, biochem-

istry, pathology, pharmacology, and physiology). Students who have

completed 2 years of education in an approved medical school in the

United States or Canada are eligible for this examination. The Part II

examination is a 2-day examination covering the clinical fields of medi-

cine (internal medicine, surgery, obstetrics and gynecology, pediatrics,

psychiatry, and public health and preventive medicine) ; this exarnina-

tion is designed for graduating medical student&

The Part III examination is designed to give some measure of the

clinical competence and thought patterns of the physician. It is adminis-

tered during the latter months of the internship year. The examination

has recently been completely redesigned and is of a new type, with the

principle purpose of measuring the physician's approach to clinical prob-

lems, the breadth and depth of his understanding, and his ability to

analyze and solve problems in relation to situations involving patient&

Most States accept the National Board diploma as the basis for State

licensure, without requiring the physician to take the specific State

licensing examination.
Undergraduate Medical Education.This is the period during

which the student is in medical school, registered in a course leading to

the degree of Doctor of Medicine. In the United States this is a standard

4- or 5-year curriculum, usually following a baccalaureate degree in a

college or university. In other nations this period may be 3 to 7 years

and may follow or be combined with those studies leading to a bac-

calaureate degree. The quality and type of these programs within the

United States and Canada is relatively standardized by a complex inter-

digitation of standards and accrediting agencies. In the rest of the world

it may vary from lecture programs with as many as a thousand in a

course to small, select, and personal courses with a small number of

students in each course. The quality varies as widely.

Graduate Medical Education, The Internship andResidency Y ears.

At the present time 48 of the 50 States require agraduate of an American
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medical school to spend a minimum of 1 year in an approved internship

program prior to licensure. This first year after medical school provides

an intensive in-hospital experience for the recent graduate. It may be
spent in rotation among the four or five major clinical specialities or it

may be spent in concentration upon one clinical specialty (e.g., medicine,

surgery) in preparation for further special training in that field. Follow-

ing the :ntemship and after compledon of licensing examination or re-

ceiving a license through presentation of his National Board credentials,

the graduate may enter practice. Today same 90 percent of American
graduates go on to further intensive specialty training at the residency

level, prior to practice.
A residency is an intensive in-hospital program of education and

training in a particular specialty (e.g., pediatrics, urology, general sur-

gery, etc.). Residency programs may vary in length from 2 to 5 or 6
years, depending on the specialty and demands of the certifying board
within that specialty which approves the training program in conjunc-

tion with the Council of Medical Education of the American Medical

Association.
Approved Hospital Programs, Approved Internship or Residency.

These are programs conducted within American hospitals which have

been surveyed and approved by the Council on Medical Education of
the American Medical Association acting in conjunction with the spe-
cialty groups concerned in each specific residency training area. Only
through this type of program can the intern or resident receive credit

towards his specialty certification and thus receive permission to enter

into the specialty certification examinations.
Unapproved Programs.Some hospitals in the United States,

especially smaller hospitals, conduct programs which they refer to as
internships or residencies and which are not approved by the Council

on Medical Education. These programs are uniformly designed to provide

inexpensive full-time physician service and coverage within the hospital.

These programs generally have : (1) Little or no educational value, (2)
higher salaries than approved programs, and (3 ) attraction principally
for physicians who cannot gain entry to approved programs or
who are interested in income on a more or less permanent basis.

Item 2. Foreign Medical Graduates and U.S. Immigration Policies

On October 3, 1965 the Congress of the United States amended the
Immigration Act of 1952 (McCarran-Walter Act). This new act is the

latest in a long series of immigration legislation enacted by Congress
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since the beginning of the 19th century. Its major features are: the
immediate elimination of the Asia-Pacific Triangle provisions and the
abolishing of the national origirs quota system after a 21/9-year transition
period. An annual ceiling of 170,000 is established on quota immigration
with a limitation of not more than 20,000 numbers to be made availablgt
to natives of any single foreign state. Until July 1, 1968 the present
annual quotas will be retained. After ihat time quota numbers will be
distributed on a first-come, first-served basis within the preference and
nonpreference categories and within the 170,000 overall limitation and
20,000 limit per foreign state. On that same date and for the first time
in US. immigraion history, an annual ceiling of 120,000 will be placed
on immigration from the Western Hemisphere.

The legislation establishes the following new preference categories:

Classes
First preference
Second preference

Third preference

Fourth preference
Fifth preference--
Sixth preference--
Seventh preference--

Description
Unmarried sons and daughters of US. citizens.
Spouses and unmarried sons and daughters of

aliens lawfully admitted for permanent residence.
Members of the professions or persons of excep-

tional ability in the sciences or arts.
Married sons or daughters of U.S. citizens.
Brothers or sisters of U.S. citizens.
Skilled or unskilled workers in short supply.
Refugees.

An important feature of the new act is that it requires an individual
detemination by the Secretary of Labor in all cases of third, sixth, and
nonpreference immigrants, and in all cases of natives of independent
Western Hemisphere countries (except parents, spouses, and children of
U.S. citizens and permanent residents) . The Secretary of Labor must
find in such cases that "(A) there are not sufficient workers in the United
States who are able, willing, qualified, and available at the time of appli-
cation for a visa and admission to the United States and at the place to
which the alien is destined to perform such skilled or unskilled labor, and
(B) the employment of such aliens will not adversely affect the wages and
working conditions of the workers in the United States similarly
employed."

Third and sixth preference petitions are not to be approved without the
required Labor certification unless the alien is to be employed in a field
in which the Department of Labor has found that a shortage of qualified
persons exists in the United States. In such cases it is not necessary to make
an individual application for the certification.

This is the crucial point to understand when considering the subject of
immigration of FMGs. It is also the pivotal point of the Labor Depart-
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ment's decision in December of 1965, at which time it ruled that there is
a shortage of physicians in the United States. Consequently, physicians
from abroad may petition for an immigrant visa without applying for
Labor Department clearance. The impact of this decision will be dis-
cussed later.

Background: U.S. Immigration Laws. In 1819 the first Immigration
Act was passed in the United States. It required all captains of vessels
entering U.S. ports to give an account of their passengers to port authori-
ties. From 1820 to 1890, northern European immigration to the United
States was predominant. In the early 20th century, Italians, Russians, and
Austro-Hungarians constituted the major bulk of immigration. During
the 19th century Europe saw many revolutions and counterrevolutions;
one can almost reconstruct European upheavals as evidenced in the
wave of immigration to North America. In the middle years of the 19th
century there was a large influx of peoples of Asian origin. By 1138G the
U.S. Congress was prepared to stop unwanted immigration from the
Orient and passed the first of several Chinese Exclusion Acts and made a
gentlemen's (exclusion) agreement with Japan. Throughout these earlier
years in U.S. history, immigration from northwestern Europe was favored
and immigration from other parts of the world was, if not specifically
excluded, certainly not favored.

During the period immediately preceding World War I and during the
War itself, immigration to the United States was at a virtual standstill.
After World War I new waves of immigrants began arriving, thereby
causing the Congress to pass America's first Quota Act on May 19, 1921.
Quotas were based on the Census of 11120 (national origins of white
persons) and established on a worldwide basis. In fact, in theory, and in
practice they also implemented America's preferences for northern Eu-
ropean immigrants.

In the depression years immigration dropped, as the United States
strictly enforced the "public charge" clause of the 1921 act. Additionally,
economic conditions, in the world and in the United States, wtre not
propitious for immigration.

Immediately prior to World War II many political refugees were
admitted into the United States. During the war years, however, immi-
gration tapered off once more. But since World War II immigration has
increased; political and economic conditions within the United States
have encouraged immigration; and political and economic conditions
throughout the world have been conducive to emigration. Since the
Second World War, however, the quota has never been oversubscribed,
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Although immigration to the United states ha averaged 100,000 for

tile past JO yep4:s:.
Immigration Itoildes and Foreign Studenii. In 1936 the U.S. Goya

ernment officially latinched its program ot pfbmoting better understand-

ing through encouraging mutual exchanges among 'students. A 's g part

of Ameriea's Good Neighbor Policy, a convention with Latin America

was signed in Buenos Aires in 1936. It was renegotiated in Caracag hi

1954 and still remains in effect.
With the passage of the Fulbright Act of 1946, the United States be-

gan in earnest its policy of promoting international goodwill and under-

standing through students. This international program for educational

and cultural exthange of the U.S. Department of State was extended in

1948 by the Smith-Mundt Act; which authorized the appropriation of

U.S. funds each year by the Cong.* to be use4 jointly with certain

foreign currencies designated for educational Ptirposfs. in 081 glese

programs were Nrther refined, extended, and sUpportec1 by the NIfittial

Educational and Cultural Exthange Act ,Fulbright-IlayS AC9'.

In theory and in practice the exchange programS have been eminently

successful. Their basic purpose of promoting better tintleptanding among

participating nations has been one of the cornerstones of pOstwar Ameri-

can foreign policy and has achieved widespread support both within the

United States and abroad. It isbecoming increasingly apparent, however,

that many foreign students are beginning to use the Exchange Visitors'

Program as an avenue for permanent residence or immigration to the

United States. This is possible, even though a foreign student with an

Exchange Visitor's Visa (type J) is committed to return to his home

country, or a third country, for a minimum period of 2 years after com-

pleting his studies in the United States.
In a Progress Report published by the State Department on March 8,

1966 it was reported that 3 percent of all exchange visitors remained in

the United States. In another study which covered 3 years (1962-64),

it was reported that 90,350 Exchange Visitors arrived in the United

States and 1,528 (1.6 percent) adjusted their status. In absolute terms

this is not a large number. In relative terms it is significant. Unfortunately,

data were not available on the number, or percentages of these Exchange

Visitors who were physicians. The point is, however, that there is a grow-

ing concern over the number ofstudents who will choose to remain when

it is possible to obtain an immigrant visa rather than an Exchange Visi-

tor's Visa with the 2-year commitment to reside outside the United

States.
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Senators Eastland and McClellan may have perceived the possibility

of a brain drain when they wrote their dissenting opinion on the Im-
migration Act of 1965 and warned the Senate Committee on the Judi-

ciary of possible trouble. Others contended, however, that thousands of
Americans had studied abroad under the auspices of the exchange pro-

grams. Many chose to remain, and there are no indications that this has
had a deleterious effect upon the sending country or the receiving country.

Very few of these expatriate American students have actually emigrated

to the countries where they have decided to reside.
Since the INS keeps no record of exits from the United States, data

are still incomplete on how many Exchange Students exit the United
States for the required period of 2 years and subsequently return. It is

also unknown how many foreign medical graduLtes are among the
Exchange Visitors who apply for waivers of this residency requirement,

or who leave the United States for 2 years and later return as immigrants.

Professor Grubel estimates that 10 percent of all Exchange Visitors re-

main permanently in the United States ("Nonreturning Foreigm Stu-

dents and the Cost of Student Exchange", Exchange, Spring, 1966).
WEle the State Department suggests that only 1.6 percent of all Ex-
change Visitors remain in the United States, there is ample evidence of

concern over the nonretuming student.
Public Law 87-256, which was enacted on September 21, 1961 in con-

nection with the Fullbright-Hayes Act, stipulates that the "Attorney
General may waive the requirement of the 2-year foreign residency

abroad in the case of any alien whose admission to the United States is
found by the Attorney General to be in the public interest". It is un-
known how many foreign medical graduates have taken advantage of
this provision, but the Department of State hasreceived such a large num-

ber of applications for waiver of the 2-year residence requirement that it

has established an Exchange Visitor's Waiver Review Board. This Board

is served by two Executive Secretaries, one of whom receives applications

for waivers by Exchange Visitors in the health and biomedical fields
alone. The second secretary receives applications from all fields other

than health.
In addition to the J or Exchange Visitor's Visa, there are several other

types of visas which permit students to come to the United States. Unlike

the J visas, these other types do not require the alien to exit from the
United States after completion of his studies. However, an alien student

must apply for an extension of his stay and present good reasons for

extending it.
283-358 0-88----8
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The most common student visa is the J type. The second is type F,

which is for unsponsored students. Between 1962 and 1964 the State De-

partment estimated the arrival of 125,145 unsponsored students. Of these

11,387 (9 percent) adjusted their status to immigrant or permanent

resident (U.S. Dept. oi State Study of fiscal year 1962-64 . Once again,

it is unknown how many foreign medical graduates enter the United

States with F-type visas. As a result, it is impossible to estimate how many

of the 11,387 aliens with F visas who readjusted their status were foreign

medical graduates.
There are innumerable other types of visas, which cover the alphabet

from A, through SE-3. However, the majority of these are applicable

only in very special circumstances and are fairly rigidly controlled. For

example, it is possible for a student to possess an A-type visa, but this is

applicable only to persons (including family members) entitled to diplo-

matic status. Another type is the H visa, but this is reserved for various

classes of "aliens of distinguished merit and ability." Usually a professor

qualifies in this category, not a student. But a cabaret singer will also
qualify. Other examples are : NATO visasfor personnel representing
NATO countries; SE-1 visasfor alien employees of the U.S. Govern-

ment abroad; SD-1--ministers of religion; etc., ad infinitum.
To summarize, then, there are three types of visas which are most

conunonly issued for students coming to the U.S.the J, the F, and the
immigrant visas. The J type connotes a sponsored, exchange visitors and

carries with it the responsibility for its bearer to return to his home coun-

try, or a third country, for a minimum period of 2 years. The F type is

for an unsponsored student, is issued for an academic year, and can be

extended. The immigrant visa is just what its name implies. The holder

of an immigrant visa may lawfully enter the U.S. and assume the status

of an alien resident.
It is perfectly clear that an immigrant visa is intended for immigrants,

not students. And yet, for many years prior to the Act of 1965 it was

sometimes easier for a South American to obtain an immigrant visa than

other types. It is virtually certain that many students from Latin America

entering the United States with immigrant visas had no intention of

remaining permanently. Thus, figures depicting large numbers of stu-

dents with immigrant visas from South America must be viewed with

caution.
On the other hand, students with F- and J-type visas have many

alternatives once they get into the United States. To adjust their status

is not always an easy matter, but it is quite possible to do so. An alien can
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marry a U.S. citizen and change his status. He can apply for a waiver;

he can extend his studies over long periods of time; he can request a

change of status and petition INS for a permanent resident status. The

major obstacle has always been the first entry into the United States.

After this has been achieved, resourceful aliens generally can devise a

method for prolonging their stay, or remaining indefinitely.

The most significant fact here is to recognize the new implications of

the Act of 1965; that is, it may no longer be necemary for students to

amend their status or devise other methods if they desire to remain in the

United States. With the passage of the new act the process of obtaining an

immigrant visa has been radically altered.

The New Immigrant. It appears that the basic philosophy of the

Immigration Act of 1965 is to restrict general immigration and make it

selective through laws which favor individuals with high levels of training.

Tbis new act abandons America's long-established national origins basis

of quota allocations for immigration. Beginning July 1, 1968 immigrants

win be admitted on the ba&s of the order in which they apply for visas,

regardless of their country of birth. The supporters and framers of this

new act were intent upon abolishing the inequities of the old law. At the

same time they did not wish to open new flood gates for indiscriminate

immigration. What is now occuring was unforeseen, however; on the one

hand, unskilled labor (generally domestic help) is pouring in; on the

other hand, persons pmessing skills of which there is a shortage in the

United States are also arriving in large numbers.

The FMG and America's New Open-Door Policy. Nowhere has the

impact of foreign students in America been more pronounced than in the

medical field. It should be made crystal clear at this point that foreign

medical graduates represent a special situation. While the large majority

of them come to the United States with Exchange VisitorVisas (J visas),

they are far more than students. They have received their education

abroad and come to this country for advanced training. But they also

supply skills and services of which there is a shortage in the United States.

They are paid for these services and are, therefore, a part of the U.S.

labor market. They assume duties which include caring for U.S. citizens

and are, therefore, entrusted with heavy responsibilities.
Inadvertently perhaps the new Immigration Act favors physicians.

This is partially due to America's physician shortage, but also it is quite

apparent that a physician is the prototype envisaged in the new act's

"preference" categories (3 ) and (6). Their acceptability is further

enhanced by the decision of the U.S. Department of Labor which rules
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that there is a shortage of physicians in the United Statm and, therefore,
no Labor Department clearance is necessary prior to the issuance of an
immigrant visa for a physician. An alien physician may send his petition
for an immigrant visa (Form 1-140) directly to the Immigration and
Naturalization Service. Other petitioners for such a visa must first be
approved by the Department of Labor ( Form 575 A) .

If an alien physician's supporting documents are in order, INS adjudi-
cates the alien clearance, and the consular officer abroad is notified that
he may issue an immigrant visa. Under the terms of the Labor Depart-
ment's definition of a physician, the alien physician must show evidence
with supporting documents that (1) He is a graduate of a U.S. medical
school, or (2 ) he is a graduate of a foreign medical school and has passed
the ECFMG examination, or (3) that he is a graduate of a foreign
medical school and has a full, unrestricted license to practice medicine
and 2 years gainful empiGyment in his profession. In support of the Labor
Department, the State Department has notified its consulates abroad
(Airgrams in 1963, 1965, and 1966 ) that consular officers should stress
the need for ECFMG certification but that a full, unrestricted license to
practice medicine and 2 years gainful employment may be accepted in
lieu of the ECFMG certification. For the purposes of the INS it is the
intention of the foreign medical graduate which is the main consideration.
If the alien petitions for an immigrant visa with the intent to practice
medicine, this satisfies INS requirements.

Point 3 of the Labor Department's ruling is inconsistent with existing
policies in effect in all U.S. States. The Labor Department, the State
Department, and the INS permit physicians without ECFMG cer tifica-
tion to enter the United States with immigrant visas and with the intent
to practice their profession. In point of fact they cannot legally do so.

Since 1960 all physicians from countries outside of the United States
and Canada have been required to pass the ECFMG examination before
they are considered qualified to obtain clinical training in approved U.S.
hospitals. Additionally, 43 of the 55 State and Territorial Jurisdictions
in the United States require that physicians trained in foreign countries
other than Canada pass the ECFMG examination as a prerequisite to
admission to their licensing examinations. Of the twelve remaining
jurisdictions threeArkansas, Louisiana and Nevadaaccept no FMGs.
The other nine States or Territories impose a range of other restrictions.
For example, California requires a 2-year internship in an approved
U.S. hospital. Delaware requires a 1-year residency period in that State.
Illinois will issue a limited license, pursuant to regulations established by
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the Illinois State Board of Examiners. Indiana requires 2 years of

postgraduate training in an approved U.S. hospital and U.S. citizen-

ship. Kansas has stipulations governing the type of evidence an FMG

must present such as his college curriculum, diploma, and license. In

New Jersey an FMG must present evidence of having had at least 3 years

of training in a hospital approved by the State Board. In New York the

Board of Regents maintains a list of accepted medical schools. Graduates

of schools not on this list may be required to take additional training

in an approved U.S. hospital. Also, the ECFMG Examination "or its

equivalent" is required. Puerto Rico requires full U.S. citizenship, and

the Virgin Islands require a 6-month residency period. (State Board

Number, JAMA, Vol. 200, pp. 1106, June 19, 1967).

Conclusion. Basically, one can draw five conclusions from this brief

analysis of U.S. immigration policies.

The first is that the United States has a loag history of stringent re-

strictions governing immigration, and the Immigration Act of 1965 was

a serious attempt to alleviate the inequities of the old system.

Second, a new set of priorities have suposeded the old quota re-

strictions. The implementation of the new act tends (1) to encourage

physicians to immigrate to the United States because they are given

preferential status; and (2 ) to allow entry into the United States of physi-

cians from developing countries on the same basis as those from north-

western Europe. The forces of "push" and "pull" have been unleashed.

For example, a substantial number of FMGs who were new licenciates

in the United States in 1965 were fromnine developing countries : Argen-

tina, Colombia, Formosa, India, Iran, Korea, Pakistan, Philippines,

and Turkey. These nine nations contributed 4.71 new licenciates to the

total of 1,488 in 1965. This represents over 30 percent of all new

licenciates.
Third, immigration visas are isued to foreign medical graduates by

consular officers on the premise that their intention to practice their art

in the United States is compatible with their ability to do so within the

framework of existing State laws. In actuality, this is not the case.

Fourth, from all available evidence, it is virtually certain that the

flow of FMGs into the United States wffi increase, since their numbers

had steadily risen prior to the 1965 Immigration Act. When the quota

restrictions are put on a first-come, first-served basis in July of 1968 and

physicians remain in the third and sixth categories, FMGs may readily

obtain immigrant visas.
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Fifth, the recipient of an immigrant visa does not always immigrate
permanently to the United States, but the fact that immigration has
been made easier for physicians may act as a catalyst for permanent
residence in the future.

Item 3. Recommendations on Data Gathering for Health Manpower
Planning

There has been a frequently expressed desire for a better system of
collection, compilation, analysis and distribution of data regarding the
migration of professionals on a worldwide basis. Any methods which are
devised should include statistics on the migration of physiemns. More
specifically for the United States, a more effective program of data
collection and reporting should be devised for foreign medical graduates.
Interested and responsible organizations should be able, at any given time,
to establish the region of origin of an FMG, his training experience in the
United States, and his subsequent migration.

Foreign medical graduates are granted permission to enter the United
States in accordance with the regulations of the Immigration and Natu-
ralization Service; and certain restrictions are placed upon their pro-
fessional activities while they are in training programs, or after their
training period ends and they choose to remain in the United States.
(This does not apply to U.S. citizens who have trained abroad.)
As a consequence, they, like all other aliens, have legal obligations to
report their status to the INS until they have become naturalized citizens,

and it is the prerogative of the INS to determine the nature of the
information it requires.

FMGs enter the United States under various types of visa arrange-
ments, and in many instances they have specific obligations to their home
countries. It is the privilege of an FMG's home country to stipulate the
terms under which he is permitted to leave his country. Sonic nations
prescribe certain programs for their FMGs to pursue in the United
States. They may enter into formal repatriation contracts with their
physicians which often include formalized bonds. On the other hand, the
United States frequently puts statutory limitations on the duration of an
FMG's stay in this country. This limitation is contingent upon the type
of visa which is granted. It is obviously imperative that responsible persons
be cognizant of the formal restraints which every FMG has, restraints
which are imposed either by his home country or by the United States.

Foreign medical graduates represent a sizable and growing portion of
the U.S. health manpower pool. In 1966 foreign medical graduates rep-.
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resented over 29 percent of all graduate medical trainees in the United
States, and in the past 5 years 7,182 FMGs have been licensed to practice
medicine in the United States. It is known that there are at least 45,000
FMGs in the United States today, and virtually all are engaged in some
form of medical activity. In order to measure the health manpower seg-
ment in the United States and to provide clear easily definable trends in
the flow of foreign medical graduates into, within, and outside of the
United States, it is essential that accurate records be maintained Ind
reported.

The importance of such data is acknowledged by U.S. Government
agencies, by the governments of countries who are losing physician man-
power through emigration, by professional and educational bodies, and
by national and international organizations who are concerned with
health manpower iss. z. Since fl- A on foreign medical graduates cannot
logically be separated from a1 lative to health manpower, it would
be wise to emphasize the T . rial interest in data on FMGs but
in recognize the importar lata in connection with the com-
mission's concern with all L 6.1 xrsonnel.

Basically, there are two prin., _, sources of information on health man-
power: private organimtions and governmental agencies. The records of
voluntary private organizations such as the AMA, the AAMC, and the
AHA are replete with useful information. Within the Federal Government
such agencies as the Departments of Labor, State, and Justice as well as
HEW, maintain extensive collections of data. From all of these sources,
in addition to many others, it is possible to obtain a wealth of information
on FMGs. However, there should be a systematic method of coordinating
the efforts of these groups, and the INS is one of the logical agencies
through which this could be accomplished. The statutory requirements
of the INS include the administering of "immigration and naturalization
laws relating to the admission, exclusion and deportation of aliens, and
the naturalization of aliens lawfully resident in the United States. It
investigates alleged violations o; those laws and makes recommendations
for prosecutions when deemed advisable."1

There arc three basic deficiencies in the present system under which
the INS operates. The first is its failure to report fully the information
which it has. For example, a complete report could be given on thc
number of FMGs who arrive in the United States each year, on the types
of visas these FMGs have, on the number who possess ECFMG certifica-
tion, and on the number who arrived without ECFMG certification but

1 Federal Register, 1966-67, p. 229.
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with a full, unrestricted license to practvc. The second deficiency is
the failure of the INS to compile more thoroughly the information at its
disposal. lor example, the INS should know how many FMGs leave the
United States every year. And the third area where deficiencies in the
INS exist is the inability to collect information which is necessary to
its own purposes. For example, the INS requires that every alien residing
in the United States complete an 153 card (Mien Registration Card )
each year in January. In 1967, the INS received iess 153 cards for alien
physicians than the known number of alien FlUGs in this country.

The Immigration and Naturalization Service acquires its data through
the various documents surrendered by visa '1olders upon entry into and
exit from the United States and by a compilation of all Alien Registration
Cards. It is in the process of a "study phase" for a totally computerized
data collection system which can lead to continuous analytical reviews
and reporting of the flow of FMGs into, within and outside of the United
States.

Of urgent interest is information regarding the FMGs who enter the
United States without ECFMG certification. This new type of entry grew
out of the Department of Labor's definition of a "physician" for im-
migration purposes (see the statement on immigration policies, p. 6) .
This ruling is inconsistent 0 4.11 the State licensure regulations and the
rules governing approved internship and residencies. It also fails to meet
its original intent which was to alleviate our physician manpower
shortage.

Simple collection of data per se is not sufficient, for data must also be
supplied regularly to interested and appropriate agencies (for example,
HEW, ECFMG, PHS, AID, AMA, AAMC, etc.), for their analysis and
utilization. The method and manner of reporting deserve as much atten-
tion and review as does the collection of the data to be reported. There
are even now data which have been collected and which could and should
be utilized more effectively. There are also other data which are not avail-

able but which would contribute greatly to a more adequate basis for
health manpower planning.

It is clear that accurate collection and reporting of essential data
regarding FMGs cannot be achieved under present circumstances but
could be achieved if certain specific, corrective actions are taken. The
changes required are of two kinds.

The first of these involves the introduction of new standards for data
collection. These should be based on the use of the best available methods,
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particularly within the INS, to guarantee maximum coverage, accuracy,

and distribution of the data. Furthermore, the procedures followed

should at all times reflect the many needs which exist for valid health

manpower information.
The second, associated measure is the establishment of an effective

system for functional utilization of data from all sources. This can be

accomplished through the coordination of a number of governmental and

nongovernmental organizations which can contibute to and benefit from

their joint activities. Their common needs could best be served by the

creation of a central clearinghouse within the Department of Health,

Education, and Welfare, which would work in close association with the

INS and also with the private organizations which are concerned with

and responsible for health manpower in the United States.

There is growing acceptanceof the need for sensible, continuous, and

long-term health manpower planning. Past efforts have been hindered by

faulty judgments which are an inevitable result of inaccurate or incom-

plete data. As we enter a new era of mature efforts to meet expanding

national health needs, the demands for full and accurate information will

grow. The challenges to be faced are great enough to merit every reason-

able effort to provide a secure foundation in fact for the many important

decisions to be made.

Item 4. Random Survey of U.S. Hospitals 'Witt Approved Internships

and Residencies: A Study of the Professional Qualities of Foreign

Medical Graduates

HAROLD MARGULIES, M.D.*

LUCILLE S. BLOCH, MA.#
FRA Nos K. CHoLso, M.A.+

*Former Associate Director of Division of International Medical Education,

Association of American Medical Colleges. Presently Assistant Director, Division of

Socio-Economic Activities of the American Medical Association, One Farragut

Square South, Washington, D.C. 20006.
# Research Auistant, Division of International Medical Education, Association

of American Medical Colleges.
-I- Administrative Statistician, Division of International Medical Education, Asso-

ciation of American Medical Colleges.

In 1967 Margulies, Bloch, and Cholko conducted a study of foreign

medical graduates for the Association of American Medical Colleges and

the National Advisory Commission on Health Manpower. The survey

was confined to FMGs who were serving as interns and residents in

approved U.S. hospital mining programs. The evaluation was based
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on a direct comparison between FMGs and USMGs who were on the
same hospital service, under the same supervision, receiving the same
training, and with Eke patient care responsibilties. Evaluations of indi-
vidual professional competence were made by those members of the
teaching staff who were in charge of the internship or specialty service

on which the FMG and TJSMG were serving. A total of 156 hospitals
were surveyed in which 296 FMGs and 166 USMGs were evaluated.
The larger number of FMGs represents the participation of hospitals

which had only FMGs on their house staff. Hospitals which filled all
their positions with USMGs were not included in the study. Hospitals

were otherwise selected by random sampling, and the individuals studied
were selected on a proportionally representative basis with the names
provided by us rather than the participating hospitals.

Professional competence was judged by responses to the fifteen ques-

tions on the "intern-resident evaluation" which follows :

CONFIDENTIAL
Code No .

Date

To Be Completed by Program Director or Chief of Service

INTERN-RESIDENT EVALUATION

NAME Code No

1. Acclimatization
Graduates from medical schools, both in the U. S. and abroad, enter hospitals

with varying educational and social backgrounds. They must all be prepared, how-
ever, to adjust to their new surroundings and to a new way of life. How would you
rate his/her ability to adjust to this Tie!, environment?

El (1) Very goocl
13 (2) Good
0 (3) Acceptable
El (4) Poor

2. Discipline
Upon entering the new environment of a hospital, interns and residents have to

accept certain controls and restictions along with their new professional responsibil-
ities. How would you rate his/her acceptance of these new disciplines?

El (1) Very good
El (2) Good
El (3) Acceptable
El (4) Poor

3. General Duties
A. Intern

An Intern assumes a multiplicity of duties other than those relating strictly to
patient care (such as: attending seminars, instructing the nurses) handling insurance
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forms, using the laboratory, etc.) How would you rate him/her in the performance

of these duties?

O (1) Very good
O (2) Good
O (3) Acceptable
O (4) Poor

B. Resident
A Resident has a similar variety of general duties and responsibilties in addition

to those involving patient care. How would you rate him/her in the performance

of these duties?

O (1) Very good
O (2) Good
13 (3) Acceptable
13 (4) Poor

4. History Taking
One of the most important aspects of the training of interns and residents is the

development of expertise in history taking. With regard to history taking how would

you rate him/her?

O (1) Very goed
O (2) Good
O (3) Acceptable
O (4) Poor

5. Physical Examinations
Of vital importance is the ability to conduct a thorough physical examination.

Would you say that his/her skill intaking physical examinations is:

ID (1) Very good
O (2) Good
13 (3) Acceptable
0 (4) Poor

6. Basic Medical Sciences
Comparative studies condwted on medical education suggest that medical schools

throughout the world vary in the emphasis placed on the teaching of basic medical

sciences. Would you say that his/her know:edge of basic medical sciences is:

O (1) Very good
O (2) Good
0 (3) Acceptable
O (4) Poor

7. Doctor-Patient Relationship
A very important part of the intern/resident experience is the "inculcation of the

concept that medicine is an art . . . the primary purpose of which is the care and treat-

men of the patient as an individual in addition to emphasis on scientific and objective

study of disease." (AMA) How would you rate him/her with regard to his/her

undemanding and practice of this concept?

O (1) Very good
El (2) Good
O (3) Acceptable
o (4) Poor

4--"."-
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8. Doctor-Staff Relationship
Another essential in intern/resident training is the ability of the house officer to

work effectively with the members of the hospital staff. In this respect, how would you

rate him,grer?

El (1) Very good
El (2) Good
O (3) Acceptable
Ej (4) Poor

9. Personal Relationships
In the intern/resident training period members of the house staff must live and

work in close association with one another. How would you rate his/her ability to
form a satisfactory personal relationship with his/her colleagues?

(1) Very good
13 (2) Good
[3 (3) Acceptable
ID (4) Poor

10. Libraries
Effective use of the library will generally be reflected in the quality of the workof an

intern or resident How would you rate his/her utilization of your library?

13 (1) Very good
13 (2) Good
13 (3) Acceptable
13 (4) Poor

11. Supervision
A. Intern

It is a stated goal (AMA : Essentials of an Approved Internship) of an intern.

program that it "should be so organized and administered that it emphasizes the begin-
ning and the progressive increase of the assumption of personal responsibility for the

care of the sick; the recognition and the cultivation of the personal aspects of the
treatment of patients, including family, social, financial, and moral factors; and the
inculcation from first-hand experience of the principles of medical ethics and the code

of professional conduct."
How would you rate him/her with regard to his/her ability to discharge such

responsibilities with decreasing direct supervision?

13 (1) Very good
13 (2) Good
CI (3 ) Acceptable
El (4) Poor

B. Resident
The AMA includes in the Essentials of Approved Residencies the statement:

"Aside from the daily contact with patients and the attending staff, and participation in

the organized education program, the assumption of responsibility is a most important

aspect of residency training. Accordingly, as ability is demonstrated, an increasing
amount of reliance should be placed in the judgment of residents in diagnosis and
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treatment, as well as in the teaching of interns and medical students. In surgery and

the surgical specialties, the resident should be given ample opportunity to perform

major surgical procedures under supervision, particularly in the later stages of his

training .
In this connection, how would you rate his/her ability to discharge such responsibili-

ties with decreasing direct supervision?

O (1) Very good
O (2) Good
O (3) Acceptable
O (4) Poor

12. Learning Processes
Interns and residents must acquire many new skills and considerable medical

knowledge in a relatively short period of time. How would you rate his/her ability to

learn rapidly?

El (1) Very good
0 (2) Good
El (3) Acceptable
E3 (4) Poor

13. The Teaching Stall and the House Staff

Members of the teaching staff and house staff should derive nuttual stimulation from

their learning experiences. Is his/her effect on the teaching staff

0 (1) Very good
C3 (2) Good
0 (3) Acceptable
0 (4) Poor

14. Independent Learning
An accepted goal in medical education is the graduation of physicians who are able

to continue learning independently throughout their lifetime. How would you rate

his/her ability to learn independently?

(:1 (1) Very good
0 (2) Good
O (3) Acceptable
0 (4) Poor

15. Professional Competence
A. Intern

While the internship is usually followed by additional hospital training, it is possible

for a doctor to go into private practice after completing his internship. At the

end of his internship, how would you rate potential

as a practicing physician in your community?

13 (1 ) Very good
El (2) Good
O (3) Acceptable
O (4) Poor
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B. Resident
is specializing in

When his/her residency period ends, how would you rate his/her potential as a
practicing physician in your community?

O (1 ) Very good
O (2) Good
O (3 ) Acceptable
o (4) Poor

16. In the preceding questions you have been. asked to evaluate this house officer

on the basis of criteria selected by us. Perhaps you feel that there are other issues

related to our questions on which you wish to comment. If you care to make any

further observations, please feel free to do so in the space provided below.

Over 90 percent of the hospitals responded to the questionnaire with

the participation of 271 chiefs-of-service, program directors, or directors

of education. The FMGs included graduates of 85 medical schools and

their counterparts represented graduattt of 71 U.S. medical schools.

The results are summanzed in the foirowing table. It should be noted

that a higler number represents a lower gra& for the individual, the

best score on a question was 1 and the 54/03t. Via.5 4.

TABLE 1. Scores obtained by FMGs and 07442Gs on the 15 individual
questions

Question
Paired USMGs Paired FMGs Unpaired FMGs

Mean S.D. Mear. S.D. Mean S.D.

Acclimatization. 1. 4788 0. 7352 1 1. 8795 0. 8698 1. 6923 0. 7731

Discipline 1. 6687 0. 8808 1. 7229 0. 8113 1. 6769 0. 7668

General duties 1. 6182 O. 7424 1 2. 0909 0. 9133 2 2. 0000 0. 9446

History taking ..... . 1. 5855 0. 6534 1 2. 1523 0. 8593 2 2. 0806 0. 8386

Physicial examinations.. . 1. 6463 0. 6368 1 2. 0959 0. 8385 2 2. 0650 0. 7623

Basic medical sciences.. . 1. 7229 0. 6910 1 2. 4634 0. 9133 2 2. 3846 0. 8538

Doctor-patient relation-
ship 1. 4967 0. 6893 1 1. 9733 0. 8402 2 1. 9449 0. 8631

Doctor-staff relation-
ship 1. 6084 O. 8197 1. 8072 1. 8208 1. 8217 0. 8667

Personal relationships.... 1. 5482 O. 8033 1. 7530 0. 7872 2 1. 7984 0. 8201

Libraries 1. 9030 0. 7154 1 2. 1779 0. 8787 2. 1085 0. 9170

Supervision 1. 6988 0. 7798 1 2. 2061 0. 9045 2 2. 1318 0. 9349

Learning pr OCCIales 1. 6325 0. 7222 1 2. 0783 0. 9248 2 1. 9385 0. 8571

The teaching staff and
the house staff, 1. 8253 0. 8212 1 2. 40C10 0. 9957 2 2. 3462 0. 9900

Independent learning... . 1. 7108 0. 7034 12. 2289 0. 9547 2 2. 0853 0. 9320

Potential for medical
practice I. 5951 0. 7960 12. 2209 0. 9909 2 2. 1846 0. 9264

1Significant difference of paired FMGs from paired USMGs at .01 level of signifi-

1

cance, using I.
2 Significant difference of unpaired FMGs from paired USMGs at .01 level of signifi-

cance, using 4
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With the exception of the questions relating to personal characteristics,
such as acclimatization and acceptance of discipline, the 271 evaluators
rated the FMGs significantly lower in competence than their USMG
counterparts. This statistically significant difference emerged on every
question which measured professic nal skills and verified the judgment
that, as a group, the FMGs have a limited capacity for independent
learning, require (but do not receive) close supervision, and are pre-
dictably less suitable than are the USMGs to become members of the
local medical community. FMGs were rated the same whether or not
they were employed by hospitals which also had USMG interns and
residents.

A separate questionnaire was sent to the 172 hospital administrators
for more generalized comments. The 156 who responded expressed a
national awareness of wide differences among FMGs as physicians.
FMGs also were reported to have important language problems, and
a dragging rather than stimulating effect on the teaching staff. The un-
predictability of foreign medical schools was dramatically illustrated
by the fact that the same foreign medical school was selected by different
hospitals most frequently as the one which has supplied the "best" and
the "worst" interns and residents.

This study made no effort to answer three questions which are of
critical importance: Whether FMGs fail to meet minimum standards
of medical competence for the United States; whether they provide
minimally adequate medical care in and out of the hospitals in this coun-
try; whether they axe prepared for the health care needs of their
own people. Rather, it extended the accepted practice in the United
States of evaluating student performance through the observations of
their supervisors and mentors. It did not conclude that FMGs are pro-
fessionally incompetent; it did establish the fact that they represent a
level of competence significantly lower than the USMGs in the same
programs of graduate education.
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TABLE 1A. Additions to medical profession representing graduates of foreign
medical facilities, 1950-65

Year Examination
Reciprocity

and endorse-
znent

Totals

1950 267 41 308

1951 425 25 450

1952 545 94 569

1953 662 23 685

1954 749 23 772

1955 881 26 907

1956 831 18 852

1957
991 23 1, 014

1958
1, 129 37 1, 166

1959 1, 605 21 1, 626

1960 1, 383 36 1, 419

1961
1962

1, 557
1, 333

23
24

1, 580
1, 357

1963 1, 409 42 1, 451

1964 1, 239 67 1, 306

1965 1 1, 468 2 60
448108

1966 1. 352 58 11,

Totals 17, 829 571 18, 400

1 35 additional licenses added to last year's figure because three boards were late
with reports: Calif (10); Mass (20); Virgin Islands (5).

2 5 additional licenses added to last year's figure for Guam which was late in z eporting.

Source: JAMA vol. 200, No. 12, June 19, 1967.

a
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TABLE 2A. Physicians examined on the basis of credentials obtained in
countries other than the United States and Canada, 1935-65

Year Number
examined

Passed Percentage
failed

1935 437 303 30. 7

1936 568 382 35. 0

1937 920 637 30. 8

1938 1, 164 716 38. 5

1939 1, 691 839 50. 4

1940 2, 038 948 54. 7

1941 1, 717 698 59. 2

1912 1, 630 890 45. 4
1943 1, 031 518 49. 8

1944 691 325 53. 0

1945 475 209 56. 0

1946 495 221 55. 3

1947 601 283 52. 9

1948 639 311 51. 3

1949 737 319 56. 7

1950 799 359 55. 0

1951 1, 006 524 47. 9

1952 1, 208 648 46. 3

1953 1, 463 796 46. 3

1954 1, 642 943 42. 6

1955 1, 771 1, 042 41. 4

1956 1, 783 1, 012 43. 2

1957 2, 299 1, 345 41. 5

1958 2, 567 1, 518 40. 9

1959 2, 766 1, 870 32. 4

1960 2, 864 2, 013 29. 7

1961 2, 683 1, 890 29. 0

1962 2, 960 1, 980 33. 1

1963 2, 781 1, 861 33. 1

1964 3, 246 2, 215 31. 8

1965 3, 011 2, 043 32. 1

1966 3, 691 2, 281 38. 1

Totals 53, 444 31, 939 40. 2

SOURCE: JAMA vol. 200, No. 12, June 19, 1967.

288-358 G--0--
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TABLE 3A. Graduates of foreign medical schools representing additions to the
medical profession, 1966

Examination
Reciprocity

and Total
endorsement

Alabama
Alaska
Arizona
Arkansas
California .
Colorado
Connecticut . .

Delaware
District of Columbia
Florida ......... ............ ....
Georgia

o
o
1

o
46

3
34
3

30
15-

13

0
o
0
0
o
o
0
1

2
o
o

0
0
1

0
46

3
34
4

32
15
13

Guam . o 8 8

Hawaii.. 7 o 7

Idaho o o 0

Illinois . ................ ... ..... 77 o 77
Indiana 68 o 68
Iowa 5 5 10
Kansas . 5 o 5

Kentucky 28 o 28
Louisiana 1 o 1

itinine 43 2 45
Maryland . 130 o 130

Massachusetts .. 25 o 25
Michigan 49 o 49
Minnesota 19 o 19

Mississippi . 3 o 3

Missouri 12 o 12

Montana . o o 0

Nebraska o o 0

Nevada . o o 0

New Hampshire 9 11 20
New Jersey ...... ......... ... . . .. 57 o 57

New Mexico 5 o 5

New York 197 17 214
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TABLE 3A. Graduates of foreign medical schools representing additions to the
medical profession, 1966Continued

North Carolina. . ... .. ............
North Dakota
Ohio
Oklahoma .
Oregon .
Pennsylvania... . ... .. ............
Puerto Rico . . .
Rhode Island . . .
South Carolina
South Dakota .
Tennessee .
Texas
Utah.. .
Vcxmont..
Virgin Islands
Virginia
Washington
West Virginia.
Wisconsin
Wyoming .

Reciprocity
Examination and

endorsement

o 1

7 0
16 I
2 o
4 o

144 o
5 o
9 o

Total

1

7
17
2
4

144
5
9

o o o
6 o 6
o o o

100 1 101

o o o
35 8 43
4 o 4

73 o 73

34 o 34
5 o 5

23 o 23
o 1 1

Totals. . 1, 352 58 1, 410

SOURCE: JAMA vol. 200, No. 12, June 19, 1967.

I
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TABLE IA. Licentiates representing additions to the medical profession,
1935-66

Year Examinations
Reciprocity

and
endorsement

Total

1935. . , , , 5, 099 411 5, 510

1936. . . 5, 548 629 6, 177

1937. . 5,812 612 6, 424

1938. . 5, 759 501 6, 260

1939. .

1940

, 5, 584
5, 432 455

460 6, 044
5, 887

1941. . .
5, 241 474 5, 715

1942- 5, 560 454 6, 014

1943. . 5, 586 372 5, 958

1944. . 6, 495 470 6, 965

1945. . 4, 979 769 5, 748

1946. 5, 362 1, 608 6, 970

1947. . . 5, 273 1, 617 6, 890

1948. . 4, 942 1, 691 6, 636

1949. 4, 260 I, 616 5, 876

1950 4, 609 I, 393 6, 002

1951. . 4, 985 1, 288 6, 273

1952 . 5, 168 1, 717 6, 885

1953
1954 .

5, 388
5, 897

I, 888
2, 020

7, 276
7, 917

1955 . 6, 211 1, 526 7, 737

1956 . 6, 035 1, 428 7, 463

1957. 5, 872 I, 583 7, 455

1958. 6, 155 1, 654 7, 809

1959. . . , 6, 490 1, 779 8, 269

1960. . . 6, 225 1, 805 8, 030

1961 . . 6, I37 I, 886 8, 023

1962. . . 5, 687 2, 318 8, 005

1963. . 5, 812 2, 471 8, 283

5, 239 2, 672 7, 911

1 5, 699 2 3, 448 9, 147

1966. . . . 5, 437 3, 159 8, 596

Totals 177, 978 46, 177 224, 155

I First licenses for three boards which were late in submitting 1965 reports were added

to last years figure as follows: California (15); Massachusetts (23); Virgin Islands (5).

2 First licenses for three boards which were late in submitting 1965 reports wereadded

to last years figure as follows: California (2); Massachusetts (153); Guam (6).

Source: JAMA vol. 200, No. 12, June 19, 1967.
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Introduction

The central importance of patient care in short-tenn, general hospitals

and the magnitude of problems associated with its provision led this panel

to concentrate its limited time and resources on issues related to this type

of hospital care. There are important, separate problems associated with

other types of institutional health care delivery, treated only peripherally

in our discussions, that merit further study.

Throughout its deliberations, the panel was constantly aware of

the complexity of t'ae issues and the need for more data and further

research to better defme the alternatives. Although some of the panel's

recommendations suggest specific approaches for dealing with major

problems, we wish to emphasize that flexibility, experimentation and

change are essential if the approaches are to lead to improved health

care. It will require imaginative but responsible management to develop

programs that will improve and not disrupt the present system of

delivering care.
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The health industry is a service industry; and therefore manpower
is the key problem. Growing demands for hospital care and changes in
medical technology have combined to strain the supply of skilled per-

sonnel, driving up wages and therefore prices. The panel believes that

the strain on the supply of personnel will continue and that wage increases

greater than productivity increases will continue to force up the cost
of hospital care. Also, however, we believe that present problems
and unevenness in the provision of quality hospital care provide oppor-

turkies for improving the productivity of health manpower and thus
easing the presumes on personnel and prices.

Taking advantage of these opportunities will require studying different

approaches to economically and effectively delivering medical care. Re-
cent legislation, including the Heart Cancer, and Stroke Program, Medi-

care, and new planning legislation will provide chances to experiment
and improve understanding not available heretofore. Further, the panel
suggests trying a number of specific steps that appear to hold promise
for improving the delivery of health care.

Hospital Care in the United States

Importance of the General Hospital

The short-term, general hospital is the central focus of today's medical

care. This type of hospital accounti for over two-thirds of the personnel
employed in all type of hospitals; it consumes the largest single fraction

of the consumer's medical care dollar; it is the location of the most crit-
ica/ (both technically and emotionally) medical care services; it is the
physician's key to high professional and economic standing; and in most

communities, it is the center of community participation in medical care.

Although long-term hospitals (primarily mental institutions) are im-

portant in tenns of numbers of patients and beds, mcst of the care
provided therein is custodial and is provided to a limited population for

extended periods. In terms of the number of people served and the

resources used, general hospitals are fr - more important They account
for over 90 percent of all hospital admissions, and over 70 percent

of all hospital personnel and hospital-care expenditures.
During the period from 1955 to 1965, the number of hospitals of all

types in the United States increased by 2 percent; admissions by 30 per-

cent; personnel employed by 45 percent, and total costs by 215 percent

Although the total number of hospitals increased only 2 percent during

the decade, the number of non-Federal, short-term, general hospitals

APPIImmorimmionm.

7
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increased by 8 percent and their bed capacity was up by 25 percent.
Small hospitals (less than 100 beds) account for 60 percent of the
general hospitals but contain only 22 percent of the total beds. Large
hospitals (300 beds or more) represent 10 percent of general hospitals

but 40 percent of the total beds.
Overall, the length of stay has been remarkably steady in recent

years; however, there was a sharp increase in the length of stay of
patiens over 65 in the second half of 1966. During this period of growth,

there has been a steady increase in the number of facilities and services

offered by the Nation's hospitals. Also, there has been substantial growth

in accreditation of hospitals and of approval of educational programs

by national agencies.

Major Problems in Hospital Care
I. Increasing Demands for Hospital Services. Hospital use has been

growing not only because the population has been growing but also
because people are using the hospital more often. In 1950, short-term,
general hospitals admitted 110 people per thousand, and by 1965, this

rate had reached 138 people per thousand. During this period new
construction nearly kept pace, so that occupancy rates between 1950 and

1965 rose only from 74 to 76 percent. Not only are people entering the

hospital more often, but they are requiring increasingly sophisticated

and specialized services. Hospitals are also being pressured to extend the

scope of their responsibility by providing outpatient, extended care, and
rehabilitation facilities, and by developing home-care programs.

2. Shortage of Skirled Personnel. By itself, the growth in demand
for hospital services would have strained the supply of skilled hospital per-

sonneL The strain has been heightened by changes in hospital practice

that have increased the required numbers of personnel per patient. As a

result, personnel employed in short-term, general hospitals increased
nearly 30 percent between 1960 and 1965.

Approximately 1,500 hospitals, representing 50 percent of beds, de-

pend upon interns and residents to supply medical staff support, yet even

though large numbers of less qualified graduates of foreign Medical

schools are used in these positions, only 65 percent of available positions

can be filled.
The desire of hospitals to provide medical staff support is tempered

by the unwillingness of health insurors to recognize the cost of full-time

staff as part of the cost of medical care. If this policy should change, the

shortage of personnel would become even more severe.
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Nursing service ( professional and nonprofessional) constitutes the
largest single group of employees in hopitals, and many hospitals must
operate with a severe, sometimes critical, shortage of qualified nurses.
Although obtaining the desired number of nurses is a common problem
for hospitals, there is considerable uncertainty about the extent to which
a national shortage of nurses exists. First, there are wide variations in the
availability and use of nurses among individual institutions, states, and
regions. For example, some hospitals employ three times as many nurses
as others of similar size and organization. Second, nurse-staffing guides
based on a sound analysis of patient needs do not exist, making it difficult
to determine the extent to which shortages perceived by hospital adminis-
trators actually detract from patient care. Third, there is a large pool of
professional nurses who are not practicingperhaps more than 500,000,
compared to the approximately 400,000 who are currently employed in
hospitals and related institutions. Rising salary levels may well attract
many of these nonpracticing nurses back into the hospital labor force.

3. Antiquated Facilities. Although 350,000 general hospital beds and
related facilities, costing over $8 billion (Federal funds supplying $2.5
billion) , have been built under the Hifi-Burton/Hifi-Harris program dur-
ing the past 25 years, much of this has been done in the smaller com-
munities considered to have the greatest need. Many of the major
hospitals in metropolitan areas, and these are the chief contributors to
the education and training of health manpower, were built many decades
ago. They were dethgned at a time when hospital care differed radically
from that given today and have not been adequately replaced or modern-
ized. Attempting to meet modem standards of care in such facilities
is difficult if not impossible. The deficiences in design increase the cost
and personnel involved in providing hospital care.

4. Shortage of Capital Financing. The capital needs of hospitals for
financing modernization, extension of services, construction of new facil-
ities, and development of new programs far exceeds the supply of funds
currently available to them. Philanthropy is widely considered to be the
major source of funds. Actually it provides only one-third of the total
and is a declining share. Government furnishes an additional one-third,
and the remainder comes from commadal borrowing and retained
income.

Reimbursement formulas used by the Federal Government and most
Blue Cross agencies provide for a level of payment that is inadequate to
permit hospitals to finance replacement and normal expansion of new
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facilities and programs. Since funds generated through oprations are in-
adequate, hospital administators continually struggle to increase their

hospital's share of the funds available from various Federal and State
grant programs, community fund-raising drives, and individual philan-
thropic donors. For most major hospitals, the struggle does not yield suffi-

cient funds to meet the needs.

5. Organization of Health Facilities. In our Nation, facilities are
largely unrelated to each other. Although it is true that doctors' offices, in

increasing numbers, are becoming associated with general hospitals, the

majority still are not. Some extended care facilities, and a few skilled
nursing facilities, are associated with general hospitals but most are not.
Homes for the aged and shelter-cue homes are largely separated from

other inpatient facilities. Mental heaith facilities and child care facilities

are also, for the most part, separate institutions.
Patient needs would best be served by a system that insured communi-

cation between facilities, expedited patient transfers, and avoided dupli-

cation of services. Progress in these areas is discouragingly slow. The

manpower and organizational needs to deliver acute medical care suggests

that the general hospital should be the focal point for the management of
all inpatient medical facilities. Centralization of resources communica-

tions and management are likely to provide a favorable atmosphere for

the development of new technologies and the efficient administration of

the broad spectrum of medical care. Efforts by those in the hospital field

to achieve integration of facilities has so far met with limited success.

6. Extended Care Facilities. With the passage of the Medicare Law,

much attention has been directed to extended care facilities. Historically,

as convalescent hospitals, these units were adjuncts to or affiliated with

general hospitals and designed to relieve acute bed shortages and provide

a continuum of care in appropriate institutions. Now there are few con-

valescent hospitals, and Medicare certification for extended caxe has

taken many of the best skilled-nursing-home beds that were formerly

giving care to very long-term elderly patients. At the same time, the new

convalescent units are detached from hospital supervision.

7. The Federal Hospital System. In 1965, there were 443 Federal

hospitals, an increase of 11 in the past decade. Thesehospitals contained

150,000 beds and employed nearly 200,000 people. Total costs were

approximately 1.5 billion dollars. These hospitals serve special groups of

the Nation's citizens and are not available for the remainder of the popula-

tion except in the case of emergency. In at least some instances, the

.r
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separation of facilities results in poorer care for both the special groups
and the local, general population. Although recent legislation broadens

the authority of the Veterans Administration to work with school-affil-

iated hospitals, there is a continuing controversy over whether or not Fed-
eral hospitals should be more integrated with general community facilities.

Deficiencies in Hospital Care
The problems listed above primarily reflect the concerns of those

responsible for meeting the demands for hospital services. A different
set of problems confront those who coniume these services. These prob-
lems relate to the cost and the quality of hospital care. Hospitalization
is expensive and it is getting more expensive. In 1965 the costs (exclud-
ing physician fees) associated with a typical hospital stay equalled $350;
if recent trends continue, these costs will be nearly $600 in 1970.1 The
magnitude of the cost makes it important to the consumer that the cost
is not incurred unnecessarily and that it is as low as is technically possible.

In the last 20 years the quality of care has improved dramatically,
largely as a result of the rapid growth in understanding of the disease
process in man. As understanding has increased, the variety and complex-
ity of hospital services have grown. These changes have raised the poten-
tial of hospital care for treating illness, but- they have also increased the
difficulty of assuring that actual hospital practice conforms closely to

current best practice. Because it is literally a life or death matter, the
consumer should have assurance that the standards of care in hospitals
are uniformly high. .

There is considerable evidence that there is marked unevenness in

our hospitals in terms of cost, utilization, and standards of care.

1. Wide Variations in Costs. All data collected on hospital operations

shows wide variations among hospilals in costs, whether measured on the
basis of bed days, patient days, or patient stays. Part of the variation
is due to differences in treatment and services provided, and another
part due to differences in wage rates. Even when allowances are made
for these factors, however, substantial differences in costs among hospi-

tals still remain.
In an effort to ascertain the extent of the variation in costs, the Panel

analyzed data collected by Hospital Administrative Services (a service
of the American Hospital Association) for two sets of hospitals. The
first set of hospitals consisted of medium size (100 to 299 beds) and large

1 Hospitals, Guide Issue, Aug. 1, 1966. Costs are based on average per diem costs
and length of stay in non-Federal, short-term, general and other special hospitals.
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size (300 to 400 beds) facilities located in a large metropolitan area. Since
all were located in the same area, salary expenses and cost of living
considerations exerted minimal influence on the cost of operations. Yet,
total costs per patient day were almost evenly distributed over a range
between $43 and $65 As compared to the lowest cost hospital, the
highest cost hospital was 50 percent more expensive, and vet it was smaller
and provided fewer services.

The second set of hospitals analyzed are all in the class of dis-
tinguished hospitals; all are recognized as providing excellent services,
with the quality of staff considered nearly equivalent. Among the 12
hospitals considered, cost per patient day ranged from $54 to $110
a twofold difference. Even after adjustments for wage and salary dif-
ferences were made, the twofold difference between high- and low-coo
hospitals remained.2

Although cost data used in the two analyses were collected by a single
agency using a single system of accounts, there may be some lack of

uniformity in reported costs.. It seems unlikely, however, that reporting
errors are a significant contributory factor to the wide differences that
were found in costs. Wide variations in CASts were not confined merely to
total cost, but appeared in every aspect of hospital operationsdietary,
housekeeping, nursing, administration, etc.

The large variations found in cost per patient day are not attributable
to differences in the scope or quality of services rendered, or in salaries
and wages paid hospital personnel. The strong inference of these results
is that there are widely varying degrees of efficiency among individual
hospitals.

2. Unnecessary Hospitalization. Hospital care is the most expensive
type of medical care. In many instances, the services and facilities re-
quired to treat a specific medical condition are available only in the
hospital. In such instances, the cost is clearly justified. In other instances,
however, where there is no medical justification for hospitalization, the
paticnt may still be placed in the hospital either to add to the convenience
of the physician or to provide the patient with insurance coverage for
diagnostic tests not covered on an outpatient basis. There is evidence that
such unnecessary hospitalization is of significant extent.

Upon the recommendation of this Panel, the Commission sponsored
a study of the Kaiser Foundation Medical Care Program, which provides
comprehensive medical care on a prepaid basis to over 1.5 million persons

' See app. I for details of this analysis.
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in the Western United States. As judged by accreditation standards, ap-

proval by national professional bodies, and by the personal observations

of two practicing internists attached to the Dean's Office of Harvard
Medical School, the medical care provided within K aiser was found to

be of high quality.
The individual Kaiser physician works in a financial and organization

setting that exerts pressure upon him to avoid unnecessary medical pro-

cedures, and the inclusion of outpatient care in the Kaiser benefit package

eliminates members' financial incentives to undergo hospitalization.
Kaiser hospitalization rates in California differ markedly from the state-

wide experience : On an age-adjusted basis, the average Kaiser member
spends only about three-fourths as many days per year in the hospital as

does the average Californian.
A similar conclusion about hospitalization rates was reached by a study

of Federal employees covered under various insurance plans.' The study

found that, in every age category, nonrnaternity hospital days per person

covered under Blue Cross exceeded by at least 50 percent the days per

year for those covered under a variety of prepaid group practice plans.

All studies that have compared hospitalization rates under various in-

surance plans have not found such favorable results for the prepaid group
practice plans.4 But, although there is notunanimity, the great preponder-

ance of evidence indicates lower hospitalization under the group practice

plans. The inference that this result is obtained by reducing unnecessary
hospitalization is buttressed by the uniform finding that tonsillectomy rates

arc lower in group practice. Hospitalization rates for all types of surgery

are generally lower under group practice, but again the finding is not

unanimous.

3. Variations in the Quality of Care. Poor hospital care wastes both

lives and resources. Unjustified surgery, imprcper diagnoses, and poor

treatment can prolong illness, lead to complications, and sometimes result

in avoidable disablement or death.
At its best, hospital care in the United States is probably the best in the

world. Moreover, the medical and hospital professionals have, through

voluntary efforts, initiated programs to try to upgrade the quality of

George S. Perrott, "Utilization of Hospital Services," American Journal of Public

Health, vol. 56, No< 1, January 1966.
A. Donabedian, A Review of Some Experiences with Prepaid Group Practice,

Bureau of Health Economics, Research Series No. 12, Ann Arbor, Michigan, 1965.
This publication reviews and compares previous studies made of prepaid group

practice.
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pedical care. The Joint Commission on Accreditation of Hospitals is the

only voluntary organization in the world which is continually attempting

to upgrade the quality of medical care in all hospitals. Unfortunately,
deviations from best practice still exist in a large number of institutions.

Except for the voluntary program of the Joint Commission on Accredi-

tation of Hospitals, which sets minimum standards, there is no other
4stematic evaluation of quality of care in the United States. Thus, it is
impossible to make generalizations about the level of care provided in hos-

pital& Nevertheless, a sufficient number of ctudies of care have been made

to demonstrate the existence of substantial variations among hospitals in

the standards of practice. Results from a representative sample of these

studies are cited below:
1. Using chart review by expert consultants, a study was made of the

quality of care provided in two major teaching affiliates of medical schools

and two community hospitals. Evaluations of care were made in three

categories, medicine, surgery, and obstetrics/gynecology. The percentage

of cases considered by the expert raters to have received fair or poor

care in the two teaching hospitals as compared to the two community
hospitals are as follows : Medicine-46 percent versus 74 percent; sur-
gery-39 percent versus 60 percent; obstetrics/gynecology-50 percent

versus 74 percent. Since the precentages are the result of personal value

judgments, the absolute levels may not be significant, but the differ-
ences evident between the ratings of the teaching hospitals and the

community hospitals appear highly significant.5
2. As a prelude to a medical audit, a very careful evaluation was made

of all major female pelvic surgery cases done in a community hospital.

Of the total operations performed that resulted in castration or steriliza-

tion during a 26-week period, only 30 percent of the operations were
judged to be justified. This compared to a justification rate of 76 percent

in two teaching hospitals.°
3. In a study of the quality of hospital care received by Teamster Union

families in the New York City area, expert clinicians reviewed the
medical records of a random sample of 430 patients admitted to 98
different hospitals during May 1962. In the opinion of the reviewing

surveyors, only 57 percent of the admissions considered received "opti-

'Leonard Rosenfeld, "Quality of Medical Care in Hospitals," American Journal of
Public Health, July 1957. The author indicated evidence of substantial bias in one
surgery consultant's ratings in hospital C. These ratings were omitted from the tabula-

tions shown.
' Paul Lembcke, "Medical Auditing by Scientific Methods," Journal of the Atneri-

can Medical Association, Oct. 13, 1956.

.,
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mal" medical care. The variations by type of hospital and by specialty

were substantial: Eighty-six percent of admissions to voluntary hospitals

affiliated with medical schools wr ,. considered to have received "optimal"

medical care, whereas only 47 percent of the admissions to proprietary

hospitals were considered to have received "optimal" care. Eighty percent

of obstetrics/gynecology cases were judged to have received "optimal"

care, compared to only 31 percent of general medicine cases.'

The results of the studies presented here are typical of all such studies.

No objective survey of hospital care has found such care to uniformly

conform to the standards of best medical practice. Deviations from best

practice appear to be significant and widespread.

Implications for Health Manpol ;er of the Cited Problems and

Deficiences

The problems and deficiencies in hospital care that have been cited

directly bear on "the requirements for, and the availability of, health

manpower and the effective allocation and utilization of such man-

power." First of all, the increasing demands for new and existing hos-

pital services will place further strain on the already short supply of

skilled personnel. Although the introduction of new equipment and

facility designs could alleviate this strain by increasing the productivity

of hospital personnel, modernization and innovation is hampered by

the shortage of capital funds.
On the other side of the coin are the existing deficiencies in hospital

care, all of which appear to result in substantial waste of health man-

power: (1) Since personnel costs represent over 60 percent of total

hospital costs, the wide variation found in total costs primarily reflects

variations in manpower usage. (2) Unnecessary hospitalization inflates

the need for health manpower. (3) Poor hospital care increases demands

on the supply of personnel by prolonging Ares, causing complications,

and by causing avoidable disabilities that require further medical

treatment.
The following sections of this report review existing -Sorts and make

new reconunendations aimed at overcoming the problems and reducing

the deficiencies that currently exist in hospital care.

M. A. Morehead et al, A Study of the Quality of Hospital Care Secured by a

Sample of Teamster Family Members is New York City, Columbia University School

of Public Health and Administrative Medicine, New York City, 1964.
' Executive Order 11279 that established the National Advisory Commission on

Health Manpower.
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Current Efforts To Improve Hospital Care

This section discusses a variety of Federal, state, and voluntary pro-
grams aimed at overcoming the problems and deficiences in the hospital
care field.

Increasing the Supply of Health Manpower
The Health Professions Assistance Act of 1963, together with the

amendments of 1965, is a major Federal program aimed at increasing the
supply of health professionals, especially physicians. Through a variety
of mechanisms, it will provide money to assist in the construction and
operation of facilities for the training of health profenionals. It will
also provide some financial assistance to students during their period of
trainin. g.

The act envisioned a 50-percent increase in the number of medical
school graduates by the late 1970's. Initiative by kiividual medical
schools may well result in reaching this goal considerably sooner. As the
efforts to increase the output of medical schools bear fruit, the supply of
interns and residents will correspondingly increase. The numbers of in-
terns and residents seem likely to increase more rapidly than the number
of hospital patients. However, there is much concern that the foreign
medical graduates who now fill over a third of the intern-resident staff
positions are poorly prepared to accept these responsibilities and are badly
needed in their own countries. The number of such graduates may de-
crease. Also, it is probable that more and more hospitals will want interns
and residents, as they provide a relatively inexpensive means of upgrad-
ing medical service. Therefore, demand for such trainees will very likely
continue to exceed supply, particularly if their salary costs remain far
below the cost of obtaining equivalent services from nontrainee
physicians.

The Nurses Training Act of 1964 and parts of the Allied Health Pro-
fessions Act, the Vocational Education Act, and the Manpower Develop-
ment Training Act, are directed toward increasing the Nation's capacity
to train nurses. The major problem in nursing, however, does not appear
to be the lack of educational capacity but rather the relative unattractive-
ness of nursing as a career today. This is reflected in the large number of
trained nurses (perhaps more than 500,000) who are not now engaged
in nursing, in the vacancies that exist in many diploma schools of nursing,
and in the high-attrition rate among muses within the first few years after
graduation.
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There is little doubt that low salary levels have been a major factor
explaining the difficulty in recruiting and keeping nurses. In the past,
nursing salaries have lagged far behind those available to women in secre-
tarial and other positions requiring far less training. Recently, however,
nursing salaries have risen rapidly (increases of 25 percent were not un-
common during 1966) , As a result of these increases, it seems likely that
some of the difficulties experienced in obtaining qualified nur.,es will
disappear. It is the belief of this Panel that hospitals, in raising the salaiy
levels for nurses, are taking the most effective possible step to alleviate the
nursing shortage and that they should be supported in this effort by
insurance organizations and by all levels of government.

Financing of Hospital Construction and Modernization
The need for Federal support of hospital construction in our nation

was recognized following World War II with passage of the Hill-Burton
legislation. Through the intervening years, the Hill-Burton Act and the
Hill-Harris amendments of 1964 have provided a substantial stimulus
for hospital construction in the United States. In any one year, however,
the Hill-Burton Federal share of the total hospital construction dollar
has been less than 15 percent. The remainder of the money was provided
by local and state governments, community resources, and in certain
parts of the country, by conventional lending institutions. Most of the
Hill-Burton assisted construction was in rural areas of the Nation, and
until the Hill-Harris amendments of 1964, did not include provision for
modernization. Even now, modernization funds are small when com-
pared to need.

Funds from all levels of government arc currently financing only one-
third of medical facilities construction, and the prospects are not high
for new Federal loan or grant programs that would significantly alleviate
the shortage of capital funds. A Public Health Service survey, which
inspected the physical condition of individual hospitals, resulted in an
estimate that $10 billion would be required to modernize and replace
obsolete hospital facilities throughout the Nation. On the basis of this
egtimate a 10-year, $1 billion per year hospital modernization program
was submitted to Congress in 1966 by the Department of Health, Edu-
cation, and Welfare, but it was not approved and has not yet been
resubmitted.

Currently, hospitals finance about one-third of hospital construction
out of retained income and commercial borrowing. Under the current
policies of Blue Cross and the Federal Government, the possibilities for
increasing the amounts of funds obtained in this manner appear limited.

\
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The trend is increasingly toward payment only of incurred costs, provid-

ing little or no margin of assurance to commercial lenders. Furthermore,
there is currently discussion within Congress of changing the Medicare
and Medicaid reimbursement formulas so that all payments for deprecia-
tion go into a fund managed by a planning agency of the state. Although
this would not reduce the funds paid by the Federal Government, it
would undoubtedly reduce the borrowing ability of individual hospitals.

In short, there are no existing programs and little certainty of any new
programs that will substantially increase the supply of capital funds
available to meet the needs of the hospital sector.

Improving Integration of Medical Care Facilities
The most significant recent development in the effort to achieve better

integration and to avoid needless duplication of medical care facilities is
the emergence of voluntary areawide planning councils. Since 1962,

about $5 million of Federal funds and $8 million of local money has been

spent to support areawide planning. During this period of time there has
been a remarkable expansion in the number of planning councils. At the
end of 1966 over 50 percent of the metropolitan areas with populations
of 250,000 or more had established planning councils. In metropolitan
areas of 1 million or more population, all except one had established
formal planning organizations.

In most cases, disapproval of a project by a planning agency cannot
prevent its implementation, although it may make it more difficult for
the institution to obtain funds from philanthropists or commercial lenders.
Only in New York State is the approval of the planning agency a pre-
requisite for implementation.

The voluntary planning movement is young and its role in improving
health care is still evolving. Initially, most planning councils were pri-
marily concerned with halting unnecessary construction and discouraging
small facilities in metropolitan areas. Today, the emphasis of most
planning councils has shifted more toward acting as a locus for com-
munity planning to improve health services and as an agency for the
collection, anal*, and distribution of information relating to the supply
of and need for medical care facilities in the locality. Although thus far
the work of the planning organizations has been uneven, increasing

sophistication is developing.
Voluntary planning councils can provide information that was not

previously available and furnish a forum for the interchange of ideasand
plans among cooperating institutions. By these means, they can greatly

assist in constructively channeling the sincere desires of many institutions

288-858 0-88----10
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to improve the scope and quality of health services available to their

populations. The planning councils depend upon good will and persuasion

for success. Most of them do not have legal authority to make their
decisions binding, and there is no consensus that such authority would

be desirable. The activities of plaming councils are generally not directed

at obtaining compliance with minimum standards but rather in assisting

institutions whose aspirations lie far above enforceable minimums of

performance. Although legal authority could insure minimum com-
pliance, it might also result in loss of support from voluntaxy agencies

and professions that would resent and circumvent coercion. The losses in

such an event might well outweigh the gains.9

The Hill-Burton program envisioned a significant role for state
planning agencies in shaping the growth of hospital facilities. For a

number of reasons, the influence of Hill-Burton planning agencies was

limited. Currently, the Federal Government is making a new effort to

increase the stature of State planning agencies. Under Public Law 749,

Federal funds are being disbursed to aid States in formulating overall

health plans, and it is envisioned that by 1970 all Federal categorical

funds will be given to the States to be disbursed according io the plans

they have developed. The relationship between voluntary planning ac-

tivities and the new statewide health planning agencies being created is

yet to be resolved. Further, the planning relationships between Public

Law 89-749 and the Regional Medical Programs (Heart, Cancer, and

Stroke legislation) remains to be defined.

Improving Management in Hospitals
During the past few years, there has been rapidly increasing participa-

tion in voluntary programs directed toward the improvement of internal

operations of health facilities. Modern managementtechniques, including

industrial engineering and other management sciences, are being applied

with increasing frequency. The Management Review Program of the

American Hospital Association and also its Hospital Administrative

Services Program are beginning to provide data that allow individual

administrators to compare their operations with others in the field. The

Commission on Administrative Services for Hospitals in Southern Cali-

' George Bugbee, The Areawide Health FacilitiesPlanning MovementDimensions,
Purposes and Values. Paper presented at the Institute for the Staff of Areawide

Hospital Planning Agencies, Center for Continuing Education, University of Chicago,

Dec. 13, 1966. This line of reasoning, as well as much of the other information on
areawide planning, comes from Eugbee's paper.

(
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fornia is an example of a hospital-supported organization that is applying
industrial engineering techniques to the hospital field.

Modern data processing techniques are also being used to assist hospi-
tals in improving the standards of medical practice. The Commission on
Professional and Hospital Activities collects, processes, and returns data
on medical activities to member hospitals. The reports produced by this
organization can greatly simplify the job of medical review committees.

As a result of Medicare requirements, most hospitals now have a
utilization review committee, whose task is to review cases to determine
whether hospital admission, length of stay, and use of services were medi-
cally appropriate. The Commission on Professional and Hospital Activi-
ties also provides reports that can assist these committees.

A major shortcoming of all of these programs is that success depends
entirely upon the initiative of individual hospitals, and the programs
contained no rewards or penalties to encourage such initiative. The
programs assist those hospitals already strongly motivated to do a better
job, but they have little effect in hospitals where the management and
medical staff are poorly motivated. Existing programs offer little promise
of raising the efficiency and standards of practice in such "problem"
hospitals.

_

Recommendations

The recommendations of this panel fall naturally into three sections.
Section I contains major recommendations directed at reducing the ex-
tent of deficiencies in hospital care and, at the same time, allevilting the
shortage of capital financing. Section II relates these recommendations to
current and proposed programs in the hospital field. Section III contains
recommendations less general in their implications than the previous
ones but that deal with problems whose solution is important to the hos-
pital care field.

Section I. Major Recommendations

A. Third-Party Payments to Hospitals.
1. Third-party payments should contain rewards for efficiency, and

ultimately, they should conform to the basic principle of equal payment
for equal service to all hospitals in a locality, rather than payment to
each hospital of its cost of providing service.

2. Third-party payments should reflect the standards of care provided
by individual hospitals and should be structured to provide incentives tl
hospitals to raise their standards of care.

,
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3. Net income and depreciation generated from operations, together

with loans obtained from commercial sources, should constitute the
primary source of capital financing for hospitals; therefore, on the

average, third-party payments should exceed costs sufficiently to allow
the better hospitals to obtain adequate financing to expand and mod-

ernize their services.
4. The Medicare and Medicaid payment formulas should incorporate

the three principles stated above, and their adoption by all insurance or-
ganizations should be an objective of Federal and State policy.

Discussion.We believe that the current methods of reimbursing hos-
pitals have two major defects: ( 1) They make no distinction as to the
quality or the efficitncy of hospital operations; (2 ) they do notallow the
hospital sector to obtain sufficient funds to meet its needs for sKpansion

and modernization.
Payment to hospitals for services on the baRis of either cost or charges

does not provide any incentives for hospitals to increase their quality
and productivity, nor does it provide any penalty to those hospitals
which provide relatively poor care at relatively high cost. Inferior hospi-

tals are as able to survive and prosper as the best.
The reimbursement formulas for Medicare, Medicaid, and most Blue

Cross payments do not reimburse hospitals at a level that would allow

them to generate substantial net income for modernization and expan-

sion. Inability to expand and modernize affects the quality of care that

an institution provides. It also discourages investments that would reduce

costs and conserve on scarce manpower. In combination with a payment

system that rewarded excellence and penalized inferiority, increasing the

flow of capital funds into the hospital sector would yield large benefits.

Hospital operations are so labor intensive that small savings in personnel

will compensate for large invesnents in equipment and plant. A reduc-

tion in operating expenses of 15 percent would more than compensate
over the long run for a doubling of capital investment.

We have no ultimate answer on how best to improve hospital pay-

ments. We do believe, however, that immediate steps should be takm

to introduce improved methods of payment on a large-scale, experi-

mental basis. No amount of research and paperwork evaluation will

provide the necessary information to design an optimum method. Im-

proved, workable payment systems can only be developed through actual

experience. Some experiments may not be entirely successful, but if



REPORT OF THE PANEL ON HOSPITAL CARE 145

reasonable prudence is exercised, the benefits from the experiments
should outweigh the dangers.

A further point that needs to be emphasized is that although new
payment methods may not be perfect, neither are the present ones. New
methods should be evaluated in comparison with existing ones, not in

comparison to some theoretical ideal. Present methods of payment have
sufficient deficiencies so that great improvement is possible without at-

tainment of perfection.
The fundamental prerequisite for introducing beneficial incentives

into hospitals is systematic evaluation of the standards of care. When
payments provide incentives for efficiency, the level of net income will
depend upon the hospital's ability to control costs. If a hospital lowers
its cost, it receives more net income. The danger that must be guarded
against is that costs may be controlled by reducing quality of care or
community service instead of increasing efficiency. Thus, an essential
part of the payment system must be sufficient reward for increased
quality and community service to make it unprofitable to a hospital to

cut corners to achieve increased efficiency.

The medical review groups discussed under the next recommenda-

tion can serve as the core of the system for evaluating the standards of

care. They cannot, however, merely decide whether a hospital's stand-
ards of care are satisfactory or unsatisfactory, since the "satisfactory"
category would necessarily be so broad as to allow unacceptable deterio-
ration of service without penalty. To provide sufficient safeguard against
quality loss, it will probably be necessary to have three or four categories

of satisfactory care. Initially, evaluations must rely heavily on expert
judgment; and ratings that contain an element of judgment, even expert
judgment, are always susceptible to criticismbut so also is the present

absence of any systematic evaluation of care. Although difficult, a satis-

factory evaluation system combining objective standards and expert
judgment can be developed. The more weight that can be given to objec-

tive standards, the better, and vigorous efforts should be made to develop

improved methods for objective evaluation.
As the standards of care in a hospital improve, the level of payment

should rise by more than enough to compensate for the reasonable cost of

improvement If the payment system is structured in this manner, it can

provide incentives not only for increased efficiency but also for increased

quality.
An ultimate goal to strive for in the payment for hospital services is the

payment of equal amounts to all hospitals in a locality for an equal

i
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quantity and quality of service. If this goal were attained, hospitals pro-

viding equal service at a lower cost would have a larger net income, and

high-cost hospitals, a smaller net income. Because of the differential flow

of funds among hospitals, over the long run, the most efficient and best

would prosper and expand, while the poorest and least desirable would

become a diminishing portion of thetotal hospital sector.

We recommend that payments that include incentives for quality and

efficiency exceed average costs sufficiently so that the net income gener-

ated in the better hospitals will make a substantial contribution to meet-
-

ing their needs for expansion and upgrading of services. It is to be em-

phasized that although the payments will exceed the average costs of

hospital services, there will be a considerable and desirable variation

among hospitals. The more successful hospitals (in temis of quality and

cost) will receive a larger net income, and those providing poor care at

high cost will receive a smaller and possibly negative net income.

The amount by which payments should exceed average cost is a matter

which will require extensive study. In part, the answer should depend

upon how closely the payments meet the criterion of equal payment for

equal service. If they come reasonably close to this goal, the margin of

payments over average cost should be large enough to provide the basis

for meeting the normal capital needs of the hospital sector. This would

imply a margin sufficiently large so that net income, commercial borrow-

ing made possible by the anticipated future net income, and depreciation

funds are adequate for the better hospitals to expand to meet muchof the

growth in demand for services. Even assuming improved efficiency and

control over utilization, given the magnitude of the anticipated increase

in the demands for hospital care, payments would probably need to

exceed average cost by 8-12 percent. Although this may seem like a large

amount, it is less than the rise in 1966 alone of hospital daily charges.

Suggested approachesWe present below several possible approaches

to improving hospital payments. None of the approaches is meant to

be defmitive. They are intended to illustrate the range of opportunities

for, as well as the obstacles to, instituting new methods of hospital

payment.
(1 ) One possible payment method that would reward hospitals for

higher standards of care and provide incentives for efficiency is as follows :

Local groups of the evaluation system would have the responsibility of

placing local hospitals in a limited number of categories. The basis for

categorizing the hospitals would be the standards of care and community
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service provided by the institutions. Participation in the evaluation system

would be voluntary, but hospitals not participating would automatically

be placed in the lowest category. .

Payments to hospitals would be on the basis of audited costs, but would

incorporate a variable incentive payment (VIP) , The VIP would be a
percentage figure and its size would depend upon the categorization of
the hospital on the basis of its standard of care. In the category for the
lowest standard of care, the VIP might be set equal to zero, and in the

highest category might be as high as 15 percent.
Tayments to an individual hospital would be based on last year's cost,

its VIP, and the average increase in per diem ( or per case cost) during

the current year in an appropriate group of hospitals. In symbols, the

payment would equal C( 1+VIP+R), where C is the hospital's cost last

year and R is this year's average rise in cost in the group of hospitals.

The more rapid the rise in cost within an individual hospital, relative to

the rise in costs within the comparison group of hospitals, the smaller will

be its net income. For example, if a hospital's VIP is 10 percent and its

increase in cost just equaled the average, it would receive payments equal

to cost plus 10 percent. If its cost were to rise by more than 10 percentage

points above the average, its payments would be less than its cost.

This method of calculating the magnitude of payments has the effect

of accepting the level of costs in each individual institution in the first

year, and then rewarding each hospital proportionately to its relative

success in holding down future rises in costs. Although the standards

of care are assured by the review groups, it would also be important to

guard against illusory increases in efficiency that arose from a shift

in case mix towards easier cases. Still, the approach has the strength of

simplicity of implementation together with the creation of strong incen-

tives for reducing costs and raising standards of care. Its major deficiency

is the favored position of hospitals that have unjustifiably high costs at

the time the incentive payments begin (since such hospitals have more

room to lower cost than the already efficient ones). Coincidentally with

implementing an incentive payment plan of this nature, work should be

begun to improve the basis for calculating the VIP.

(2 ) Another approach to calculating the payment level is as follows:

A point rating system would be developed to classify hospitals into

groups rendering equivalent ranges of services. The basic payment

within each group would then be set equal to the average cost of care

(per day or per case) within its group; to this basic payment would

be added a VIP that would vary with the individual hospital's stand-

o
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ard of care as determined by the medical review groups. Hospitals pro-
viding better care would receive a higher pexentage VIP, as in the
previous proposal. This approach would result in paying thesame amount
to all hospitals providing the same standards of care and equal or
equivalent scope of services.

The point rating system could be determined at a national level, with
some flexibility allowed to local groups in applying it The points would
need to be related to the cost of providing services, so that hospitals
could not move to an unrealistically high group by adding a clever mix
of minor services. The point rating system would need to be sufficiently
sophisticated to be acceptable to third-party payors, but not so com-
plicated as to be unworkable. There would also need to be local
advisory groups acting as courts of appeal for the obvious problems that
would arise.

The assumption that underlies this approach is that the range of serv-
ices provided by an institution is one of the most important determi-
nants of cost, so that hospitals in a locality offering equivalent services
with the same standards should have the same cost. The problem of
case mix variation would still remain, but perhaps this could be handled
on an adjustment basis. The point rating system clearly will go a long
way towards placing hospitals into truly comparable groups. The system
may also ease the problems of arriving at equitable determinations of
the standards of care, since it may prove to be acceptable to make
separate determinations within each point class. The point rating
approach has a number of attractive features. Whether it does provide
for truly equitable payments to hospitals cannot be determined without
further exploration. The approach appears promising enough, however,
to deserve this additional exploration.

(3) Still another approach would be to accept the criteria of equal
payment for equal service and to provide incentive payments only for
those services where there was reasonable assurance that this criteria
could be met. This would involve a slow and piecemeal shifting from
the present cost-based reimbursement to incentive payments. Initially,
a small number of well-defined services or treatments would be chosen; for
example, certain laboratory or radiology procedures or the treatment of
specific orthopedic or surgical cases. The hospital would still be categor-
ized according to the standards of care, but the evaluation would apply
only to the services covered by the incentive payments. Careful studies
would be made to determine the reasonable costs of providing the chosen

z'
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services. All hospitals would receive the reasonable cost plus a VIP that
varied with the standard of care within the individual hospital.

As assurance was gained that the methodology was working well for
the chosen services, new services would be brought under the incentive
payment plan. Those services not covered by this plan would continue
to be reimbursed on the basis of cost. It will almost certainly be im-
possible to apply this approach to all types of patients and hospital
services, but if a sizeable portion of them can be included, it should have
a beneficial effect on all operations in thehospital.

The advantage of this last approach is that the incentive payments
are applied only when there is confidence that they appropriately reward
hospitals on the basis of actual perfonnance. Its disadvantages are the
difficulty of developing the necessary methodology and the slow rate of
implementation.

The approaches discussed above are meant only to be illustrative.
These and other approaches should be analyzed, experimented with,
and evaluated. It is neither possible nor important to settle on the details
of a payment system at this time; what is important is to accept the
basic principles of incentives for efficiency and high standanis of care and
to begin to incorporate them in large-scale experiments.

B. Evaluation of the Standards of Hospital Care.
1. The Federal Government should finance the development of but

not operate a nationwide system for the evaluation of the standards of
hospital care.

2. An experimental and flexible approach should be used in the de-
velopment of the evaluation system, but the major role should be assigned
to local, community groups. Agencies of state governments should super-

vise the activities of the local groups and should provide the channel *If

communication to Federal agencies concerned with the evaluation system.
3. The evaluation system for the standards of hospital careshould pro-

vide the mechanism discussed in Recommendation A to adjust hospital
reimbursement payments to reflect the standards of care in individual

hospitals.
Discussion.The recommendations for the development of a system

for the evaluation of standards of hospital cue reflects the belief that the
absence of such a system is at the heart of most of the major deficiencies

in hospital care today. Without systematic evaluation, medical staffs can-
not be held accountable for the quality of practice, payments to hospitals

cannot properly reward efficiency and excellence, nor can unnecessary
hospitalization be detected and minimized,
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As things now stand, medical staffs of . hospitals are accountable only

to themselves. In many hospitals, there is little review of the medical
practice of individual physicians. Maintenance of high-quality medical

practice is the responsibility of the medical leadership of individual *hos-

pitals. Depending upon the caliber of that leadership, standards of prac-

tice may be excellent or they may be very inadequate. The hospital

trustee does not generally have the knowledge to question the standards

of the medical staff, and if the hospital administrator does have such
knowledge, he generally lacks the authority to make effective use of it.

As a result, there is a wide variation among hospitals in the quality of

care provided.
A systematic means of evaluating the standards of care in hospitals

is also essential to realize the full benefits that meaningful competition

among hospitals would produce. In r. _ast markets, competition insures
that the efficient will prosper and the inefficient will eventually go out

of business. But, the consumer's ability to make intelligent choices among

goods and services of various price and quality is crucial to the effective

operation of a free, competitive market Only then does the price mecha-

nism. act to reward excellence and penalize inferiority. A firm that pro-
duced the equivalent of an economy sedan and tried to sell it for more

than the price of a luxury automobile would not remain in business very

long. People would be well able to judge which car represented the
better value. But, in the hospital field, they are unable to make such
evaluations. The result is that high- and low-cost producers of equiva-

lent hospital care can and do coexist within the same community.

As individuals, the consuming public will never be able to make in-

telligent choices among variously priced hospita, e. Third-party pay-

ers, however, do have the potential for making such choices. To do this,

though, they must know to what extent differences in price reflect dif-

ferences in the standard of care provided. A system for the collection and

evaluation of information on the standards of care in hospitals is, thus,

a prerequisite for payments that are closely related to the value of the

services purchases (see Recommendation A).
Evaluation of the standards of practice will also automatically detect

many cases of unnecessary hospitalization. If such cases can be routinely

detected, a number of avenues for reducing their incidence are possible

(also see Recommendation C).
Although the value of a system for evaluating the standards of hos-

pital care is clear, the best design for the system and the best method

of achieving it appear much less certain. Research and experimentation

_
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w X be essential in the development of the system. At this time, it is im-
possible to spccify what final form the system should take. We believe,
however, that certain principles should be considered in formulating a
development plan:

1. Ultimate responsibiiity for raising the standards of care should lie
within the individual hospitals. Groups or agendes outside of the hos-
pital should not have authority to review the practice of individual
physicians. This should be a function conducted by the staff of the
physician's hospital. Thus, records and information provided to review
bodies should not identify (except by code) the work of individual
physicians.

2. The primary review bodies should be_ located within the com-
munity, and their membership should be drawn largely from the medical
profession within the area. It is probably appropriate to include in the
membership representatives of local government, local hospital associa-
tions, and representatives of the relevant state agencies. To be effective,
the local groups will require a f all-time, salaried staff.

3. Each state should have an agency to assist and supervise the
activities of the local grouprand to provide a channel of communication
to Federal agencies concerned with the evaluation system.

4. The primacy role of the Teederal Government in the evaluation
system should be to provide financial support and to assist in the de-
velopment of techniques for collecting and processing of information for
the review bodies.

5. For the evaluation system to be effective in terms of improving
the standards of care, information generated by the system must be re-
flected in the level of payment's to hospitals. One manner in which this
could be done is discussed in Recommendation A.

The panel realizes that the proposal for a nationwide system for
evaluation is a revolutionary one. We harbor no illusions about the cLf.
ficulty of developing a workable and acceptable system. Neither do we
expect that the development piocess will be a short one. But, we do be-
lieve that even before it is perfected, such a system will yield valuable
benefits, and therefore, it is important to begin developing such a system
immediately.

C. Prepaid Comprehensive Health Care.
1. It should be Federal and State policy to encourage the growth of

institutions that provide comprehensive (hospital and physician) health
care on a prepaid as well as on a fee-for-service basis.

,
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2. As part of this policy, Medicare and Medicaid payments to orga-

nizations that provide prepaid, comprehensive medical care and that

meet quality standards should permit these organizations to share part

of any savings they achieve by superior control over hospital utilization.

3. The Federal Government should sponsor experimental programs

aimed at achieving the benefits of comprehensive care outside of prepaid

group practiceplans.
Discussion.Previous recommendations provide incentives for those

who manage hospitals to improve productivity and the quality of care

in their institutions. They do not directly provide rewards for physicians

who conserve on scarce hospital resources. This defect does not exist in

prepaid comprehensive health care plans. Because the physicians in

such plans receive fixed payments from members irrespective of the

quantity of medical care provided, strong incentives exist to avoid un-

necessary medical care. Every Federal report since the Hoover Com-

mission studies of the 1940's has recommended that the Nation move

toward the provision of comprehensive medical care. The study of the

Kaiser Foundation Health Plan sponsored by this Commimion indicated

the potential for sizeable savings from providing more care on a prepaid

basis. The other studies cited in a previous section also found sizeable

economies under such plans. It is our belief that the majority of savings

achieved by such plans appears to derive from an incentive structure

that reduces hospital udlization rather than from the economies of large-

scale group practice. .

For these reasons It appeatspossible that much of the economy achieved

by the existing planscould equally be achievedby small groups who agree

to provide care on a prepaid basis. Such prepaid plan must meet, in

equal measure, the quality standards set forth for hospital and physician

care on the fee-for-service basis. To encourage the provision of care on

this bais, we recommend that Medicare and Medicaid base their pay-

ments to organizations providing prepaid care on their costs of coveting

similar people who receive fee-for-service care. If the economies are as

large as many studies indicate, this would mean a substantial raise in pay-

ments to such organizations, and this would create considerable in-

centives for physicians to accept the responsibility for care on a prepaid

basis. The formula for calculating payments for prepaid care should,

of course, be detennined in a fashion that allows the Government to

share in any savings that accrue from the spread of prepayment.

We also believe the Federal Government should sponsor experimen-

tation aimed at replicating the advantages of prepaid group practice
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plans in other insurance plans, such as Blue Cross-Blue Shicld. The de-

sign and implementation of such experiments would be difficult, but they

should be possible with the aid of the Blue Cross Association and the

cooperation of the management of a major Blue Cross-Blue Shield plan.

The Fedral Government will need to agree to underwrite the programs

and cover possible losses.
In addition, other experiments should be attempted. Appropriate

financing could provide for the development of a true echeloning system

for the delivery of health care within a limited geographical area. Proper

planning could insure the interrelationship of Federal, state and com-

munity institutions along with groups of physicians in the provision of

comprehensive medical care. An interrelation of the authority provided

under Medicare, Heart, Cancer, Stroke legislation and Public Law 89-

749 could result in interesting experiments on comprehensive medical

care. The panel realizes the difficulty of initiating such programs but

feels that they would be of great value.

Section IL Related Recommendations on Current or Proposed

Programs

A. Planning.
1. Development of local, State, and regional planning associations

should be encouraged, and the Federal Government should continue to

provide support for voluntary areawide planning councils.

2. Widespread use of franchising power by planning agencies should

be deferred while current experiments with such authority are watched

and evaluated.
3. Federal support for health planning agencies should be structured

to encourage them to integrate their activities with overall ^-ommunity

planning efforts.
Discussion.Health care resources are manpower, organizaLons, and

physical facilities. The problem of improving health care is one of im-

proving the allocation of health care resources to meet known or fore-

seeable demands for care. Historically, the configuration of organizations

and facilities has not been controlled by the needs of the total population

to be served, but rather by those of special interest groups. The acceptable

numbers of health organizations and facilities have been informally

selected on political, religious ethnic, philanthropic, or profitmaking

bases,.
The growth of planning agencies represents an attempt to provide a

more rational means of deciding upon the allocation of health care re-
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sources. Planning associations have been developed at the regional, state,

and local levels. It is important to distinguish among these levels in dis-

culling the potential contribution of planning agencies.

At the local level, planning councils make important contributions by

acting as sources of information and by assisting cooperating institutions

to more effectively meet the health care needs of the population. Al-

though it is not now common, they also could and should provide val-

uable inputs to agendes concerned with planning for meeting the overall

future needs of the community. These services, if effectively provided,

more than justify the cost of operating the local agencies.

Local planning commis do not generally have legal authority to apply

sanctions or to prevent projects of which they disapprove. They are gen-

erally concerned with encouraging performance far above enforceable

minimums, and such legal authority is probably not desirable. On the

other hand, State planning agencies may be concerned with enforcing

minimum standards, as well as formulating plans to guide the disburse-

ment of State and Federal funds. In such agencies, some legal authority is

clearly required, but the panel is skeptical of the value of giving these

agencies the authority and responsibility to approve individual hospital

projects.
'The skepticism about the value of "franchising" is based on both

practical and empirical grounds :
First, it is difficuk to believe that the public would accept a law which

prevented, for example, a religious group from building a new wing on

their hospital with their own funds.
Second, reductions in capital spending achieved by such planning

agencies would not represent a major economy in the provision of

hospital care. Capital costs are only a minor fraction of the total costs

of hospital care. Depredation plus interest on capital accounts for only

10-15 percent of the total costs of hospital operation; thus reducing

capital costs by 10 percent would reduce by les than 2 percent the total

operating costs of the hospital.
Finally, if planning agencies are given franchising or other control

authority, the quality and extent of hospital services available to the

community becomes entirely dependent upon the ability and integrity

of these associations.
Thus, although we believe that planning agencies have a useful role

to play, we believe that major reliance for improving the efficiency and

quality of hospital care should be placed on altering the incentive struc-

ture as discussed in Section I.
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Regional planning efforts, such as those envisioned under the Regional
Medical Program, are still in ay. early formative stage. For some time
to come, it seems likely that their major functions will be in coordinating
plans for the disbuisement of Federal funds for regional programs and
to provide a means for state agencies to exchangeinformation.

B. Capital Financing.
It The principal channel for diisbursing Federal funds to meet hospital

capital needs should be the vaziable incentive payment mechanism
described in Recommendation A of Section I.

2. Federal grants and lows should be provided to hospitals only to
meet extraordinary needs (such as the needs of some large urban cen-
ters to completely overhaul their hospital facilities) .

3. Before initiating a major program to modernize the hospital sys-
tem, the Federal Government should undertake a careful study to
determine the criteria to use in deciding whether it is more economical
to build new facilities or to modernize old ones.

4. Current local and state sources of capital funds for hospitals should
be preserved.

Discussion.Because the incendire payment system described pre-..
viously will provide incentives for efficiency as well as funds for expansion
and modernization, the Federal Government should make it the primary
means of dispensing capital funds. The net income generated in this
system, together with the commercial borrowing that it will make pos-
sible, should suffice to meet ordinary needs for expansion and moderni-
zation. In some major urban areas and in the university teaching hos-
pitals the needs for modernization are probably so great that commercial
borrowing made possible by the change in the payment system will still
not be sufficient. The Public Health Service has estimated that the mod-
ernization needs of the Nation's hospitals total $10 billion, and it will
probably be necessaty to finance some of this through Federal and State
grants and loans.

Before undertaldng a major modernization program, however, care-
ful consideration should be given to the merits of replacement versus
modernization. When making any decision with respect to hospital con-
struction, the objective should be to minimize long-run total costs of the
hospital operation. Because capital costs are small in relation to operating
costs, the panel seriously questions the desirability in most instances of
modernization as compared to the alternative of tearing down old facili-
ties and replacing them with new and different ones. The modernization
bill previously proposed by the administration was based on the estimate
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that the average costs of modernizing and of replacing beds would be

the same. Even in cases where the costs of :replacement are much higher

than the costs of modernization, it seems likely that resulting goerating

economies will make the former alternative the better choice iwer the

long run.
Local and state bond issues and philanthropy axe currently impor-

tant sources of funds for most hospitals. The proposed payment system
will not eliminate the need for these funds. Hospital., wili still need to
borrow to meet capital needs, and State loans and locr l bond issues may

often provide the best means of obtaining such fund:. The importance
of philanthropic funds has been declining over time, and the proposed
payment mechanism will probobly diminish its importance even further.
But, it is important to note that the role of philanthrepy in terms of per-

sonal service need net and should not diminish. Thtt use of volunteers
in hospitals fulfills a real need for service and at the same time involves

the community in the general support and understanding of its hospitals.

Section III. Other Recommendations

A. Extended Care and Nursing Home Lure.
1. The medical value and economic merit of extended care service as

an adjunct to hospital care should be closely examined before under-
taking wry major government program to encourage the construction of

extended-care facilities.
2. A careful study should be made of the care of aged in hospitals

and extended-care facilities to determine the extent to which higher cost
facilities are being used unnecessarily, and to determine potential savings

in resources from extending Medicare benefits to cover skilled nursing

care.
Discussion.The Medicare law provided for a new type of service

extended-care service. The approach was to increase post-hospital con-
valescent care by providing a benefit that would permit the movement
of patients from the intensive medical- and nursing-care envin-nment of

the hospital to an extended-care facility.
The Nation has embarked on a new type of medical care without pro-

viding for evaluation of its effects of the patient, hospital, extended-care
facility, or skilled nursing home. There are serious unanswered questions

about the amount to which the use of extended-care facilities actually

reduces the overall cost (including time until recovery lE complete) of

hospitalizable illness. First, because patients transferred to extended-care
faalities are less ill than average hospital patients, they would cost
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less than the average if they remained in the acute hospital bed; thus sub-
tracting the average per diem i a an extended-care facility from the

average per diem in a hospital is not an accurate measure of the
resource savings attributable to the use of extended-care facilities.

Second, because the hospital has more resources to bring to bear on the
patient, it may be that recovery time is slowed by transferring the patient

from the hospital to an extended-care facility. Thus, on medical as well

as economic grounds, there are reasons for questioning the value of ex-

tended care as an adjunct to hospital care. It should be stressed that
these are questions for which there are no answers at this time, and such

answers should be made a prerequisite for any major Government pro-

gram to encourage the construction of extended-care facilities.
Any analysis of the value of extended care should make a clear dis-

tinction between urban and rural situations. Occupancy rates are gen-
erally low in rural areas, and extended care could be provided in general

hospital beds that would otherwise be empty. On the other hand, in
certain metropolitan areas there are already shortages of acute hospital

beds; thus construction of extended-care facilities would relieve this

shortage.
One objective of covering extended care under Medicare was to elimi-

nate the incentive for patients to remain in the hospital simply to obtain
insurance coverage. In spite of this, the length of stay for Medicare
patients in a sample of hospitals studied by the American Hospital Asso-

ciation steadily increased from about 11.2 to 13.2 days between the initi-

ation of Medicare on July 1, 1966 and February, 1967. Although the

time period is too short for definite conclusions, the increased length of

stay for Medicare patients suggests that provision of extended care, which

did not begin until 1967, may be important in reducing the extent of

unnecessary hospitalization. There will remain, however, possible over-

use of extended-care service, since Medicare provides for 100 days of

such care but pays nothing for skilled nursing or custodial nursing cue.
The extended-care benefit is intended only to provide for convales-

cence from acute conditions, not to provide long-term care; but there will

be strong pressures to take advantage of the extended-care benefits for

the full 100 days even when long-term nursing care is more appropriate.
Extending benefits to cover long-term nursing care would add to the
total costs of Medicare, but it would also mult in some savings of re-

sources by bringing about more appropriate use of the spectrum of fad-

itia, ranging from hospitals to long-term care institutions. An overall

evaluation of extended care should include a measure of the additional
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costs and the additional benefits that would result from extending Medi-
care benefits to include lon g-term nursing care.

Consideration should also be given to the requirement that extended
care facilities must be staffed and equipped to do nursing and related
care to every bed 24 hours a day, whether the particular patient occupy-
ing the bed needs it or not. As a result of this provision, extended-care
facilities cannot staff appropriately for the provision of skilled nursing
care in these beds. When there are not enough extended-care patients,
the beds must either go empty or the occupants must be provided with
care that is more expensive than necessary.

B. Design of Facilities for the Delivery of Health Care.
1. There should be Federally supported programs of research on plan-

ning methodology and the design of physical facilities for the delivery of

health care. Emphasis should be placed upon research and development
of hospital structures that are able to adapt to changes in medical science

and hospital technology.
Discussion.The content and cost of an activity is closely related to

the physical facilities in which the activity is conducted. The more com-
plex the activity, the more important it is that the design of the facility
be functionally related to the activity. The delivery of health rare, par-
ticularly hospital care, is an extremely complex task, yet little has been

done to relate the design of facilities to the functions performed in them.

The hospital is a prime candidate for research to improve its func-

tional design. Traditional patterns of hospital organization intertwine
vertical and horizontal hierarchies of professional and administrative
control. The interhierarchy communication patterns are poorly defined,

and each hierarchy replicates some of the functions of others. It has been
demonstrated, however, that good patient care can be provided in tradi-
tional settings despite their built-in obstacles and, with this empirical
justification, both medicine and managtment are loathe to commit them-
selva to experimental new forms. Architects are regularly directed to
reproduce old forms for fear that new ones may not work.

As a consequence, new hospitals use traditional designs that result in

confused and redundant traffic volumes, peaks and valleys of activity,
and wasteful duplication of effort. These defects consume labor, destroy

amenities for patients and personnel, and probably affect the hospital's

capability to handle an optimum flow of patients. They could be sub-

stantially eliminated by proper design of the facility.

A
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The rapid change that may be expected in hospital technology and
medical practice, in itself, creates a special problem for hospital design.
Physical safety of occupants requires that buildings for health care be
structurally secure, fire safe, and sanitary. Meeting these requirements
results in buildings that remain usable (and continue to be used) long
after technical and organizational changes have diminished their useful-
ness. Yet, it is clearly possible to design and build structures that permit
internal rearrangement of spaces in response to changing operations. The
British Ministry of Health and the U.S. Veterans Administration have
devoted substantial effort to this problem for hospitals. The Ford Foun-
dation has supported a major parallel effort towards flexible school build-
ing design.

It is entirely possible that changes in medical science and in the meth-
ods of delivering health care will sharply reduce the need for beds and
increase the need for diagnostic and ambulatory care services. If that
occurs, almost every hospital that exists today will face major problems
of adjusting its physical plant to the new pattern of care. Adapting to
changes in medical science and demands for care will be greatly simpli-
fied if new facilities begin to incorporate the flexibility that modern tech-
nology now makes possible.

In the last 20 years there have been great changes in the technology
of communications, transportafion, and medical care itself. Taking full
advantage of these changes will require an interdisciplinary effort to
rationalize the physical, logistic, professional, and papaprofessional com-
ponents of the health care delivery system.

Individual institutions are not financially capable of supporting the
development and testing of innovations of the type discussed here, and
no one segment of the industry now has a large enough interest to
warrant such financial support. It is, therefore, entirely appropriate for
the Federal Government to sponsor such activity.

C. Research and Demonstration in the Delivery oj Health Services.
1. A national program of research and demonstration in the delivery

of health services is urgently needed and should be developed by the
Federal Government.

2. The program should be patterned after the successful work of the
various National Institutes of Health, combining intramural and extra-
mural efforts, and include training of personnel and demonstration
projects.

3. The proposed Center for Research on the Delivery of Health
Services should be called an institute rather than a center, and be given
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a status independent of any of the bureaus or departments of the Public
Health Service.

Discussion.Throughout this report the panel has referred repeatedly
to the need for research, experimentation, and demonstration in various
approaches to the delivery of health services.

The panel strongly feels that a well-funded, aggressive, directed
research program, which takes into consideration the new technologies
now available and the experience of certain parts of the civilian commu-
nity, can provide substantial payoffs not only by improving the quality
of care, but by limiting the increasing cost of inpatient medical care.
In addition, legislation approved by the 89th Congress has offered
new opportunities for research on the organization of delivery of health

services.
It is important to mobilize and use the Nation's best resources for this

effort and this suggests action similar to that proved so successful in
the several National Institutes of Health. Both intramural and extramural
programs are indicated, using the talents and facilities in the Nation's
private hospitals, universities, and appropriate industries. Training pro-
grams are required to produce research workers, and substantial demon-
stration projects are needed to assure application of research results.

The program must have the emphasis of the new, not be just a
retread and modest expansion of the old. The effort will be large and
should not be engrafted on already overloaded bureaus and departments
of the Public Health Service. New talents and new approaches are
called for.

The new program should be an institute, not a center. In this way
its comparability to the NIH will clearly be evident. It should be free

of other responsibilities, be an attraction to research talent, coordinate
closely ( through councils and study sections made up of the Nation's
experts) with hospitals and universities. It should be an independent
unit in the Department of Health, Education, and Welfare.

D. Support for Operational Decisions in Health, Education, and
Welfare.

1. The Secretary should have available a research capability to gather

and analyze data to provide him with alternative courses of action and

their probable consequences.
Discussion.The research recommended earlier may, eventually, lead

to major changes in the way health care is delivered. It may make it better

quality, less costly, or more accessible. Or it may have few visible

consequences.

1

1
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The Secretary of HEW has to make, in the meantime, daily opera-
tional decisions regarding the health care which his Department buys
or arranges for under Titles 18 and 19, Children's Bureau, Public
Health Service, etc. To make such decisions, and to help him judge
between alternative solutions and competing organization jurisdictions,
the Secretary should have operational research capabilities independent
of his constituent departments. The Office of Assistant Secretary for
Program Coordination has performed such functions within its limited
staff and resources. The panel foresees the need for a marked expansion
of this sort of service to the Secretary.

Appendix

An Analysis of Patient Costs in TwelveDistinguished Hospitals
The cost per patient day has been widely used as a measure of the

cost of hospitalization. In 1965, the national cost per patient day aver-
aged $44.48, and the variation by hospital size category ranged between
$36.76 and $48.93. The differences in costs among individual hospitals
are often very large.

To explain these variations in the cost per patient day, arguments
have been made that the lack of uniformity in services among hospitals,
the varying scope of services offered to the patient, differences in staff-
specialty mix, cost differences between accredited and nonaccredited
facilities, and wide variations in salary expenses account for the differ-
ences. The implication is that if uniformity in these factors could be
obtained, the remaining variations would be small.

The following analysis of cost per patient day was undertaken to
provide insights into this issue. All hospitals selected are in the class of
"distinguished" hospitals; all are recognized as providing unexcelled
services, with the quality of staff considered almost equivalent

Statistical information for the month of September 1966, was ana-
lyzed, and is summarized in tables 1 through 3. The total expenses per
patient day are shown for four broad cost categories; general service-
associated costs (administration, health and welfare, dietary laundry,
housekeeping, and plant), patient-associated professional service costs
(medical and surgery, pharmacy, laboratortee, etc., except nursing),
nursing costs and, finally, training associated costs (intern and resident
service and nursing education). Outpatient clinic costs are considered
separately.
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Table 1 ranks the hospitals by cost per patient day. The average
total cost per patient day is approximately $83 with the variation rang-
ing from $54.10 to $111.53a twofold factor. The range in the cost
per outpatient varies between approximately $3 to $12.

In an attempt to remove the influence of variations in salary and fcc
expenses, cost-of-living consideration, etc., an average total wage was
calculated for each hospital. The lowest average wage rate was applied
to the total employee hours for each hospital to derive a revised total
salaries and fees. To the revised total of salaries and fees, the other
direct expenses were added to obtain a revised total expense. This figure
was used to obtain a revised cost per patient day. Table 2 summarizes
the results of this analysis, and the revised ranking is also shown. While
the ranking of the hospitals change, there is still a twofold variation in
the cost per patient day.

An attempt was made to assess whether the variations of the costs
per patient day could be attributed to the size of the hospital. Figure
1 shows that no relaticn can be discerned between cost per patient day
and hospital size.

* * * * * * *
In summary, while the analysis was limited to a small sample of hos-

pitals, several conclusions are evident:
1. Hospitals generally rendering the same scope and quality of

services have a large variation in costs per patient day.
2. For these hospitals, differences in salaries and fees do not ex-

plain the variations in costs per patient day.
3. Differences in the size of these hospitals do not explain the varia-

tion in costs per patient day.
Consequently, the variation in cost may be attributable to varying

efficiencies of hospital planning, management, and plant.

..
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TABrz 1.-Ranking of hospitals by cost per patient day

163

Cost per patient day Cost per
Ranking Percent outpatient

Total General Patient Nursing Training occupied visit
service associated associated

I $51. 10 $18. 94 $17. 37 $16. 38 31. 41 75. 9
2 . 64; 40 19. 06 26. 47 17. 19 1. 68 78. 2
3 65. 60 25. 11 26. 62 11. 26 2. 61 74. 5
4 68. 32 26. 23 25. 35 12. 37 4. 37 82. 3
5 79. 97 34. 07 27. 59 15. 51 2. 80 72. 0
6 . 80. 01 32. 34- 28. 25 15. 85 3. 60 90. 9
7 85, 05 27. 13 29. 51 19. 90 8. 51 76. 4
8 90. 90 35. 90 35. 91 17. 73 1. 36 75. 0
9 92. 54 36. 00 33. 59 18. 60 4. 35 79. 1

10 94. 43 35. 13 35. 60 19. 55 4. 15 76. 8
11 97. 13 39.43 28. 85 22. 53 6. 31 76. 4
12 111. 53 33. 91 52. 87 18. 85 5. 90 85. 7

$4. 00
NA

2. 97
8, 49
5. 01

11. 91
2. 51
2. 43
4. 16
3, 85
4. 74
3. 35

T ABLE 2.-HosIttited cost per patient day adjusted for salary and fee differences

Unadjusted Unadjusted Adjusted
costs per ranking COM per

patient day patient day

, Adjustid-

rankilig

$54. 10 1 $46. 00 1

64. 40 2 57. 60 3
65. 60 3 57.40 2
68. 32 4 59. 00 4
79. 99 5 72. 30 6
80. 04 6 66. 60 5
85. 05 7 85. 05 11

90. 90 8 82. 10 9
92. 54 9 83. 00 10
94, 43 10 80. 70 7
97. 13 11 82. 00 8

111.53 12 95.60 12
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Fig.1 Cost per patient day as a function of hospital size
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Introduction and Background

In the midst of an era of spectacular advances in medicine, America
is paradoxically faced with a mounting crisis in medical care. The crisis
involves a manpower shortage problem as one of its important features,
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although its ultimate manifestation is rapidly increasing costs. A rising
population, an increasing public demand for medical care, a proliferation
of available techniques, and increased government support have com-
bined to create unprecedented demands for health manpower.

The Panel on the Impact of New Technologies was asked by the Na-
tional Advisory Commission on Health Manpower to suggest specific
areas of technological innovations that could improve the efficiency and
effectiveness of health manpower. Early in our studies, it became appar-
ent that the problem is as much one of bringing existing technology into
working support of physicians as it is one of developing new technology ;
it appeared that much of the technology that is needed already exists.
The problem is to learn how to put it to work in that institution which
we call simply the health care system. This view led us into collateral
considerations, such as the lack of incentives for adaptations of new tech-
nology to medical needs, as well as the institutional impediments to such
innovations. As scientists and engineers we did not feel wholly competent
to judge those matteis, but we have reached a firm conclusion that the
problem of harnessing new technology is paced at least as much by non-
technical matters as it is by the institutions of science and technology.
Many of us have participated in the lengthy proces of injecting science
into military and commercial fields and have a thoughtful respect for
the uniquely helpful role that analytical studies can play in guiding such
evolution. We have therefore included these matters in our recommenda-
tions, with the understanding that the Health Manpower Commission
mv.:ic pay special attention to those solutions which lie outside our prin-
cipal area of competence.

As a starting point, the panel agreed that the basic role of technology
in the health care field is one of support. This support can take the form
of simplifying tasks or offloading existing functions from health care
professionals. It will surely provide new and more excellent means for
coping with unsolved problems. However, it may be helpful at this point
to identify more specifically the ways in which these economies are likely
to arise:

1. Reducing the cost (or manpower requirements) of a previously
available service (e.g., automated blood analysis, disposable medical
and surgical kits, automated hospital recorilkeeping) .

2. Broadening the distaution of expert medical care by means of
advances in communication and transportation.

3. Providing better educational and rapid-reference aids to medical
personnel and the public.

\
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4. Providing a broader perspective from which health care leaders

can make operating decisions though system analytical and economic
simulation techniques.

5. Improving the effectiveness of existing health care services, such
as central monitoring of critical physiological functions by nurses or
enhanced diagnostic support for examining physicians.

61 Providing the capability for medical personnel to render services

not previously available through the development of new devices and

techniques.
It is certain that some applications of new technology will save health

manpower. Other concepts will simply create demands for new services
and more manpower. The inherent competition of these two influences

must be recognized, and one needs to balance efficiency against effective-

ness in considering programs. Nor do we have unbridled enthusiasm
for new technology per se. Technology can be simply gadgeteering in-
troduced for its own sake. A few irresponsible individuals may continue
to promote fraudulent devices. Hence, we encourage those of the health
care field to develop the ability to discriminate in such matters and to
aid the public in such discrimination. The Defense Department devel-
oped this discretion late in its cycle of exploitive technology. If the Com-
mission shares our vision of the enormous potential utility of science and
engineering, the health manpower field has both an urgent requirement
and a unique opportunity to put the horse before the cart.

What we have done in this preliminary screening is to try to learn
enough about the health care system to identify what science and tech-
nology might contribute. Our fffst effort was to try to understand the
significant elements of health care and medical services. For this purpose,
the panel visited several representative hospitals and spoke with their
administrators, and with selected doctors in various medical specialties,
as well as physicians engaged in organized group practice. The panel
explored the research, development, and marketing practices of manu-
facturers of medical instruments and supplies, and the policies and rec-
ommendations of certain professional groups whose interests impinged
on the total health care system.

One of the impediments to usand very probably to the system it-
selfis the lack of an adequate model of the health care system. Hope-
fully, such a model would relate resources to quality and availability of
care. We do not suggest that this is an easy model to construct on a na-
tional scale. However, we believe that consumers, physicians, hospital
administrators, and public officials alike must have some approximate
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agreement or a scale of values to guide their innovative efforts. More
specifically, we feel that it is a necessity to develop methods for estimat-
ing the quality of medical care and its cost effectiveness if we are to judge
thc desirability of introducing specific elements of new technology into
the health care system.

The scope of the U.S. medical field is indicated by its current annual
expenditures of about $43 billion. The expenditures for basic research
in this field are also considerable. For example, those of the National'
Institutes of Health alone are about $750 million, or about 1.8 percent
of the total health expenditures. The total U.S. expenditures for basic
research in the health field are thus greaterperhaps 2 percent. A com-
parison with other fields is favorable; for example, the total expenditures
for basic research in all U.S. industries is only 0.2 percent of net sales.
Even in high-technology industries, the basic research expenditures are
lower than in the health field. The conclusion is clearbasic research is
comparatively well funded in the medical field.

However, when the applications of basic research are considered, the
picture is completely reversed. In the medical field, less than 1.8 percent
is spent on applications (induding applied research and development)
compared to 4.2 percent for the U.S. total industry on the basis which
was used above.

The Public Health Service appears to be in the process of reorganiza-
tion in an attempt to solve some of the problems related to the introduc-
tion of advanced technology and scientific planning and management
into medical care, but a dearly plamied and organized program is not
apparent. State and local agencies are also working on the problem of
planning, but they are restricted by limitations of resources and geo-
graphic scope of action. A county hospital administrator, beset with per-
sonnel shortages and overcrowded facilities, cannot be expected to con-
template broadly the proper allocation of future resources.

The panel attempted to determine the reasons for the apparent rela-
tive lack of applications activity and found a variety of reasons why such
work is not often undertakeneven with government funding. Applied
research and (especially) development might appear v, fall into the
orbit of profit-seeking enterprises. Indeed, the drug industry, where 3.9
percent of sales are being invested in applied research and development,
has subsidized and performed substantial amounts of precisely this type
of activity.

The pand believes the application of research and development fmd-
ings is also impeded by current legal attitudes concerning malpractice



REPORT ON THE IMPACT OF NEW TECHNOLOGIES 169

and/or damage suits. The effect may be to minimize errors of commission
without compensating for the errors of omission such caution entails.

Even more disturbing to the panel was its finding that there is insuffi-
cient use of already developed technology related to the delivery of medi-
cal care, as is again made evident by comparison with theu.se of technol-
ogy in other fields. It appears that our medical institutions have evolved
in such a way that they lack those factors which, singly and in combina-
tion, have encouraged the effective use of existing technology in other
fields; i.e., ( 1 ) strong competitive cost pressures and the incentive for
cost reduction through introduction of technology; (2 ) informed con-
sumer demand for a better or new product or service; and (3 ) large-
scale government support or sponsorship of specific technologies.

Perhaps this is a harsh commentary, but the situation seems to be a
natural result of historical evolution, i.e., the development of hospitals
along philanthropic lines. Certainly, there has been no universal cost
effectiveness yardstick for forcing abandonment of existing capabilities
or traditions in favor of more effective ones. Furthermore, the fact that
physicians are highly individualistic customers has presented the technical
entrepreneur with a diverse market, which in turn has been more formi-
dable to approach than a single type of customer. Another inhibition to
such innovation is the serious consequences of misjudgment in an en-
deavor so directly influencing human life and survival.

It must be recognized that profits are the main incentive for inducing
private industry to provide long-term benefits to the population. Added
to the usual technical risks of private development is the important ques-
tion of medical acceptance of new techniques or available but unused
technology. Industry must balance this risk against the possibility of real
gain in case of acceptance. Thus, exclusive licensing (or limited licensing
to perhaps two manufacturers under appropriate restriction) or patents
may be an important mechamism for stimulating technological progress
and the efficient introduction of effective devices and procedures. While
Federal convacts for health care development may be attractive to orga-
nizafions that conduct research and development as a business enter-
prise, a similar contract to a manufacturing organization will not often
be accepted as a reasonable investment for a company's scarce research
and development resources.

There are other problems which have nothing to do with profit in-
centives or industrial focus. These relate to the professional regard in
which physicians and scientists and engineers hold each other. We have
found ample evidence of mutual skepticism, and are informed that this

,
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is strongly reflected in interdisciplinary groups established to undertake
bioengineering problems. This has undoubtedly been aggravated by over-
zealous claims on the part of technologists and the manifest reluctance
of physicians to change a working system for the sake of exploration. It
also involves the basic differences in education. The two groups select
and receive educational curricula which are different in their conceptual
approach as well as their substance. There are overtones of professional
and personal competition for "first class" status in a society which have
only clouded the problem. It is for this reason that we recommend later
a fresh start in the form of new bioengineering institutes, and go on to
venture into the controversial waters of medical education with sug-
gestions of more technical and scientific premedical training for
physicians.

Recognizing the difficulty involved in solving such problems, the panel
nevertheless believes that the introduction of innovative engineering tech-
nology is desirable as a means of improving the effectiveness of health
manpower. We have no easy solutions to offer to the problems but hope
to encourage their continued frank and constructive discussion by present-
ing the recommendations in the following section based on our findings
and consistent with our general conclusion that increased support and
federal encouragement of the utilization of the results of basic research
and of available and developing technology in the preventive, curative,
and educational aspects of health care are desirable. Such support, ac-
companied by some federal action that would lead to the proper modi-
fication of the factors which affect the demand for effective health tech-
nology, can make a significant contribution to the health of our citizens
and result in a much more efficient utilization of health manpower with-
out exacerbating the rising cost of medical care.

Recommendations

Automated Laboratories and Preventive Medicine

The panel believes that new automated medical testing laboratories
and other devices will provide large amounts of patient data at low cost.
For instance, it is now cheaper to do the standard 12 blood deterrnina-
tions automatically than it formerly was to do a few prescribed ones
manually. An imposing mass of quantitative data, not limited to blood
typing, would naturally be built up on e4C population in health as well
as in illness at relatively frequent intervals. This data should provide
important new diagnostic insights into the state of an indMduars bgalth.
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We believe that the availability of such low-cost data will produce a
qualitative change in diagnostic medicine. This procedure should leave
the physician free for actual patient examination and interpretation of
the laboratory results in the context of his knowledge of the 'patient's
general state of being. The panel believes that the availability of such
low-cost reliable data will enable better diagnoses to be made with less
total cost and effort. However, this transformation will place new
demands on the physician's scientific and statistical training. These
demands should be considered in redirecting medical education along
more technical lines.

The panel believes that a desirable expansion of the practice of pre-
ventive medicine could be stimulated by immediate implementation of
more broad-spectrum testing. Comprehensive automated medical testing
laboratories are needed for such testing. The potential value of broad-
spectrum testing of electrolytes, hormones, enzymes, blood flow, etc., in
comparison not only with population norms but self norms, seems to be
insufficiently explored. In part, this is due to the traditional orientation
of medicine toward disease. It is also due to the great expense of such
tests in the past. The potential benefits of the new approach are great,
not only in the reduction of costs of medical treatment later in the life
of the patient but also in maintaining the vigor and effectiveness of the
population as a whole.

These laboratories should be staffed primarily with technicians and
located so as to optimize the tiadeoff between the advantages of cen-
tral staffing and equipment and the problems of transporting people or
specimens. We envision that testing laboratory results will be fed into
data banks and furnished to physicians as required. They would also
serve specialists, hospitals, and research or emergency clinics as needed.
The quality and reliability of such laboratories should be monitored by
means of calibration samples sent at random and recorded and analyzed
in data banks, as is done now in Sweden.

The panel recommends federal support of the instrument develop-
ment work and also of "pilot plant" automated testing laboratories
necessary to create a series of such testing laboratories as a vital part
of the system of health care.

Federal patent policy may need changes in connection with such support
so as to treat public funds fairly and still encourage manufacturing in-
dustry to produce and market the apparatus. After the initial develop-
ment of instruments has been completed, these testing labs could be op-
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crated in a 'variety of ways. National, state, and private ownership are
all feasible.

Patient Data Bank
The panel believes that there is an urgent need for an improved ca-

pability to provide medical records for the patient. We are persuaded that
the advances in modem data processing and communications provide a
feasible and perhaps unique solution for this problem in the form of a
patient data bank. We see such a data bank as an accumulation of individ-
ual medical history and data, promptly accessible, in toto or selectively, to
authorized physicians at the point of care. The patient data bank would
receive information from physicians, hospitals, and testing laboratories
via telephone lines acting as transmission links. The input and output
from the data bank can be either graphical (x-rays) or in familiar typed
form. Such a data bank should yield medical records both more corn-
plete and more readily available than has ever been the case.

The patient data bank should allow a much more sensitive charac-
terization of the state of the individual in comparison with his own nor-
mal status as well as in comparison with the population average, from
which the individual may depart substantially and consistently. But it
can also furnish selective sununaries for emergency care. The informa-
tion in the data bank can be safeguarded by reliable techniques so that
it is available only upon authorization by the individual. In fact, with
technological, organizational, and legal safeguards, information would
be more secure in this system than in the present form as a written record.
Nevertheless, such information could still be made available, without
identification of the individual, to support research and epidemiology,
distribution of test results, large-scale indices of health, etc., without
compromise of privacy. Such analyses could establish wide data-base
norms and more accurately determine the significance of deviations from

the norms, the meaning of trends and distribution, and the significance
of correlations between volumes and changes in various measurements.
The numbez and location of data banks will be a compromise between
communication costs and economics of large-scale storage and processing.

The panel believes that such computerized patient data banks are es-
sential to an efficient health care program.

The panel recommends that a central patient data bank be imple-
tnented, with adequate safeguards, at an early date on an experi-
mental basis within the complex of federally operated hospitals,
and that planning be carried out for a national system.
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Medical Reference Service
An interesting capability could be provided by modern technology in

the form of a nationwide medical reference service. Utilizing the same
technology as the patient data bank, this service would provide current
information on virtuant all medical subjects at the point of care. Such
an anthology would in turn be based on statistical analysis of available
data on the entire population. It could immediately correlate symptoms
with diseases. It could suggest standard remedies or drugs, including data
on the prohibitions and side effects. Another aspect of the service could
be a continuously updated text of medical and pharmaceutical refer-
ences and the provision of material for continuing medical education.

Such a medical reference service is further in the future, since it re-
quires a large amount of material before effective utilization can be
realized. For this reason, it is fortunate that the link which gives access
to the patient data bank would serve as well for the medical reference
service. A medical reference service would provide reference informa-
tion needed by the physician in great detail, thereby helping to treat
whatever problem might arise in remote locations. Such help would
probably reduce referrals to subject-specialist physicians.

An example of a task which a medical reference service could do well
(since it is being done routinely today in this way) is to accept electro-
cardiographic signals over the telephone line, responding after a minute
or so with a classification of the electrocardiogram and with aids to
diagnosis.

The panel believes that a medical reference service has great promise.
We recommend that the Federal Government sponsor the study
and evaluation of an experimental medical reference system which
could serve both hospital-based physicians and those in private
practice.

Emergency Medical Ca
More than 10 million people are disabled each .7ear by accidents.

Accidents are the most frequent cause of death from ages 1 to 35.
More than 10 percent of hospital beds are occupied by the accidentally
injured.

Emergency care involves coordination of various professions, life or
death decisionmaking, frequent physical intervention, and an unbroken
chain of command and control.

The handling of medizal emergencies lends itself to significant improve-

ment, much of it through technological means. Our investigations mdi-
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cate that failure to locate and identify rapidly the medical needs of

emergencies is a prevalent condition. The problem of detection and com-

munication has had considerable attention in other fields and been
alleviated through various applications of technology. The medical ver-

sion of the problem occurs, for example, at the scene of an accident

on isolated roads, where the patient may be unconscious, or at home,

where the family may not recognize or be able to desciibe the emergency.

Once the emergency has been detected, it is necessary to select the nearest

appropriate emergency care unit, and to provide rapid transportation

to the patient scene and to the care facility. This is a problem of trans-

portation design and its command and control; technology can also make

important on-going contributions here. There is a further need to inten-

sify the exploration of short-term life,presexving devices which can be

taken to the scene of an emergency and used to keep the patient alive
during the critical period of transportation to a hospital or emergency

clinic.
The panel recommends that the Federal Government study and

seriously consider sponsoring the development and implementation

of a system for the emergency medical care of accident, heart attack,

stroke, and trauma cases.
The essential elements of such a development are:

I. Prediction of the probability of various emergencies by corre-

lation of data on geographical, seasonal, temporal, ethnic, etc., factors.

2. Systems and cost-effectiveness analysis to establish the cost and

payoff of such a system and the optimum types, location, and staffing

of emergency care facilities.
3. Prompt location and identification of emergency medical needs

by means of existing detection and communication techniques.
4. Immediate access to relevant data on the patient involved and

inventory of available capabilities.
5. Rapid.correlation of needs with available facilities, and optimiza-

tion of decisionmaking.
6. Improved transportation of care to patients and of patients to

emergency facilities.
7. Making available life sustaining devices for use during trans-

portation or prior to defmitive therapy.

8. The proper organizational forms and the funding methods for

such a system.
The technology required to provide an adequate system now exists,

and the benefits to be derived have been well documented.

_
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Experimental Hospitals
The traditional hospital was conceived as a voluntary and charitable

institution or as a government institution created out of the necessity to
handle the wounded or diseased indigent. The donation of time and
supplies by diverse groups has done little to foster the development of
rohesive and irmovafive organizations,

Medical discoveries during the last century have greatly reduced the
dangers of contagion and infection, and hospitals have emerged as a
major, though not thc exclusive, theater for the delivery of health care.
Many new methods and techniques of treatment must be tried there or
not at all. New methods sometimes require redesigning parts or all of a
hospital, and such experimentation is evidently costly. Consequently,
it is often impractical for the financially precarious hospital industry to
undertake this expensive and very risky type of research and development.

Nevertheless, we believe that technology can offer a great deal to the
development of new methods and techniques for the delivery of health
care. Physicians working in partnership with others in the hospital en-
vironment could provide new insight in the following areas:

1. The development of improved concepts and performance of
research, development, "proof of concept" demonstrations, and evalu-
ations of various types and schedules of treatment. The verification of
the need for and development of new hardware and software con-
ceived during investigatory work in the hospital.

2. Performance of system analysis and cost effectiveness studies on
the existing medical care system and its components.

3. Dissemination to health care organizations of the resulting infor-
mation on improved health care systems.

4. The application of modem communications and data handling
and retrieval systems for the storage and processing of patient infor-
mation.

/n order to provide a facility and staff to perform these needed
experimental functions, the panel recommends that the Govern-
ment and lor private nonprofit foundations establish a number of
hospitals whose explicit purpose it is to develop and demonstrate
new techniques of health care.

It is recognized that such an experimental program is much more
expensive than routine medical care, so the experitnental hospitals should
not be expected to be self-supporting and will require continuing support.
In addition, the need for capital for the implementation in other hospitals
of those developments which prove to be desirable, should be anticipated.
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Encouragement of Applied Research and Development in the Medical
Care Field

Having so severely criticized the medical care field in the introduction
for its lack of efforts toward applied research and development, as well as
the use of already developed technology, the panel would like to follow
through with thorough recommendations which would correct the situa-
tion. Believing, as it does, that the present situation arose because of lack
of strong competitive incentives for cost reduction and improved capa-
bilities, the panel feels that the situation can perhaps best be remedied
for the long term by actions which encourage such incentives. On the
other hand, Federal actions which really encourage such incentives will
impinge on the organization, financing, and operations involved in the
delivery of medical care. Such recommendations appear to be beyond
the scope of this panel. In addition: the delay that -would occur before
such incentives have much effect in controlling costs may be untenable.

The panel has concluded that the national expenditures on applied
research and devdopment should be ultimately increased to at least 4 per-
cent of total health care expenditures, in contrast to the present figure of
less than 1.8 percent. It also believes it desirable that, to the extent
practicable, the expenditures should be encouraged to be made by private
sources rather than directly by the Government. In making its recom-
mendations concerning incentives for a vastly increased level of applied
research and development, the panel was split as to the appropriate
Federal actions. This was due largely to an awareness of the social and
political impact of any mechanisms chosen. As technologies, we feel that
Federal action is indicated but that a group -with a broader background
than that of this panel should deal with the problem.

Bioengineering Laboratories

The panel had difficulty in identifying well supported and well staffed
centers of excellence focused on supplying new technology to the health
care system. The interdisciplinary group experiments in academic set-
tings suffer from noncritical size plus the distractions and partition of
academic organizations. Also, there does not seem to be an adequate
incentive or attitude within industry. And yet the need dearly exists to
bring physicians, biologists, engineers, chemists, and physicists together
in a goal-directed partnership with adequate resources to tackle major
technological problems. Such special teams have been needed before to
do other national jobs, and new groupings were formulated. Los Alamos
and Livermore Laboratories were established to bring diverse talents
together on the atomic bomb design. The Radiation Laboratory at MIT
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provided such a focused effort on radar development in the Second
World War, and JPL at Cal Tech does this now for space exploration.

We feel that the problem of bioengineering deserves such a focus be-
cause we can see no other way to solve the problems of adequate support
and to replace professional competition among physicians and scientists
with a vigorous goal-directed spirit. These laboratories would provide
competence in a wide variety of skills for the timely solution of those
high-priority medical and biological problems which are too complex
or too unattractive to industry and which have not yet been dealt with
effectively by any single branch of science. We believe that these goal-
oriented projects provide the motivation for the application of technology
and for innovations which are currently beyond the "state of the art."
It can be expected that a wide variety of new medical or biological in-
strumentation as well as the development of materials and devices useful
in other areas of the medical field would be an additional indirect benefit

INe believe that two such groups would provide important competition
for new ideas and developments. We imagine each group to be staffed
with no more than 500 professionals, with a supporting staff of compa-
rable size. Such a laboratory should be closely associated with a research
hospital. We see also great benefit in creating laboratories of this type
in a nonprofit and non-Government form. The interface role of a group
of universities seems to be a common element in successful ventures
of this type and we would recommend that course. We believe that such
groups will act as national pacemakers and will serve to stimulate both
industry and research to enhance national health care.

A word of caution is perhaps worthwhile here. For such groups to be
most productive, it is important for a mutually interactingyet harmonious
relationship to exist between the group leaders and the responsible
government representatives. Such a relationship involves, among other
things, the careful selection of task-oriented programs And the amount
of detailed government control of such programs. The competence
and maturity demanded of the government representatives under such
an arrangement make this selection a matter of critical importance.

The panel recommends the creation of two or more bioengineering
laboratories organized as non-Government, nonprofit affiliates
of first-class universities.

Medical Standards Laboratory
If we are correct in our conviction that new technology -will play

an increasing role in health care, we must ism face the problem of
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tëU1áfibri and cpiality control. This is three-sided problem, which bas
been partially Abived in regulation of the driik industtyf The first need is
for certificatioti of new devkes, treatMeWS, and given data processing
systems as "patient worthy," just as the CAB and FDA now uttify Or-
craft and drugs for public use.

Renal dialysis equipment, cardiac monitors, multiphasic testing
centers, ultrasonic mapping devices, blbod-flow meterA etc., all fequire
extensive development and design verification testing beforc public use.
There is a coupling between development and manufacturing which
is necessary to the successful and timely introduction of new technology
and techniques.

The second need is for quality control of technological production. We
believe that the only possible way pi ap this is y tandom, calibrated
sampling, and we believe that t.his is a proper regulatOry figi4104 Of the
Federal Goverrunent. Both of the needl represent a current no-man'S
land, which must be occupied promptly before tragic accidents close
the door to teelmological contribUtions.

The third need is to provide the consumer with hitiOrnation, certified
training, and sophisticated discrimination. In the first instance, the con-
sumer is the Government itself, although hospital administrators and
physicians are already deeply involved in decisions to purchase and
employ new technology. We believe also that the patient himself is taking
an increasing interest in such matters and will demand better data on
qualifications. We believe that this type of information must ultimately
come from a well respected Government centerlike the National Bureau
of Standards or the FDA. Conversely, we believe that the progressive
education of consumersphysicians, administrators, and patientswill
hasten the introduction of useful technology and help to avoid wasteful
or tragic misapplications.

The panel recommends that the Federal Government establish a
national medical standards laboratory to set standards, and test,
compare, and calibrate all types of medical products, including
drugs, supplies, prosthetic and corrective devices, and artificial
organs.

The results would be available to appropriate medical professionals,
specialists, hospitals, patients, and manufacturers.

Overall Systems Analysis

We are convinced that in order to realize the potential inherent in
existing technology, it is essential that the healthcare industy be studied
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carefully and continuously in order to establish and maintain a proper
relationship between incentives and responsibilities. Such an overall
systems analysis would proceed first by identification of the basic ob-
jectives, responsibilities, and functions of the total health care system.
In setting up possible models for such a system, an analysis would be
made of the functions and responsibilities of each component area, as
well as the interacting requirements among components. In creating
such models, one would obviously be guided by detailed studies of the
current system areas for purposes of retaining efficiently workingelements
and modifying less effective ones which owe their existence solely to
force of habit or history.

The type of study we are recommending is sometimes known as opera-
tions research or systems analysis. Such studies are regularly and suc-
cesfully employed in a number of private industries and prominently
in the Department of Defense. They can be done well or badly; and their
value depends critically upon the quality of the posonnel. What is
valuable and distinctive about the basic approach is that it considers a
set of interrelated activities such as the health care industry as a system
and begins by seeking to identify the objective or objectives of the system,
relating them to one another, and evaluating their relative importance.
The operation of the system is then described in great detail, and its
various components, as well as their interrelation and the goals of the
system are identified. The responsibilities, incentives, implements and
capabilities of the various decision makets in the system are analyzed and
critically evaluated in terms of their contribution to the operation of the
whole system.

The panel recommends that the Federal Government conduct and
sponsor systems analytic studies of the overall health care system.
These activities can be performed by organizations within the
government, industry, nonprofit organizations, or educational
institutions.
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Introduction
We believe that the critical shortage in health manpower could be

reduced by more effective and efficient use of personnel. To achieve

some improvement, however, existing patterns in the organization of
health services must be restructured in major ways.

Assumptions
Certain assumptions regarding the economic, social and technical

environment of the immediate future, underlie the panel's reconunen-

dations:
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I. Minimal Financial Barriers. Within the next 15 to 20 years most
financial barriers to needed health services will have been removed for
the vast majority of the population, through a combination of insur-
anceprivate, extended compulsory social insurance, and publicly sub-
sidized voluntary insuranceand broadening of the definition of medical
indigency as a basis for Government assumption of the cost of care. Re-
gardless of the means employed, reduction in financial barriers may
create new bottlenecks and intensify old problem in the delivery of
health services, if present organizational patterns pasist.

2. Increasing Demand for Services. The rate of increase in demand
for health services is expected to continue, if not accelerate. Population
growth, scientific advances, and increased disposable income will con-
tinue to expand demand. The training of health professionals and im-
provements in their productivity are unlikely to keep pace. Pressure
for more effective and economical use of manpower will continue to
mount. There is no apparent leveling off of the demand for heiith
services and some experts have predicted an increase from the present
6 to 25 percent of the GNP for health services.

3. Changing Roles of Physicians and Other Health Personnel. As
effective demand exceeds the capacity of available manpower to pro-
vide services in traditional ways, and as performance standards increase,
tasks and responsibilities will need redefinition. The physician's role
must change in order to conserve his time and skills. There must also be
greater emphasis on group or team work and concomitant reassignment
of functions and responsibilities. Careful analysis of skill requirements
will enable the delegation of more functions to ancillary personnel. Many
jobs will become more clearly defined and standardized.

4. Need for Preventive and Rehabilitative Services. Changing disease
patterns will require improvement and expansion of preventive and
rehabilitative services for the chronically ill, particularly with respect to
heart disease, stroke, cancer, mental illness, and mental retardation.
Relatively greater population growth among the younger and older age
groups who have the highest utilization rates will exacerbate these
influences.

5. Health To Be Related to Other Social Services. Health services
are likely to be articulated more closely with educational, correctional,
and rehabilitative services. Community development and urban renewal
will invite increasing participation from the health professions, partic-
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ularly for special education programs in public schools, neighborhood

health centers, rehabilitation programs for criminals, and designs for

healthier urban enviromnents.
6. Neglected Populations. There is increasing dissatisfaction with the

poor distribution of healthservices to various subpopulations. The elderly,

the geographically isolated, the urban poor, and migrant workers often

fail to receive the full range of medical services. Public opinion is be-

coming increasingly intolerant of such inequities. Equality of services

without regard for ability to pay or place of residence will be expected.

To meet these changing expectations, a variety of new approaches must

be encouraged.
7. Available and Accessible Primary Care. Physicians or their surrogates

will be expected to so organize themselves that medical care will lx;

continuously available at all hours tbrough a aystem of geographically

accessible and interrelated centers. Direct telephone and personal dis-

cussions with nonphysical personnel may precede and augment the actual

confrontation of patient and physician. Many of the dangers of self-

treatment can be avoided and unnecessary gravel reduced by such
measures without impairing the quality of care.

8. Increased Public Concern with Effectiveness and Economy. As the

relative cost of medical care rises and treatment capability improves,

the demand for assurances that health services are effective and efficient

will increase. Pressure for public accountability will grow as payment

for services becomes centralized in third partiesgovernmental or vol-

untary. Both capabilities and costs of the system will be scrutinized.
9. Quality Assurance. Both the professional providers of care and the

administrators of health services will be held accountable for levels of

performance. Existing controls, such as licensure, accreditation, and

certification by specialty boards, will be strengthened to insure mini-

mum standards of health care for all. Better techniques for measuring
effectiveness and outcome of services will make it possible to assure
acceptable levels of performance in all parts of the system.

10. Improved Geographic Distribution of Health Manpower. There

will be =iciest improvements in the geographic distribution of health

personnel in relation to need. These improvements are likely to stem from

better communication and transportation services as well as the creation

of subsidized programs for previously neglected populations in rural and

urban areas.
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11. Continuing Mixture of Public and Private Effort. It seems un-
likely that any one form of sponsorship or operational authority will
exclusively prevail. Consumer choice is fundamental to our economy.
The continued mix of private, voluntary, proprietary, and public or
governmental services is anticipateda state of affairs that should pro-
vide ample opportunity for competition, innovation, and experimentation
in the provision of optimum services.

12. Clarification of Responsibility. Responsibilities for the provision
of health services at all levels will be defined more clearly. Coordina-
tion and integration of services will improve among private and public
organizations at local, State, and national levels. Consumers will demand
public accountability for the planning and delivery of all health services.

Patterns and Problems

This section describes current patterns of service with emphasis on
several major problems to which they give rise.

The Consumers. The 200 million people in the United States today
are actual or potential consumers. They may receive care directly as
personal health services or benefit indirectly from environmental and
protective services. The inevitability of death and almost universal ex-
perience with disease and disability make most of us eventual consumers
of health services.

General characteristics of the population affect both need and demand
for health services:

1. Residential distribution.Today, most people live in approxi-
mately 52 million household units; by 1980, 73 million households are
predicted. At any one time some 1.9 million persons are in institutions
such as prisons, military bases, chronic disease hospitals, residential
schools, and nursing homes. Personal health services will be required by
the residents of all these units.

2. Geographic distribution.The population is becoming increasingly
urbanized. From a 50/50 balance between urban and rural in 1920, the
urban fraction has grown to 66 percent and is expected to reach 75 per-
cent by 1980. Population densities vary considerably in regional, metro-
politan, and neighborhood levels, but rural areas and urban slums are
experiencing increasing difficulty in obtaining adequate health services.

3. Population mobility.One-fifth of the general population moves
annually, and the average family moves once every 7 yean. Under these
conditions, lifelong continuity in the relationship between a family and
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a particular physician is often impossible. Certain occupations involve
considerable geographic mobility ; e.g., migrant farm laborers, truck
drivers, commercial airline personnel, construction workers, militaryper-
sonnel, and middle-management executives.

4. Age distribution.The population includes large numbers of peo-
ple at each end of the age spectrum when mortality and morbidity rates
are high. Today there are 18.5 million persons over 65 years. There are
19.9 million children under 5 years of age. By 1980, there will be 25
million persons over 65 years and between 25 and 28 million children
under 5. Current rates of physician visits for these age groups are nearly
equal (5.5-6.7 visits per persons per year) ; approximately twice the rate
of 2.8 for those in the 3-14 year age bracket.

5. Environmental hazards.Environmental hazards affect the entire
population and pose new challenges for effective community action. Cur-
rently there are 50,000 deaths and 52 million injuries from auto accidents
annually. Other environmental hazards indude : water and air pollution,
radiation, adulteration and contamination of foodstuffs, and accidents of
all kinds.

6. Income levels.The average household now has $7,000 annual
disposable personal income, a figure expected to rise to $10,000 by 1980.
Since families spend more proportionately for medical care as income
increases, this means greater demand for health services.

7. Health insurance.In 1940, 12 million persons or 9.3 percent of
the civilian population had some form of health insurance. By 1965, the
number had risen to 156 million or 80.9 percent. The insurance coverage
fraction of the total consumer expenditures for health rose from 12.1
percent in 1950 to 32.6 percent in 1965.

8. Expenditure patterns.Medical care and death expenses rank
sixth in personal consumption expenditures, following food, housing,
household operation, transportation, and clothing. Consumers spend
nearly equal fractions on hospital care (27 percent), physicians' services
(26 percent) and drugs (20 percent) . The remainder is spent on dental
services (10 percent) and other items including health insurance, nurs-
ing home care, and eyeglasses. The total expenditure for personal health
services was $33 billion in 1965.

Consumers will have increasing personal disposable income to spend
on health services. Age groups requiring the most medical care will grow.
The number of households is expected to increase sharply in the next
decade, particularly in the metropolitan areas.
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Providers. Currently there are 2.5 million persons in the health service
industry, distributed over some 40 major job classifications that require
specific medical training. The largest occupations in 1960 were:

1. Professional nurses
2. Hospital attendants
3. Physicians and surgeons
4. Practical nurses
5. Medical and dental technicians
6. Pharmacists
7. Dentists
8. Office assistants
9. Therapists and healers
10. Dieticians and nutritionists

581,
391,
230,
208,
139,
92,
87,
72,
37,
26,

000
000
000
000
000
000
000
000
000
000

Total 1, 863, 000

Hepitals ane offices employ the largest proportion: approxi-

mately 63 per :ofessional nurses work in hospitals; an equal pro-

portion of 6. lentists work in private offices.

Most hee.' .4 live in urban and suburban areas. The general
shift in movem . die Nation's population from rural to urban areas
is outdistanc-d by the migration of physicians to urban areas. The 53
Standard Metropolitan Statistical Areas contain 85 million people, 49
percent of the total short-term non-Federal hospital beds, and 61 percent
of all non-Federal physicians, including 79 percent of the psychiatrists,
67 percent of the internists, 64 percent of the pediatricians, and 48 per-
cent of the general practitioners.

The pattern of specialization in medicine has progressed to the point
where there are only 69,000 general practitioners among the 280,000
active physicians in the United States. The 10 largest specialties are:

1. General practice 69, 000

2. Internal medicine 39, 000

3. General surgery . 28, 000
4. Psychiatry 18, 000
5. Obstetrics/Gynecology 17, 000

6. Pediatrics 16, 000

7. Radiology 10, 000

8. Anesthesiology 8, 900

9. Pathology . 8, 800

10. Ophthalmology 8, 600

Specialization challenges the feasibility of reliance upon individual or
single specialty group medical practice as the major source of primary
medical care, and necessitates more cooperative arrangements. Gmup
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practice has increased in recrent years: there were 239 groups in 1932;
368 ii.. 1946; 1,154 in 1959; and 5,450 in 1965. The 1,154 groups in
1959 employed 10,085 full-time physicians. In 1965, there were 26,000

doctors at work full-time in groups, the largest of which employed 450
full-time physicians representing all major and most minor specialties.

Facilities
In 196 there were 7,160 hospitals and 1,678,658 beds in the United

States. The majority were non-Federal short-term hospitals. In this
group of 5,812 hospitals with 768,479 beds, there were 3,440 voluntary
nonprofit units, 1,520 State and local gtwernmental units, and only 852

proprietary hospitals. In addidon, there were in 1965, 443 Federal hos-

pitals with 173,962 beds, of which the Veterans' Administration con-
trolled 118 hospitals with 59,683 beds and the Armed Services
administered 187 hospitals with 36,066 beds. There were 639,000 beds

in non-Federal psychiatric hospitals; the majority in State and local
governmental units. Although there were only 315 such hospitals, they

were large and accounted for 622,605 beds. Psychiatric beds nearly equal

the number of beds in all short-term general hospitals combined.
In 1960 the total gr,-..7s capital invested in hospitals was estimated at

$18 billion, of which $14.7 billion represented land, building and equip-
ment, and approximately $11,000 for each bed and $71,000 for each
practicing physician. Recently, hocital construction has increased
Capital investment was $6 billion in 1947, $13 billion in 1956, and $18
billion in 1960. Today, 50 percent of these assets arc owned by nonprofit
units; 36 percent by non-Federal governmental units; and 12 percent
by the Federal Government. Proprietary ownership accounts for only
1.7 percent of the total.

It is difficult to estimate the number of medical clinics, medical office
buildings, and individual offices of private practitioners. Since fully two-
thirds of the doctors and dentists are in private practice, it may be
assumed that the number of single and small office dusters is large, rep-
resenting an important, but widely dispersed set of health facilities.

In addition, there are 20,000 nursing homes with 850,000 beds.
Staffed by professional and practical nurses, these units provide con-
tinuing care for the elderly and terminal care for the dying. Capital for
nursing home facilities is usually derived from operating revenues;
capital for renovation and new construction of hospitals is usually pro-
vided by private fund raising and Federal tax revenues.
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Responsibility and Authority for Health Services
Responsibility and authority for health services is widely dispersed.

Responsibility is shared by: (1) Licensed professionals and their ano-
ciations; (2 ) local govenunent health officials and boards of health;
(3 ) hospital administrators and boards of trustees; (4 ) other Federal
and State governmental agencies; ( 5 ) insurance carriers; (6 ) profes-
sional certification, accreditation and examination boards; and ( ) labor
unions and large employers.

Most communities divide responsibility between the public and pri-
vate sectors. The public sector is responsible for environmentalsanitation
(including sewage and solid waste disposal) and specific programs such
as communicable disease control, preventive services for mothers and
children, and the financing of services for the indigent Professional prac-
titioners, operating both independently and through their local pro-
fersional societies, are largely responsible for personal health services.
A physician exerts additional influence on clinical practices in hospitals
with respect to his patients.

Authority to license health professionals, hospitals, clinics, and
nursing homes is assigned to various State bodies. The State has major
responsibility for hospitalization of the mentally retarded and mentally
ill and for a wide range of health related programs, including those
regulating air and water pollution and environmental radiation. Respon-
sibility for the control of contagious diseases and epidemics rests typically
with State authorities, although the operation of programs is usually
delegated to local health departments. Many States also finance medical
and dental schools. Finally, insurance premiums and reimbursement
rates for hospitals often are controlled at the State level.

The Federal Government provides medical services for the Armed
Forces and their dependents, for veterans, for mariners, for Indians on
reservations, and for certain American personnel stationed outside the
United States. The Federal Government is responsible for safety of drugs,
biologicals, and food products. It supports medical research, training of
health personnel, and construction of health facilities (especially hos-
pitals, research laboratories, and more recently, educational facilities).
Recent amendments to the Social Security Laws (title XVIII) pro-
vide funds for the major portion of medical expenses of those over
65 years. As States implement title XIX, the Federal Government will
assume more of the costs of medical care for indigent and medically

indigent persons.
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Pharmaceutical firms play a key role in development and distribution
of drugs. They control the availability and prices of drugs, and through
their numerous publications and salesmen, provide physicians with cur-
rent information on medications.

Responsibility for organization and administration of health services
is pluralistic and decidedly fragmented. Health services are categorically
defined and categorically administered by combinations of public, pri-
vate, and voluntary groups, without regard for the development of
defined objectives and priorities.

Major Features of the System
The health services system of the United States has strengths and

weaknesses. The major strengths are :
. 1. A strong base of biological research and scientific medical knowl-

edge that serves continually to improve the curative and preventive
capability of health practitioners ;

2. A number of strong university medical centers with super-specialists
and good clinical research staffs that provide excellent services;

3. Direct access or access by physician referral to most kinds of medical
care in the country for those with the knowledge to ask and the means
to pay;

4. A set of widely dispersed community hospitals and medical offices
that provide convenient work sites for physicians, dentists, and surgeons;

5. Some group practices, frequently combined with prepaid compre-
hensive insurance and occasionally combined with hospital and pharmacy
services;

6. A highly innovative and productive pharmaceutical industry;
7. An effective system for the control of certain environmental health

hazards particularly those affecting food sanitation;
8. Support for the provision of health services to indigent persons;
9. Professional organizations with a history of fostering high stand-

ards of quality;
10. The freedom to innovate and experiment with new ways of pro-

viding health services in a pluralistic system ; and
11. A tradition of voluntary concern and effort.
The major weaknesses are:
1. Lack of prompt primary medical careavailable at any time of

the day or night;
2. Inappropriate and sometimes hazardous use of hospitals and

nursing homes because of a lack of more appropriate alternative health
services;

283-358 0-88----13



190 REPORT OF THE HEALTH MANPOWER COMMISSION

3. Inefficient use of highly trained specialists;
4. Fragmentation of services by such characteristics as treatment

mode, age of recipient, disease type, occupation, and income level;
5. Undesirable encouragement of health 'facilities operating at mar-

ginal sizes, duplicating scarce equipment, and placed in inappropriate
locations;

6. Health insurance that unduly influences the type of care patients
receive and the settings in which they receive their care;

7. Inadequate information on the operating characteristics of the
health services system, including data on manpower, services, costs, and
facilities;

8. Absolute shortage in numbers and maldistribution in the propor-
tions of scientists, practitioners, Leachers, and administrators;

9. Solo practitioners who are isolated from other segments of the
health services system;

10. Failure or inability to make the latest advances of scientific medi-
cine promptly available to the patient because of inadequate communi-
cation between the source of new medical knowledge and those applying
it in clinical practice;

11. High costs of most medical services;
12. Lack of systematic control over quality in the provision of clinical

services;

13. Inadequacies in the mechanisms for providing basic health care
to the family as a unit;

14. Failure to control environmental hazards, including air and water_
pollution, radiation, contamination of foo'd stuffs by chemicals, and
accidents; and

15. Insufficient emphasis on preventive services.
Effective action should be based on judicious use of incentives, rewards,

and sanctions to channel the health care system into new patterns of
development. While the panel was indeed mindful that the Commis-
sion's primary concern was health manpower, recommendations are
directed primarily to matters concerning the organization and delivery
of health services in the belief that organization is a key factor in the
effective and efficient use of trained personnel.

Recommendations

The panel addressed itself to the problem of organization within the
context of the existing patchwork of laws and policies concerning the
provision of health services in this country. The following reconunenda-
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tions are directed both to modifications in major public policies and to

suggestions for the encouragement of new patterns of organization.

I. We recommend the encouragement of competitive large-scale
integrated health services systems throughout the country. There are
already several health services systems that link prepayment health plans

with organized medical groups and a spectrum of health facilities, in-

cluding hospitals and ambulatory care centers. Similar systems should

be encouraged both under competitive conditions and under a variety

of sponsorships, including private, nonprofit, public authority, and con-

sumer groups. Such systems may require subsidies in the form of grants
until the services become self-supporting on a tax or income basis.

2. We recommend that specially organized ambulatory care centers

be established especially in geographic areas of need such as urban
slums, revitalized urban neighborhoods, new towns, and isolated rural

areas. These centers would provide primary care and act as the major

entry point to more specialized and more distant services. At a minimum,

they would include primary physicians, who may be either general prac-

titioners or teams of internists and pediatricians with ready access to
other specialists. The disciplines of public health nursing and social work

should be included. Indigenous ancillary workers should normally be

an integral part of the program. Centers would also be responsible for

making 24-hour services available including basic laboratory, radiology

and pharmacy services. Similarly, they would assume responsibility for

organizing programs of home care and for establishing service - cs tee-

ments with hospitals, medical schools and other specialized health re-
sources. In isolated rural areas where population density is too low to

justify such centers, transportation and communication services should

be developed to move information, patients, and specimens to the nearest

center.
3. We recommend the removal of barriers togeographic and occuPa-

tional mobility for all categories of health personnel. Legal barriers to

geographic mobility should be reduced by standardizing requirements for

&ensure of health personnel. More uniform regulations and reciprocity

among states are needed. To achieve such standardization, Federal guide-

lines, if not Federal licensure, will be required. Occupational mobility

should be facilitated by developing core curricula in the health sciences

and assisting students to move from one field to another without repeating

the entire training sequence.
4. We recommend the development and widespread application of

techniques to provide reliable, empirical information on variations in
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performatwe levels and in quality of patient care in hospitals, in doctors'
offices and in patients' homes. Despite difficulties of empirically measur-
ing both process and end results of performance in the health care field,
it is important to strengthen present methods of approximation and to
develop new approaches. New methods for describing the activitia of
hospitals, doctors' offices, and other health care facilities with respett to
the characteristics of patients and health professionals in relationship to
diagnoses and services rendered are needed. The development of widely
applied reporting systems such as those currently in use in other countries
or variations of the Professional Activity Study or the Medical Audit
Programs widely used in the United States should be encouraged.
Similarly, it is essential to have adequate data about the practice of medi-
cine. More information is needed concerning the distribution of com-
plaints presented, conditions diagnosed, treatments recommended, and
outcomes achieved. When this information is available and properly
processed by modern technology, it should be possible to study utilization
patterns and to evaluate end results more effectively. It should also be
possible to identify differences in performance level and to take corrective
action where necessary. Procedures to assure quality are as essential to
minimize the potential hazards to life and well-being in the health indus-
try as they are in the commercial airline industry, the space program, and
the production of drugs and biologicals. The entire system of licensure,
examination, accreditation and professional discipline should be reviewed
to determine how improvements might be made to assure minimal levels

of performance nationally.
5. We recommend the rapid and widespread application of auto-

mated diagnostic and laboratoty services for mass medical screening of

large populations and for diagnostic workups for nonemergency
hospital admissions. Rapid, reliable, highly automated, multiphasic

diagnostic systems are available. These systems employ highly trained
technicians and nurses but few physicians. Summaries of findings are
avthlable when the patient completes the examination process. Auto-
mated diagnostic systems deserve evaluation and refinement. They could

be made available to hospitals, primary care centers, and doctors' offices.
Such methods should free physicians to spend more time on interpreta-
tion, education, management, and continuing medical surveillance of
their patients.

6. We recommend the utilization of cost-benefit analysis and cost-
effectiveness techniques to aid the decisionmaking processes that affect
health service programs. This recommendation applies to the health
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effort as a unified whole and to component organizations with responsi-
bility for planning and operating health service programs. These pro-
grams should confront the central issues of allocation of effort and scarce
resources. At the present time, decisions are made on a haphazard, oppor-
tunistic, and personal basis. If a more balanced allocation of resources to
the areas of education, service, and research is to be achieved, a more
explicit set of values, priorities and decisionmaking procedures must be
developed.

7. There should be a Council' of Health Advisers, similar to the
Council of Economic Advisers, based in the Office of the Secretary of
Health, Education, and Welfare:. This council should be staffed by in-
dividuals from government, universities, health services, industry, and the
health professions. Members would spend 2 or 3 years with. the Council
which would be supported by ,* competent secretariat. Obviously, this
Council would need to work closely with all appropriate branches and
departments of Govenunent and should begiven the same privileges and
access to information as a Comnifsion responsible to the Office of the
President.

Tlie scope of concern for this Council should be broad. All health and
health related interests of the Federal Government should fall within its
purview. Such planning would obviate the crash programs that so often
accompany unforeseen crises. It would also permit more rational alloca-
tion of Federal resources through grants in aid to States and localities,
educational institutions, and individuals. To be effective, the advice of
the proposed Council of Health Advisers would need to be based on studies
of manpower, training, services, facilities, costs, neglected populations,
and research. Such data would help to create a more comprehensive view
of the relationships between the relatively autonomous segments of the
health care field.

8. We recommend the creation of a National Center for Health
Services Research and Development which would be located in the
Office of the Undersecretary for Health. Such a Center would be con-
cerned with the development of models for the delivery of health serv-
ices. The Center would conduct and sponsor original research in the
planning, organization, administration, and evaluation of health services
and health service systems. Research and demonstration grants should
be made available to encourage the development of improved medical
care delivery systems. Grants would be made available to states, localities,

and appropriate nonprofit agencies to improve the planning, coordinat-
ing, and evaluating of services at the regional, State, and local levels.
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Demonstration projects could test various staffing patterns and thus de-

velop manpower guidelines for various occupations.
9. It is recommended that the scope for the National Center fen.

Health Statistics be expanded and that the Center be moved to the
Office of the Undersecrc )(try for Health. This Center, which has a most

sophisticated capability for examining the health needs and health services

of the country, should establish categories of data and reporting systems

that will meet the needs of all agencies, providers, consumers, and ad-

ministrators of health services, whether in or outside of the Federal
Government. The data collection systems should be decentralized using

the Vital Statistics and Cancer Registries as models. The processing of

these data at the State level should be uniform. Furthermore, the process-

ing should be distinct from but consistent with separate analyses and
evaluations. Data on manpower, facilities, utilization, costs, medical

events, deaths, discharges from health institutions, results of work of

physicians, and from household interviews about levels of disability and

discomfort should be collected. Such information should be made avail-

able to appropriate regional, State, municipal, and local bodies, as well

as to the Council of Health Advisers. Since manpower needs are inex-

tricably interwoven with data on performance, productivity, and cost, it

is desirable that a single Center act to coordinate the hiformation col-

lected by many groups. These arrangements,would encourage the devel-

opment of research programs free of operational pressures that are in-
evitably present in service-oriented agencies.

10. We recommend a grant program to support careerdevelopment

of Health Service Administrators. The career administrators could move

between various levels of governmental and nongovernmental organi-

zations, and between academic and service programs without sacrifice of

pension rights and other career benefits. The awards should be made
through national competition and every effort should be taken to encour-

age people with administrative interest and talent to apply. Eligibility

should not be limited by academic training or direct administrative
experience in the health field. Such a career development program should

have a close relationship to the proposed National Center for Health
Services Research and Developm,mt.

II. We rflommend consolidation of the Regional Medical Program

Amendments and the Comprehensive Health Planning Act (Public
Law 89-749) into one new Act designed to further the orderly plan-
ning, organizing, and evaluating of health services on a noncategorical,

problem-centered and appropriately regionalized basis. Elements of
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both pieces of recent legislation should be combined so that a rational
and workable plan is made possible for implementation at regional, State,
and local levels. The grants for research, facilities, manpower production,
and services should be integrated and problem-oriented. The competence
of State health agencies should be enhanced by adequate funding. All
Federal health grants should be withheld from States unwilling to carry
out planning and coordination of comprehensive health seivices.

NOTE: Two members of the panel are opposed to this recommendation. One mem-
ber holds that the Regional Medical Programs would be seriously crippled by tying
them to generally ineffectual state health departments. The other member holds that
since the Regional Medical Program is concerned with a limited range of health
service, it is obviously encompassed within, and therefore should be distinguished
from comprehensive health planning. The two programs have different purposes and
foci. Both are needed but they should not be confused with one another.

12. We recommend that substantial Federal support be given to
develop and apply the newer forms of communication technology to
all sectors of the health services field. Effective performance of health
professionals and organizations depends upon having the right informa-
tion in the right place at the right time. The widespread use of new
equipment and new information handling techniques can significantly
help achieve improvements in performance that should enhance the
productivity of scarce health specialists. Such technology and the strong
research and development activities that have grown up recently to serve
the aerospace industry, should be utilized to help the health field make
major strides in improving their communications.

13. We recommend the use of Federal and State grants for the de-
velopment of better and more effective systems for the transportation
of acutely ill or injured persons to sources of definitive care. Increased
use should be made of special equipment such as helicopters and ambu-
lances with devices for monitoring vital signs, resuscitation and elec-
trical stimulation of the heart, and of transportation of surgical teams
to the sites of accidents. To improve the emergency services available to
the public, which are often inadequate, the control of ambulance serv-
ices should be assumed by hospitals and medical groups. In addition,
the standards developed by the American College of Surgeons for emer-
gency medical services should be applied throughout the Nation. Not
only would accessible, effective emergency services provide better care,
but it would reduce the haphazard, inappropriate demands made on
physicians and other health prptessionals for care they are not equipped
to provide.
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14. We recommend that Federal provision of direct health services
be reduced, over time, to the necessary role of providing health care
for the armed servkes. All other personal health services should become
part of the regular health services of the community regardless of their
particular source of financial supportFederal, State, and local taxes,
voluntary health insurance premiums, charitable funds, service charges,
or combinations thereof. Separate Federal health services for special pop-
ulation groups are wasteful of manpower and other scarce resources.
Therefore, in the interim period before unnecessary duplication is elimi-
nated, extensive use should be made of cross-servicing agreements to
make maximum use of any idle capacity that exists in the Federal
system.



Appendix IV

The Kaiser Foundation Medical Care Program

The Kaiser Foundation Medical Care Program provides comprehen-

sive health care services to over 1.5 million subscribers on a prepaid basis.

The Health Plan arranges for these services by contracting with four

large independent groups of physicians, one foreach discrete geographic

area served (northern California, southern California, Oregon, Hawaii).

The Health Plan provides thephysicians with facilities bycontracting with

the Kaiser Foundation Hospitals, which in 1965 comprised 15 medical

centers for both inpatient and outpatient services, and by leaing 29

medical office buildings which serve primarily outpatients to the medical

groups. The unique features and relationships between the three entities

(the Kaiser Foundation Health Plan, the Medical Groups, and the

Kaiser Foundation Hospitals), and the services which they provide to

subsczibers are the subjects of this paper.

The Kaiser Foundation Medical Care Program had its origins in

industrial requirements for employee health care in remote locations,

rathe7 than in academic institutions, community hospitals, or private

practice. Many of its characteristics, therefore, reflect the goal of a system

of health care that is essentially autonomous and comprehensive. The

principal mibion of the program has changed from providing health care

to limited numbers of industrial employees to providing prepaid care to a

cross-sect:2n of American citizenry. With small variations, the Health

Plan's role in each geographic area is the same: to collect dues from

subscribers and agree, in return, to provide both inpatient and outpatient

health care. The Health Plan is a major, though nonprofit, interest of

Henry Kaiser and several directors are directors of Kaiser Industries as

well. The industrial orientation of the Health Plan has resulted in many

of the aspects of the program which will be explored more fully later on:

1. Introduction of large-scale, industrial management capabilities

and techniques into the health care system.
197
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2. Separation of professional from administrative aspects of health

care, with the former handled primarily by physicians and the latter

by trained executives.
3. Provision of support services to both professional and nonpro-

fessional activities.
4. Coordination of professional and nonprofessional manpower,

extensive physical facilities, and large amounts of consumable material

to serve patients with needs for health care.

5. Conduct of the entire enterprise in an economicallyself-sustaining

mannerthat generates enough income to permit amortization of large-

scale commercial loans, replacement of facilities, and an average

growth of 1 0 percent peryear.

Although the Health Plan has a contractual responsibility for the deliv-

ery of health care, the primary relationships which it has with the

subscribers, the hospitals, and the Medical Groups are financial. The

Health Plan has established relationships between its-lf and the medical

groups in which each side is finandally dependent upon the other while

retaining separate operational jurisdictions. These arrangements are

characterized by (a) the dependency of both Health Plan and Medical

Groups upon the overall financial success of the program; (b) yearly

negotiation between Medical Groups and Health Plan for the level of

capitation paid by the Health Plan to the physicians for the care of each

patient; (c) absolute control of a professional matten by the Medical

Groups; (d) control by the Medical Groups of the rate of expansion.

The relationship of the Health Plan with the Kaiser Foundation

Hospitals is entirely different from its relationship with the Medical

Groups. In this case, the Board of Directors is the same for both organi-

zations, and the Health Plan simply reviews theproposed annual budgets

of the hospitals to assure that they reflect the Plan's operating policy for

the next year and that they are as efficient and wellthought out as possible.

Kaiser Hospitals, while they provide facilities for use by the general

community on a space-available basis, have primary responsibility to

Plan subscribers and physidans. They do not formulate policy or expand

at an independent rate.
To match the Medical Group in each discrete geographic area, the

Health Plan and Hospital Foundation have a joint regional office con-

sisting of an overall regional manager, a regional hospital administrator,

a regional health plan manager, and a regional controller. Centralized

business and administrative services are perfonned on a regional basis

kr the Health Plan, Hospitals, and Medical Groups. Permanente Serv-
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ices, Inc. ( PSI) provides these services for northern California with
separate, similar corporations for support of each of the other regions.
With considerable variety, these regional services include such things
as central purchasing, budgeting, cost control, nonphysician personnel
recruitment, etc. The PSI organizations also have opportunities to con-
duct analytic studies for each region, as well as for the total medical care
program with comparisons among regions.

Without anticipating the extensive discussion of financial arrange-
ments later on, the guiding economic principle is that, having agreed
to provide services for a given population during a given time at a fixed
fee, each member of the triumvirate must perfonn within its estimate to
avoid losing money. Conversely, lower than anticipated costs result in
excess funds (which are distributed as additional compensation to the
Medical Group members and reinvested in the nonprofit business by the
Health-Plan/Hospitals).

Unreasonable increase in budgeted costs by the Medical Groups or
the hospitals would result in a premium level so high that the Health
Plan would not be able to sell subscribers in an open competitive market.
Similarly, efforts by the Health Plan to minimize premium costs are
balanced by the wish of the Hospitals to remain in the black and the
desire of the Medical Groups to have an adequate number of personnel
to provide the promised services. The consumer, for his part, makes his
wishes known both through the route of organized membership negotia-
tions such as unions, government workers, etc., and, more importantly,
through the dual choice which Kaiser has insisted be available to any
subscriber. Thus, periodically any individual subscriber can choose to
withdraw from the Plan and enroll in one or more competitive plans
such as Blue Cross/Blue Shield, commercial insurance, etc. Many individ-
uals do, indeed, exercise their option to withdraw each year but, on
balance, the flow has been from other plans into Kaiser. In southern
California, membership has been closed to the outide public ar.d new
groups for more than 2 years (but a 10-percent annual growth has still
occurred because of additional members obtained from within organiza-
tions for which Kaiser is one of the health plan choices available).

This annual growth has kept the membership in a slight lead over the
ratio of beds and physicians to patients which Kaiser considers optimal.

Rule of thumb estimates for Kaiser growth are one physician, six non-

physicians, and 1.5 to 2 hospital beds per every 1,000 new members.

Facility growth is accomplished by borrowing up to 55 percent of costs

from commercial sources with outstanding debt presently $57 million.
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Five-year periods are used for planning to insure adequate lead time for

acquisition of cash, new physicians, and medical facilities.

The Permanente Medical Groups

Professional services are provided to subscribers by the four Medical

Groups, one in each geographic area. Organized as independent partner-

ships or associations of physicians, the Groups contract with the Health

Plan to provide comprehensive health services at a fixed charge per

subsciiber. There is autonomy both between the Medical Groups them-

selves and between the Medical Groups .and the Health Plan. For each

region, a Medical Group takes responsibility for both the availability and

the quality of the medical care.
The Groups are organized as hospital-based specialty group practices.

There are, however, differences among the groups on the ways physicians

are deployed to meet overall health goals, with varying roles for specialists

and general practitioners. In some areas, the wide geographic dispersion

of members has necessitated the distribution of physicians among many

small facilities. The formulation and direction of operating policy for

each Medical Group is nominally the responsibility of its executive com-

mittee, elected from among the physicians. In practice, however, the

functions of the executive committee may reflect the wishes of a strong

executive director, rather than vice versa. The important principle is that

the policies of practice itself are basically left to the indMdual physician,

within overall guidelines set by the executive committee or director of

his particular Group.
Recruitment of physicians is at times difficult because of the national

shcrtage of physicians (aggravated by requirements of the Anned

Forces), the higher initial incomes available to certain specialties in solo

practice or specialty group practice, and the need to seek high-quality

personnel while at the same time guarding against members seeking to

practice in a group because of dependent needs or lack of motivation.

At the same time, recruitment has been made easier by the growing

acceptance of group practice by recent graduates.

New physicians enter a 3-year probationary period prior to general

partnership. Dining this time there is a 13.6 percent attrition rate.1 Once

partneiship is attained, however, the annual attrition drops to 2.4 per-

cent, of which .6 percent represents withdrawal while 1.8 percent repre-

sents retirement or death.

Figures from northern California Group only.

4

4
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Overall quality control is achieved by an extensive hierarchy of au-
thority. Below the executive committees and the executive directors, there
are medical directors in each health facility and full-time department
chiefs within each hospital.

In terms of daily practice, individual physicians are largely free to
practice as they see fit. Each doctor has 54 days of patient-care respon-
sibility per week. Each physician is allowed 1,4-day per week to further
his own education, arrangements for which vary between regions. After
full partnership is attained, each physician is granted 1/2-clay of free time
each week. Reasonable daily workloads are carried by each physician
in daytime hours. There is rotation of night-call duty among physicians.

Patients are free to choose any physician within the group and to
change physicians at any time. As is common in solo practice, a patient
-may be delayed in seeing his personal physician, but immediate service
may be obtained from the physician on call. Referrals are generally
made to specialists within the Group. However, for specialties for which
there is little demand or for which the Medical Groups have been unable
to recruit adequately, patients may be referred to outside physicians who
are paid by the Group.

In summary, the Medical Groups are large partnerships of physicians
with specific though differing organizational and operational frame-
works. In general, they are functionally structured along the lines of
teaching hospital departments. The Groups individually bargain with
the Kaiser Foundation Health Plan, which arranges for them to provide
medical care to subscribers on a per capita, prepaid basis.

The Kaiser Foundation Hospitals
To provide facilities for both inpatient and outpatient care, the non-

profit Kaiser Foundation Hospitals and Health Plan have established a
network of 29 clinics and 15 hospitals throughout the four geographic
regions. These facilities are, like the merlical services provided within
them, essentially standard in design and execution. Two major hospital
design innovations are dual corridors to separate visitor access and pro-
fessional activities and a decentralized nursing service. No comparisons
have yet been made as to the staffing needs and the productivity of the
different physical plants. The hospitals offer staff privileges to qualified
physicians in the community but, because most of the hospitals operate
at higher capacity than surrounding community hospitals, these privileges
are infrequently used by non-Kaiser physicians in most areas. The hospi-
tals are not closely related to the surrounding communities since they

1
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are designed and operated primarily to meet projected Kaiser Health
Plan needs.

Overall administrative responsibility is vested with the directors and
officers of Kaiser Foundation Hospitals, who are essentially the same as
those for the Kaiser Foundation Health Plan. No separate board exists
for each hospital, nor do the Foundation directors meet with individual
hospital administrators. Instead, policies established by the overall board
of directors are ddegated to the regional hospital administrators who, in
turn, deal with the administrator of each hospital.

Purchasing, supply distribution, and inventory management are con-
ducted through a separate Permanente Services, Inc. (PSI ), in each
region. The financial management provided by PSI is, as a result of the
large aggregate size of the system, considerably more sophisticated and
extensive than that available to the controller of most community hos-
pitals. Detailed budget preparation is used as a primary method of cost
control. Departmental budgets are approved by the administrator of
each hospital and, in turn, the total hospital budget is approved by each
regional hospital administrator. The budget system is based on cost re-
imbursement, and is a determination of projected needs for the following
year in comparison with the last. Internal audit is conducted by PSI and
provides unusual guidance for the hospital administrator in effecting cost
control and management improvements.

Thus, the administrator of the Kaiser Hospital is not involved with
fundraising, establishment of price structure, purchasing, or accounting.
Instead, his role is much more like that of a manager of a hotel in a large
chain.

Medical services are provided by the Medical Groups, with full-time
hospital chiefs of staff, departmental chairmen, etc. The medical director
and his staff work dosely with the hospital administrator, both because
they have mutual financial interests and also because all of the staff are
located in or adjacent to the hospital. The Medical Group not only pro-
vides inpa, ,nt professional services but also has the responsibility for
hiring personnel and operating the clinical laboratories, X-ray depart-
ment, and the outpatient departments. Only inpatient services, in the
most restrictive sense, remain a part of the hospital administrative
structure.

Nonphysician personnel management is based on a formal position
control plan for each hospital and is backed up with training courses.
As is the case in many large corporations, there is a well-developed em-
ployee relations department concerned with recruitment, salary and wage
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administration, training, etc. Procedure and policy manuals for various
hospital departments have been developed and appear to be in use. With
the exception of dietary services ( in which precooked and frozen food
is purchased, stored, and simply distributed to the floors where it is
heated in microwave ovens), the Kaiser Hospitals do not appear to
have any greater substitution of capital for labor than other community
hospitals.

Staffing patterns for nursing are similar to those for the rest of Cali-
fornia and, because of the relatively low statewide wages (until recently)
for registered nurses, the hospitals have more RN's than all other cate-
gories of nursing service personnel combined. In addition, they have a
policy of limiting patient contact to RN's or licensed practical nurses.
Nursing duties also involve many clerical tasks which could be delegated
to less trained personnel. The nurses are nearly evenly distributed be-
tween inpatient and ambulatory services. In the latter, they work much
as they would in the typical medical office building, with roughly one
nurse for each physician in the ambulatory center. In this role, they
answer the phone and essentially serve as the physician's direct aide.

Although internship and residency programs are not extensively devel-
oped in the Kaiser Hospitals, there appears to be a strong educational
climate by comparison with that found in community hospitals. Kaiser
Hospi tals support a variety of continuing education programs as well as
appointments to teaching staffs of medical schools. This is augmented by
training programs for nurses and, at the nonprofessional level, by a num-
ber of inservice training programs conducted by the PSI.

The Quality of Care
Because the quality of care is central to any evaluation of health serv-

ices, a brief "medical audit" was made of Kaiser operations in northern
and southern California. The survey was carried out over a 5-day period
of time with approximately 23/2 days spent in formal meetings; the re-
mainder in the field. Formal meetings were employed to discuss overall
organization and policymaking procedures within the top echelons of the
Kaiser Health Plan and the Permanente Medical Groups. The field time
was spent visiting various installations chosen by the surveyors. Effort -was
made to view all of the types of facilities. While in each facility, the medi-
cal director as well as randomly selected physicians, nurses, laboratory
technicians, and appointment clerks were interviewed. In addition, a
limited number of patient records were randomly selected and briefly
reviewed for content and completeness.
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Professional PersonnelThe caliber of Medical Group physicans,

particularly the physicians-in-chief, was uniformly impressive. These men

were thoughtful and well motivated, not only in the discharge of their

individual duties, but in the supervision of the overall performance of

their groups. Their methods of monitoring quality hinged on specific

chart reviews of new physicians, and inadvertent review of longer term

doctors (it is common, both in the office and on house calls, for patients

and their records to be seen frequently by different physicians). In a few

of the clinics, the chief physician additionally solicited the views of the

ancillary personnel in regard to the quality of care delivered. In all of the

clinics, a regular meeting of the physicians is held to review both admin-

istrative and medical matters. The medical directors meet periodically to

discuss various operational problems and policy matters. In addition, in

the Southern California Medical Group, one of the clinic medical direc-

tors functions in a wider monitoring role by visiting each clinic weekly

and reviewing with the director the problems that have arisen. This

function extends to include the followup of any consumer complaints

that have been reported.
The individual physicians interviewed were of good quality and con-

cerned with the delivery of medical care of a high standard. Although

they were clearly aware of the overall economics of the medical group

system, they did not apply this awareness directly to any individual

patient. On the contrary, they uniformly noted that one of the merits of

their system of practice was the ability to deliver medical services without

concern for the economic welfare of the individual patient. The one area

where economic awareness played a significant role was in hospitalization.

In the Kaiser prepayment program, there is no push, either on the part

of the patient or the physician, for medically unnecessary hospitalization

(e.g., routine diagnostic workups ) . Indeed, the converse is true. The

patient is usualiy employed and, hence, reluctant to enter the hospital.

The physicians are aware of the high costs of hospitalization; and there

has chronically been a relative scarcity of hospital beds in the program.

The design has been to have two beds per 1,000 subscribers but, in actu-

ality, that goal has not been reached, there currently being 1.7 beds per

1,000 subscribers. This economy of scarcity is obviously a two-edged

sword, but thus far, it seems to have influenced the efficiency and the

quality of medical care in a positive fashion.

In each of the clinics and hospitals visited, some 10 to 20 patient records

were quiddy reviewed. The records were selected by the surveyors either

from the record room, a physician's office, or the inhospital chart rack.
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The records were skimmed in their entirety and then selected histories

and physical examinations were reviewed for completenas and appropri-

ate followup of complaints and findings with particular emphasis on

diagnostic impression and diagnostic studies performed. It was the distinct

impression of both surveyors that the records were of high quality, com-

plete, and reflected a thorough approach. On routine checkups, the
laboratory work consisted of complete blood count, urinalysis (micro-

scopic examination of the sediment not routinely done in all clinics), and

chest X-ray. Papanicolau smears are rf..k.tinely performed and electro-

cardiograms are done on all males over age 40 years. It should be empha-

sized that, although all physicians interviewed considered routine labora-

tory work to consist of the same things, there is no explicit policy in this

or any other facet of medical care. The individual physician has wide

latitude in theory, but usually conforms to the standards of the group in

actual practice.
One criticism which might be raised is that some patients come to the

clinic with frequent minor illnesses over a 4- or 5-year period without

having a comprehensive history and physical examination. It is the judg-

ment of some medical experts that du: best practice is to perform a
complete history and physical examinafion on the first visit of a new
patient. There are no hard data to support this judgment

EducationEvery Pertnanente physician is allowed A-day per week

to devote to continuing his medical education. In Northern California,

the organization of this time is left entirely to the individual; indeed, he

may forgo the opportunity entirely and supplement his salary by working

an extra r Unic session. Not so in Southern California, where the educa-

tional day is Tuesday. One-half of the physicians go to the unit hospital

in the morning to round on their hospitalized patients with a consulting

internist. In the afternoon, the remaining half report to the unit hospital

to work side-by-side with subspecialists. The subspecialty assignment is

rotated on a 3-month schedule. It also seemed that in Los Angeles there

was a closer association with the medical schools than in the San Fran-

cisco area. The chairman of the Southern California Group was actively

engaged in developing academic relationships, both by encouraging
faculty appointments for his staff and developing reciprocal ties between

the medical schools and the Permanente Clinics. The geography of the

two areas may well play a partial role in this apparent difference.
Availability of CareThe subscriber has accem to medical services

around the clock. The basic route of access is the telephone, which during

off-hours leads either to a house call or, in selected areas, an emergency

ta.m.

288-858 0-88--14
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ward visit. In the North, an on-call physician both screens the telephone
calls and makes the home visits whereas in the South, a screening physi-
cian handles the calls centrally and assigns the house visits. The relative
merits of these two systems have not been analyzed.

During the work day, the larger facilities have drop-in clinics and
emergency wards for nonappointrnent consumer access. The smaller units
have a limited number of blocked-out appointments per physician which
are used to process acutely ill patients. In the Northern California area,
the drop-in clinics are staffed partially by part-time physicians, whereas
in the South, the permanent staff carries the full responsibility. Again,
the relative merits of these two organizational patterns have not been
analyzed for either consumer satisfaction or relative quality of care.

Delivery SystemAlthough formal organization is discussed else-
where, the surveyors felt compelled to comment on the very traditional
manner in which the delivery system is organized. There was no evidence
of innovation in this regard and, in particular, no economies in the use
of health manpower. In general, the staffing ratio of physicians to nurses
(RN and LPN) was 2 : 1. In one of the largest clinics, the physician
could choose to use one or two examining rooms, and some physicians
had to wait while patients were being prepared for examination. In some
clinics, the primary function of the nurse appeared to be the handling
of the physicians' telephone calls rather than the practice of their pro-
fessional skills The list of inefficiencies in the delivery system could be
extended without difficulty. These comments are reported simply to
highlight an area in which large returns could be obtained from creative
innovation.

SummaryMthough the survey was constrained both by time and
experimental design, it was the strong impression that the quality of
medical care delivered by the California Permanente Medical Groups
is equivalent if not superior, to that available in most communities.

The Extent and Nature of Economies in the Kaiser
Foundation Medical Care Program

A major conclusion of the study group is that the Kaiser Foundation
Medical Care Program has been able to achieve significant economies in
the use of scarce resources and in the medical expenses of its subscribers.

Compared to the California averages, Kaiser had significantly fewer
hospital beds and physicians per member served; and for roughly com-
parable medical services, Kaiser expenses per member are 35-45 percent
leas than the expenses of the average Californian. Not all of this differ-
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ence represents a true economy of Kaiser. First, Kaiser members obtain

some of the medical care outside of the Kaiser Plan, thus reducing Kaiser

expense per member. Second, indigents and old persons are under-

represented in Kaiser compared to the State's population. Still, after

making allowances for these factors, it appears that the cost to the aver-

age person who obtains medical care through Kaiser is 20-30 percent

less than it would be if he obtained it outside.
A comparison of the time trends of expenses for Kaiser members and

for the general U.S. population reveals a strikingly slower rate of increase

for Kaiser members. Between 1960 and 1965 total expenses per member

for the services provided by Kaiser increased by 19 percent.2 During the

same period, national per capita private consumer expenditures for

comparable medical services increased by 44 percent. This is noteworthy

on two counts: (1 ) It provides additional evidence that Kaiser is able

to achieve sizable economies compared to the normal methods of pro-

viding medical care (since trend figures eliminate many of the aspects

of noncomparability between Kaiser and the general population) ; (2) it

indicates that changes in the prevalent methods of dispensing medical

care have the potential of significantly slowing the rise in medical care

expenses.
The foregoing discussion rair,eS the question of what factors account

for the relative economy' of Kaiser. The answer is somewhat surprising

in view of the generalizations usually made about the efficiency of group

practice.
Although grouping the physicians together under one organization,

as well as the integration of facilities in single locations, undoubtedly

permit Kaiser to achieve some savings in physicians' time, capital invest-

ment, central administration, and purchasing, savings in these areas did

not appear to account for a major share of total savings. Neither did

the study group find evidence of major innovations in the practice of

medicine: Kaiser physicians use standard medical practices and proce-

dures during their contactswith patients, and there does not appear to be

unusual substitution of auxiliary personnel for physicians.

The major source of economy within Kaiser appears to be good con-

trol over what medical care is provided and where it is provided. This

source of economy is most apparent in hospital care,with the age-adjusted

2 The magnitude of the rise in expenses during this particular period may be

somewhat smaller than during some other 5-year periods, L.* it indicative of

Kaiser's long-term experience.

4
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days of hospital care per year for Kaiser members being only 70 percent
of the State's per capita average.

Prepayment and comprehensive care appear to be major keys to
Kaiser's ability to control medical care utilization. Prepayment permits
a contract arrangement that eliminates incentive for physicians to pro-
vide unnecessary medical procedures, and inclusion of outpatient care
in the Kaiser benefit package eliminates memlbem financial incentives to
undergo unnecessary hospitalization.

Economy in the provision of medical care does not flow automatically
from organizing physicians into groups, but requires management con-
trols and incentives that promote this objective. Within Kaiser, economy
is achieved through energetic application of budgeting as a cost control
mechanism and through a contract arrangement that makes the costs
of providing medical care a constant concern of the management of the
medical groups.

A further difference between Kaiser and the general medical care
system, although not precisely a relative economy of Kaiser, is note-
worthy. The community hospital system is largely dependent upon
charitable contributions and government funds for modernization and
expansion. Funds available through these sources are limited, with the
result that obtaining capital funds is a major concern of hospital ad-
ministrators and trustees. In contrast, Kaiser has been able to implement
a continuing program of rapid expansion of hospital facilities without
government or significant philanthropic funds. Between 1960 and 1965
the net book value of the fixed assets of Kaiser hospitals rose by $37
million, representing an increase of more than 100 percent. This expan-
sion program was fmanced almost entirely by a combination of long-

term borrowing and retained income from operations.
Dues income from its membership provides the Kaiser Foundation

Medical Care Program first of all with a continuing, predictable source
of internally generated capital funds but, more importantly, with a solid

financial basis for obtaining commercial loans. As a result, Kaiser has
been able to largely avoid the capital funds squeeze that confronts most

community hospitals.

A Comparison of Kaiser and California in 1965
Table I presents statistics on Kaiser operations within California and

comparable statistics for the State of California as a whole.3 More detailed

*Detailed notes for table I are presented at the end of this section.

:4
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TABLE 1.Comparative statistics for Kaiser and California-19651

Item
Kaiser

California
Ratio of Kaiser

to California
Northern Southern
California California North South

I Hospital beds per 1,000 1. 73 1. 66 3. 39 O. 51 0. 49

la Age adjusted 1. 99 3. 39 59

2 Hospital days per 1,000.... 532 520 891 . 60 . 58

2a Age adjusted 612 891 69

3 Average daily cost of
hospitalization $56. 06 $63. 48 88

4 Average length of stay 6. 6 6. 0 6. 5 1. 02 . 92

5 Annual hospital cost:
Per person $29. 82 $56. 06 53

5a Age adjusted $34. 30 $56. 06 . 61

6 Physicians per 1,000 . 925 . 906 1. 26 . 73 . 72

7 Physician visits per person . 4. 63 2 4. 91 94

8 Per capita cost of physi-
cians services $44 32

f $67
t $38

. 66

. 50

9 Other related expenses per
capita $7. 69 $8. 76 88

10 Total per capita expenses .. $81. 83 $83. 87
131.82

{ in 82
. 62
. 54

. 64
. 55

l Deftiled notes on table I are presented at the end of this section.
2 Western United States: July 1963June 1964.

figures were available to us for the northern California region of Kaiser

than for the southern California region, but those data available for

both the northern and southern regions indicate that experience is quite

similvr in both regions.
Any attempt to make the type of comparisons presented here is fraught

with obvious difficulties. The demographic, social, and economic charac-

teristics of the Kaiser and the total California populations are clearly

different. Moreover, the quality andquantity of the medical care received

by the two groups is by no means identical. On this latter score, however, it

was the opinion of the study group that the medical care received by

Kaiser members was of high quality. Age-adjusted figures are presented to

eliminate one source of bias in the comparison, but adjustment for differ-

ences in socioeconomic status was not possible. No allowance was made

for medical care received for Kaiser members outside the Kaiser Plan.

Accurate evidence on the extent of cue obtained outside the Plan is not

available. A study performed on a small sample of Kaiser families in 1958
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found that they obtained about 16 percent of their medical care (includ-

ing free care provided at the employer's or the public's expense) outside

of the plan.*
Even admitting to the various aspects of noncomparability of data, it is

difficult to believe that the differences shown in table I are not at least

partially the result of the different manner in which Kaiser members and

the general population receive their medical care. In terms of per capita

cost and resource requirements, Kaiser is consistently and significantly

below California.
The most striking relative economy of Kaiser is in its requirements for

hospital beds and its per member cost of hospitalization. On an age-

adjusted basis, Kaiser required only 59 percent as many hospital beds per

person as did the State of California.6 Similarly, Kaiser's per person cost

for providing hospital care on an age-adjusted basis was only 61 percent

of the statewide cost.
Lower admission rates are the primary source of Kaiser's relative

economy in the hospital area. The average Kaiser member (in northern

California) spent only 69 percent as many days in the hospital as did the

average Californian (on an age-adjusted basis), and since Kaiser's aver-

age length of stay exceeded the State's, Kaiser savings in hospital use was

entirely the result of lower admission rates.6

Fewer days of hospital care per member explain three-fourths of the

savings of Kaiser relative to the State with respect to the number of hos-

* Josephine Williams, et al, Family Medical Care Under Three Types of Health

Insurance, a report for the Foundation on Employee Health, Medical Care and Wel-

fare, Inc., done by the School of Public Health and Administrative Medicine of Clo-

lumbia University, Copyright 1962. Members of the 693 Kaiser families studied by

Williams spent 12.4 parcent of their total days of short-term hospital care in 1958 in

non-Kaiser hospitals. Twenty-seven percent of physician visits were to non-Kaiser

physicians, but these include a large number of visits by men to industrial medical

departments and care obtained by children from doctors and nurses in schools or camps.

This latter type of care is certainly much less expensive than the normal physician

visit If free care visits are weighted equal to one-third of a normal physician visit, the

percentage of total physician visits made by family members outside of Kaiser is 19 per-

cent. Averaging the figures for non-Kaiser hospital care and physician visits (implying

equal expense for the two types of care) gives the result that these families obtained

about 16 percent of their care outside of the Kaiser Plan.
I* Oa the basis of data available to us, age-adjusted figures could be calculated only

for Kaiser northern California region. However, the memberships of the northern

and southern California regions have very similar age distannions; so the figures

presented for the northern California region probably closely approximate Kaiser's

statewide experience.
Note that the average length of stay is not age-adjusted. If it were, the length of

stay at Kaiser would be considerably longer than that for the rest of California.

a
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pital beds required per person. Higher occupancy rates in Kaiser hospitals
account for the other one-fourth of the savings in beds. In the case of
annual per person cost of hospital care, lower hospitalization rates again
explain three-fourths of Kaiser's relative savingslower per diem costs
accounting for the other one-fourth of the savings.

A reasonable inference of these data is that, compared to the normal
medical care system, Kaiser has been more successful in limiting hospitali-
zafion to those cases where it is medically justified.

With respect to the number of physicians required and the cost of
physician's service per person, the relative savings within Kaiser are again
clear. The large majority of physician services are received on an out-
patient basis, and age adjustment has almost no effect on the number of
outpatient physician visits per Kaiser member; thus age adjustment
wou/d not greatly affect the figures presented in rows 6 and 7 of table I.
Two estimates are given of the average expenditure in California on
physicians' services? Kaiser per member expense is only 50 percent of the
higher California figure and 66 percent of the lower California figure.

Adding together the cost of hospitalization, the cost of physicians'
services, and other related expenses (see note for row 9 of table I), we
obtain comparable figures on the total per capita expenses for medical
services received by Kaiser and non-Kaiser persons in California. De-
pending upon the figure used on non-Kaiser expenditures on physician
services, total Kaiser expenses are either 55 or 65 percent of the average
in the State. Even if allowances for noncomparAility raise the Kaiser
figure by as much as 25 percent, it would still be only 70-80 percent as
large as the State figure.

Medical Care Expense Trends: 1960-65
Data on the trends of expenses within Kaiser are useful for two reasons:

1. The rapid rate of increase in per person medical care expenses
has become a matter of national concern; thus, it is of considerable
interest to find out whether or not Kaiser has been successful in holding
down the rise in expenses.

2. Comparisons of Kaiser and non-Kaiser time trends are more
comparable than comparisons of absolute dollar amounts. Trend fig-
ures lessen the importance of many aspects of noncomparability, such
as different age distributions, nonavailability of data on outside ex-
penditures of Kaiser members, and socioeconomic differences between

1 There is reason to believe that the higher figure is closer to reality (see note for
row 8 of table I).

F
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Kaiser members and the general population. To the extent that these
aspects of noncomparability have remained constant over time, dif-
ferences in trends are valid indicators of differences between Kaiser
and the general population.
The first part of table II presents 1960 and 1965 data on the major

components of expense for all medical care provided Kaiser members,
with the exception of outpatient drugs and optical products. The second
part of table II provides figures on selected componentsof U.S. per capita
private consumer expenditures for medical care.

During the period under consideration, the simple annual rate of
increase in total expense per Kaiser member was about 4 percent. Figures
for intervening years (not presented here) show considerable fluctuations
in the year-to-year percentage changes, but there is no evidence of an
acceleration in the rate of increase toward the end of the period.

Operating expenses for medical and hospital services account for
around 85 percent of total expense; thus these two components dominate
the trend figures.5 It is important to note that Kaiser includes in the
medical service category many items usually considered part of hospital

TABLE ILPer capita medical care costs, 1960 and 19651

1960 1965 Percent
change

Kaiser (California regions):
Operating expenses:

Medical services $39. 22 $47. 84 22. 0

Hospital services 18. 97 21. 11 11. 3

Other expenses 11. 30 13. 84 22. 5

Total expenses 69. 49 82. 79 19. 1

United States: 2
Physicians services 29. 77 43. 92 47. 5

Hospital services 29. 64 42. 36 42. 9

Net cost of insurance per person covered 6. 40 8. 15 27. 3

Total 65. 81 94. 43 43. 5

1 Detailed notes on table II are presented at the end of this section.
2 Per capita private consumer expenditures.

' Note that Kaiser includes in the Other Expenses category many items other than
costs of central administration. In particular, it includes all property expense items

for both the hospitals and medical clinics. See notes for table II.

,
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expensesfor example, the costs of sargery, laboratories, radiology,
anesthesiology, interns, and residents. This results in only a slight under-
statement of the rise in per member hospital expense.

Rising wage rates were the cause of the growth in medical service
expense. Personnel costs represent about 90 percent of medical service
cost, and the number of physicians and nonphysician personnel per Kaiser
member decked slightly during the period.° Rising salary costs thus
clearly caused the rise in medical service cost, a rise which would have
been even greater had not Kaiser been able to reduce the personnel
required per member duringthe period.

On a trend basis, the Kaiser Medical Services category and the U.S.
Physician Services category are roughly comparable; thus table II indi-
cates that medical service expenses have grown strildngly faster for the
general population than for Kaiser members. This could be due either to
a more rapid rise in the productivity of Kaiser medical personnel in
dispensing medical services or to a less rapid growth in the use of medical
services by Kaiser members. During this period there were no major
changes in the methods of dispensing medica l. care within Kaiser; thus
differential productivity trends do not appear to account for much of the
difference in expense trends.

On the other hand, there is evidence that Kaiser has been relatively
successful in reducing member requirements for medical personnel serv-
icesat least in the hospital area. This shows up clearly in the compara-
tive analysis of trends of hospital expense in Kaiser and the United States
presented in table III.10

The important point made by the table is that although Kaiser's cost
per day of hospital care increased almost as fast in the Nation as a
whole, its annual hospital expense per person increased only about one-
third as fast as the national average. Kaiser was not able to do much
about the rise in cost per unit of service, but it was able to reduce the
number of units required per personin contrast to the national experi-
ence of a rise in the number of hospital days per person. Differences in
the trends of admission rates explain the majority of the difference be-

The majority of nonphysician personnel are employed in providing medical
services.

" The figures in table III are not directly comparable with those in table II. The
Kaiser Hospital figures in table III include the appropriate medical service cost, and
the figures for U.S. hospital expense per person include some expense borne by State
and local governments. (The inclusion of medical service costs raises the Kaiser
overall increase in per member hospital costs in the northern region between 1960
and 1965 from 14.5 to 15.4 percent.)

a
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TABLE 111.Trends in per person hospital expenses 1

Kaiser (Northern Cali- United States
fornia region)

1960 1965
Per-
cent

change
1960 1965

Per-

cent
change

Average daily expense $42. 79 $56. 06 31 $32. 23 $44. 48 +38
Annual admissions per

1,000 88 80 9. 1 128. 9 137. 9 +7, 0

Average length of stay 6. 86 6. 65 3. 1 7. 6 7.8 +2, 6

Annual patient days per
1,000 604 532 11. 9 978 1, 061 +8, 5

Annual hcspital expense per
person $25. 85 $29. 82 +15. 4 $31. 52 $47, 19 +49. 7

1 Detailed notes for table III are presented at the end of this section.

tween Kaiser and the United States in the trend of hospital expenses.
If admission rates in Kaiser had followed the national trend during
1960-65, Kaiser Hospital expenses per person would have increased
about 35 percent, or two-thirds of the national percentage increase.11

Shifting age distribution of the Kaiser population explains only part

of the decrease in hospital admission during the period. An internal
Kaiser analysis shows that this factor accounted for only 16 percent of

the decrease in Kaiser hospial utilization between 1957 and 1966. Al-

though the declining birth rate accounted for an additional part of the
decrease in admissions within Kaiser, birth rates declined even more

rapidly within the general population; thus this factor does not con-

tribute to explaining the differential trends in admission rates.

A reasonable conclusion to draw from these data and the evidence

that the quality of care is good is that the Kaiser system has been rela-

tively successful in restricting medical services in general, and hospital

care in particular, to medically justified situations. It would appear that

as medical technology and accepted practice has changed, Kaiser has

been able to shift more care to an outpatient basis and reduce lengths

'1 The discussion in this paragraph is directly relevant to a comparison of Kaiser

and California Hospital trends, since California experience during this period was

remarkably parallel to that of the United States as a whole. Percentage changes in

the California figures for 1960-65 were: Average daily expense, +37.1 percent;
annual admissions per 1,000, +11.4 percent; average length of stay, 2.8 percent;
annual patient days per 1,000, +8.3 percent; annual hospital expense per person,

+48.5 percent.

-
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of hospital stay for many types of illness. This has resulted in asignificant
savings in hospital expense per person. It also seems likely that the
changes explain at least part of Kaiser's reduction in the number of
medical personnel required per member.

The Sources of Economy Within Kaiser
What explains the sizeable savings that Kaiser has been able to achieve

in the provision of medical care? There is no simple answer to this ques-
tion. Economy within Kaiser appears to derive from a number of sources;

but before discussing these sources in detail; it is important to eliminate
several possible explanations that do not appear valid.

One of the moa astinctive features of Kaiser is the relatively low

use of medical services (particularly hospital services) by its members.
Questions that immediately come to mind are whether this feature is
indicative of poor medical care, denial of services desired by the mem-
bers, or relatively good health of the members. In fact, the low use of
services does not appear to indicate any of these. First, the study group
found the quality of medical care to be high. Second, the rapid growth
in Kaiser membership, coupled with a Kaiser's mandatory policy of giving

all group members a choice of an alternative health insurance plan, indi-
cates a high level of consumer satisfactiona state of affairs that would
not exist if members were often denied medical services they desired.
Third, there is no indication that unusually good health of Kaiser mem-
bers is the reason for the low use of medical services: The vast majority
of Kaiser members are enrolled through employee groups whose members

are given dual choice of health plans, and analyses by Kaiser reveal no
significant bias in the medical-risk characteristics of those choosing

Kaiser as opposed to the competing plan." Nor does underrepresenta-
tion of the indigent in the Kaiser population contribute to explaining

the relatively low use of medical services by the members. Even though
indigents are less healthy than average, they have up until now received

less than the average amount of medical care in the State as a whole, and

may reduce utilization figures for the non-Kaiser population more than

for the Kaiser subscribers.
While the explanations that would eliminate much of the significance

of the savings within Kaiser do not seem to be valid, neither do explana-

tions that suggest major cost-saving innovations in the practice of medi-

cine : Kaiser physicians use standard medical practices and procedures

A. Yedidia. "Dual Choice Programs," Anurican Journal of Public Health,
November 1959.
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in their contracts with patients, and auxiliary personnel are not sub-
stituted for physicians to my unusual extent." Neither do economies of

scale associated with Kaiser's large group practices appear to be a major
explanatory factor. Although Kaiser undoubtedly achieves economies in
investment, purchasing, and administration, these areas account for only

a small fraction of the total cost of providing comprehensive medical cue.
If this is the case, what are the sources of economy? In the final

analysis, it is the individual physician who has the most influence on the

cost of medical care. It is he who determines how much and what kind
of medical services the members receive. Kaiser has been able to achieve
substantial savings because it has been able to get individual physicians
to control the costs of providing medical care. The Kaiser physicians
operate in a setting which makes them constantly aware of the costs
associated with providing medical services and which exerts pressure
on them to avoid waste. The way in which this setting has been achieved

is best explained by describing the relationship between the management
of the Kaiser Foundation Health Plan and the several Medical Groups.

As discussed earlier, the Kaiser medical care program is not carried out
by a single organization but by a number of distinct, related organiza-
tions. Chart No. 1, reproduced from the 1965 Kaiser Annual Report,
illustrates the principal relationships involved in conducting the medical
care program. Although Kaiser Foundation Hospitals is legally a sep-
arate corporation, it has the same board of directors as Kaiser Founda-
tion Health Plan, and for all practical purposes, is controlled by the
management of the Health Plan. On the other hand, the separation be-
tween the Medical Groups and the Health Plan exists in both legal and
practical terms. The Medical Groups are partnerships of physicians
and are self-governing. The Medical Groups quite jealously guard what
they consider to be their professional prerogatives; thus each individual
Medical Group sets its own standards of practice and determines its own
method of operation. Also, the Medical Groups have the right to deter-
mine when the Health Plan can enroll new individual and group
members.

' A limited exception is the experimental multiphasic health cfieckup given to
Kaiser members in the San Francisco Bay area. At the present time, however, the
multiphasic checkup is a minor and somewhat isolated part of the Kaiser program.
Since it provides many more tests than are normally involved in a regular physical,
and since it appears to have increased the demand for health checkups, it seems
doubtful that Kaiser has realized any significant savings from the program.
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This chart illustrates the principal relationships involved

in conducting the Program in its fo ur Regions

Northern California: San Francisco Bay Area and

Sacramento
Southern California: Greater Los Angeles Area

Oregon: Portland, OregonVancouver, Washington

and vicinity

Hawaii: Island of Oahu.

Kaiser Foundation Health Pian, Inc., a California nonprofit

corporation, undertakes to arrange for necessary hospital and

professional care for subscribers and their dependentsthe

Health Plan members. In the Oregon Region this function is

performed by a subsidiary, Kaiser Foundation Health Plan of

Oregon, a Washington nonprofit corporation.

The Health Plan meets its commitment to arrange for health

care services principally through two types of contracts

A MEDICAL SERVICE AGREEMENT

In each Region one of four independent Permanente

Medical Groups accepts responsibility for professional

I
1

\
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\
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THE PERMANENTE CLINIC

HAWAII PERMANENTE

MEDICAL GROUP
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care of Health Plan members in the Region. Three of the

Medical Groups are organized aspartnerships. The fourth,

in Hawaii, is an unincorporatedassocialion.

A HOSPITAL SERVICE AGREEMENT

By a complementary areement Kaiser Foundation Hospi.

tals, a California nonprofit and charitable corporation,

accepts Regional responsibility for necessary hospital

services and facilities.

Because of their nonprofit and public service character, Kaiser

Foundation Hospitals, Kaiser Foundation Health Plan, Inc., and

Kaiser Foundation Health Plan of Oregon all are exempt from

Federal income tax.

In each Region one of four Permanente Services corpora .

ticns performs centralized business and administrative services

for the organizations cooperating in the Medical Care Program,

and also operates prescription pharmacies at non.hospital

locations. All Permanente Services capital stock is owned in

equal shares by Kaiser Foundation Hospitals and Kaiser

Foundation Health Plan.
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In a sense, the Medical Groups represent the interests of the mecucku

profession. In the same sense, Kaiser Foundation Health Plan represents

the ideals of Henry Kaiser. His philosophy and the men he gathered to-

gether to manage these programs are represenmd in the management

of the Kaiser Health Plan. Among management groups in the medical

care field, that of the Health Plan appears to be unique. Because ,of

Henry Kaiser's sponsorship, the Health Plan has been able to draw on

the talents available throughout Kaiser Industries, and t.hus the manage-

ment is of unusually high caliber. Moreover, it has been imbued with

the philosophy that the task of providing medical care is susceptible to

the management techniques employed in solving other production

problems.
'The philosophy exemplified in the Health Plan is that the role of

management is to find the best arrangement of people and facilities

to produce the desired product. In this case the desired product is high

quality medical care, and the best arrangement is the one which allows

this product to be produced at lowest cost. Because of the traditions and

attitudes in the medical profession, radical change in the methods of

dispensing medical care is not easily achieved, and the Health Plan

management has ceitainly not been able to exploit all of the potential

economies in the provision of medical care. Still, the accomplishments of

Health Plan management are impressive.

The very existence of the Kaiser medical care program is attributable

to the ability of central management to find an organizational structure

that would allow central control over the costs and general shape of the

medical care program and, at the same time, allow sufficient autonomy

to the Medical Groups to make them professionally Atractive to physi-

cians. Autonomy was achieved by allowing the physicians to form in-

dependent partnerships. Control was achived through the ground rules

for the negotiations over the annual contract between the Health Plan

and each individual Medical Group.
The negotiated contract provides that the Health Plan will pay the

medical group an essentially fixed amount per member for all of the

physicians' services provided by the Medical Group during the year.

The negotiation process, however, is not a pure bargaining one. Rather,

the basis for determining the size of the contract payment is a detailed

budget prepared by the Medical Group. Individual budgets are prepared

by line supervisors, subject to review at various levels, and finally con-

solidated into the overall budget. Detailed planning figures and fore-
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casts are provided the budget preparation centers in order to make the
budget as accurate as possible.

The budget prepared by the Medical Gruop is not sacrosanct. As part
of the negotiation process, items are subject to review by the Health Plan,
thus giving the Health Plan some degree of control over decisions of the
Medical Group. Equally important, the contract arrangement is such
that the physician-management of the Medical Groups must operate
according to sound business principles. After the annual contract is nego-
tiat,t0., a Medical Group has, essentially, a fixed amount of income per
member served. Any excess of costs over the budgeted amount directly
reduces the income of the individual physicians in the Medical Group.
Conversely, any savings below the budgeted amount add to physicians'
income. Therefore, in order to maintain the stability of their staff and to
be able to attract good personnel, the management of the Medical Groups
have strong incentives to keep their costs equal to or below the budgeted
amount.

In the California regions, the negotiated contract also contains a fea-
ture, termed a "contingency contractual payment," or CCP, that pro-
vides the Medical Groups with incentives to avoid lowering their costsby

transferring expenses to Kaiser Hospitals. The CCP works in the follow-
ing manner : After the budgets of the Medical Groups and the Kaiser
Hospitals are prepared, an amount equal to about 5 percent of total
budgeted expense is added to the combined budget. The contract pay-
ment agreements of the Health Plan with the Medical Groups and Kaiser
Hospitals include this 5 percent CCP. The CCP is always divided equally

between the Kaiser Hospitals/Health Plan and the medical organizations,

but the CCP is reduced to the extent that the hospitals run over their
budgeted costs, and is increased to the extent that hospital costs areunder

the budget. If Medical Group costs exceed their budgeted estimate, the
difference is taken only from the physician's share of the CCP, while the

size of the overall CCP remains undiminished. Thus, in order to insure

the mahitenance of physician income and the maximum incentive pay-

ment, the Medical Groups and the Hospitals must cooperate in keeping
their costs low.

The Medical Group share of the CCP is divided equally among all

partners of the Group; thus any overrun of the budget either by the Medi-

cal Group or the Hospitals reduces the income of the partnership physi-

cians. Conversely, the partners can increase their income by keeping their

expenses below their budgeted costssince with the exception of the
CCP, payments from the Health Plan to the Medical Group are fixed

\
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at the beginning of the year and are not changed if expenses fall below

budgeted figures.
The budgeting process forces the Medical Group to carefully calculate

the costs of doing business, and the contract arrangement creates strong

incentives for them to live within their budget, Financial operating state-

ments prepared monthly show how each department is doing in compari-

son to its budget; thus the managements of the Medical Groups can pin-

point responsibility for any deviations from the budget Management has

the incentive and the ability to control costs, with the result that a general

awareness of the cost of providing medical care is apparent throughout

the Medical Groups. This awareness is translated into good control over

the medical services`dispensed tomembers.

As indicated in the comparative analysis of Kaiser and general Cali-

fornia medical care costs, a major source of Kaise?s relative economy

appears to be better control over utilization of medical services by its

membeis. The discussion in this section should make it clear that this is

not a matter of mere happenstance but the result of management efforts.

Although the individual physician determines what medical services will

be provided to a member, he does not operate in isolation but within the

framework of a system that exerts constant pressure upon him to avoid

unnecessary expense in the provision of medical care.

Capital Financing in the Kaiser System

Kaiser has been able to implement a continuing program of rapid

expansion of hospital and clinic facilides without use of government or

significant philanthropic funds. This is in marked contrast to the com-

munity hospital system which is largely dependent upon charitable con-

tributions and government support for construction, modernization, and

expansion. Scarcity of funds from these sources and the need to satisfy

the desires of philanthropic givers often lead community hospitals to defer

capital investments that would lower the overall costs of providing hos-

pital care. Since Kaiser has a financial base that permits it to obtain capital

funds, it is able to make investment decisions on the basis oftheir economic

merit and can avoid the noneconomic constraints prevalent in the com-

munity hospital system.
The magnitude of Kaiser's ability to generate capital funds is well

illustrated by the income statements presented in the 1965 Kaiser Annual

Report, In that year the Kaiser Hospitals' gross reve.nue equaled $54

million and net income from operations plus depreciation equaled $8.7

_
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million; thus "cash flow" was equal to 16 percent of gross revenue.
In addition, Kaiser Hospitals had a net increase in their outstanding
long-term debt of $6.9 million. In total, then, Kaiser Hospitals had
available to them a sum of money for expansion purposes equal to 29
percent of 1 year's gross revenues.

To some extent, the figures presented in the previous paragraph may
overstate the advantage of Kaiser Hospitals relative to community hos-
pitals in their ability to generate capital funds. First, Kaiser Hospitals
must provide space and equipment for Medical Group clinics that are
colocated with the hospitals; thus a part of the available funds must
be spent for outpatient medical facilities. Moreover, Kaiser Hospitals
can draw on the entire revenue base of tht. Kaiser Foundation Medical
Care Program, a revenue base significantly larger than that available
to the community hospital. Compared to the total revenue of the Kaiser
Plan in 1965, the cash flow of Kaiser Hospitals alone equaled only about
8 percent Cash flow plus net borrowing equaled 15 percent of total
Health Plan revenue. Even with these qualifications, it is clear that
Kaiser enjoys a distinct advantage over the average community hospital
in obtaining funds for expansion.

The fundamental basis for Kaiser's ability to obtain capital financing
is the predictable and adequate revenue source provided by its members.
Kaiser must compete for the health and welfare dollars with other
organizations offering less omnprehensive (and thus intrinsically less
expensive) medical care programs. The necessity of rer -ining competi-
tive in this situation restrict, Kaiser's freedom in st. tg the level of
membership dues, but Kaiser's sizable economies have consistently per-
mitted it to price its program at a level that would generate substantial
net income. Kaiser's ability to generate net income provides commercial
lenders the wsurance they require in order to make long-term loans on
favorable terms. Thus, by providing comprehensive medical care in an
efficient manner on a prepaid basis, Kaiser has been able to largely
avoid the capital funds problem that confronts most communi, Ir

hospitals.

Conclusions

The Kaiser Foundation Medical Care Program provides compre-
hensive services to more than a million and a half members drawn
primarily from the working population. These services are provided at
significant savings by comparison with the cost for equivalent services
purchased in the surrounding communities and the country at large.

283-358 0-68----15
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The quality of care provided by Kaiser is equivalent, if not superior,
to that available in most communities. Permanente physicians use stand-
ard medical practices and procedures. Patient satisfaction is indicated
by the overall flow of patients into Kaiser from competing health plans
under the dual choice available to all Kaiser subscribers.

Kaiser Hospitals are also operated in a standard fashion. The per
client costs of Kai.ser Hospitals are only slightly lower than non-Kaiser
hospitals.

The cost savings of Kaiser relative to the usual delivery system are
manifested both in lower absolute expenses per person for care and in
lower trend rates of increase in expense. These economies appear due
almost entirely to the elimination of unnecessary health care, particularly
hospitalization. This has been brought about principally by decreasing
admission rates for specific diagnoses.

The Kaiser Foundation Medical Care Program has achieved real
economies, while maintaining high quality of care, through a delicate
interplay of managerial and professional interests. This has resulted from
structuring economic arrangements so that both professional and man-
agerial partners have a direct economic stake in the successful and
efficient operation of the overall program. As a result, there has been
created a cost consciousness among the health professionals and a health
cue consckusness among the administrator; which enables them to work

toward a common goal without either sacrificing or overemphasizing their

own points of view.

Notes for Table I

General NoteKaiser figures are from operating data relating to the
Kaiser Foundation Medical Care Program.

Row 1The estimate of California. beds per thousand pc2ulation
is based on the total number of non-Federal, short-term, general and
other special beds in California (Hospitals Guide Issue, Aug. 1, 1966,
pp. 464-465) and the population estimate for July 1, 1965 (California
Stdistical Abstract-1966,p. 10).

Row /aThe age-adjusted figures presented in this and other rows
show how Kaiser's hospital experience would have been modified if its
1965 membership had the same age distribution as that of the "entire
State. The effect of age adjustment is to raise the annual hospital days
per member by 15 percent It is assumed that the number of beds required

per thousand members would also be increased by 15 percent
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Row 2Kaiser northern California region figures include patient
days spent by Kaiser members in the Kaiser VallejoRehabilitation Center
Hospital. Excluding this hospital would reduce patient days per thousand
to 520 for the northern region. Although it would be most appropriate
to exclude this hospital, it is included because the data for age adjustment
and the average daily cost of hospitalization include this hospital.

California hospital days per thousand were calculated by multiplying
the average daily census in all non-Federal, short-term, general, and
other special hospitals by 365 (Hospitals, op cit., p. 460) .

Row 2aSee note for la.
Row 3The California daily cost of hospitalization is the average

daily expense per patient day in all California voluntary nonprofit, short-
term hospitals. Voluntary hospitals were chosen because they appear to
provide care most comparable with that provided in Kaiser Hospitals
(ibid., pp. 464-465).

Row 4Figure for Kaiser northern California region includes the Val-
lejo Rehabilitation Center Hospital. Excluding stays in that hospital
would reduce the: average length of stay to 6.5 days. The California figure
is for average length of stay in voluntary, short-term hospitals (ibi4).

Row 5Row 2 multiplied by row 3.
Row 5aRow 2a multiplied by row 3.
Row 6The figures for Kaiser include part-time physidans on a pro-

portional basis. Excluded arc interns, residents, non-MD personnel, house-
call duty, physicians engaged in rehabilitation at the Kaiser Foundation
Rehabilitation Center, and administrative physicians.

The California physician number includes all physicians in private
practice except psychiatrists plus 14.6 pacent of physicians not in private
practice. This latter percentage is the national percentage of physicians-
not-in-private-practice represented by full-time hospital staff other than
interns and residents. (Source: C. N. Theodore and G. E. Sutter, Distri-
bution of Physicians, Hospitals, and HospitalBeds in the US., American
Medical Association, Chicago, 1966. )

Row 7The figures presented in this row do not represent the actual
number of physician contacts per person. First of all, they exclude in-
patient physician visits (and telephone consultations), and secondly, they
include visits to doctor's offices and clinics where services were provided
by personnel other than physicians. In the case of Kaiser, only 80 percent
of the reported number of visits actually involved contact with a physi-
cian. Similar data are not available for the experience of persons outside
Kaiser.
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The figures in this row may be the least comparable of all figures pre-
sented in table I. First, the non-Kaiser figure is for the entire western re-
gion of the United States ( Montana, Idaho, Wyoming, Colorado, New
Mexico, Arizona, Utah, Nevada, Alaska, Washington, Oregon, Cali-
fornia, and Hawaii) . Second, the ratio of doctor contacts to total office
and clinic visits may differ between Kaiser and non-Kaiser. Third, the
figure for the Western United States may represent a considerable under-
statement This figure was obtained from the Volume of Physician Vis-
itsJuly 1963-June 1964. National Center for Health Statistics, U.S.
Department of Health, Education, and Welfare, Series 10, No. 18. To
check on the reliability of the interview technique used to obtain data on
physician visits, the National Center for Health Statistics conducted two
record-check studies among members of group health plans where the
actual number of physician visits was known. It was found that these peo-
ple reported only about two-thirds of the physician visits which had act-
ually occurred. Although it is uncertain that the general population
underreported to this extent, the mord-check studies do raise the signifi-
cant possibility that the interview survey data seriously understates the
true volume of physician visits.

It is important to note, however, that one aspect of incomparability;
drat is, differences in the age distributions in Kaiser and non-Kaiser popu-
lations, is unimportant in this particular case. Applying Kaiser's age dis-
tribution to the age-specific ratm presented in the Volume of Physician
Visits yields a total of physician visits that differs by only 1 percent from
the figure given for the Western United States. A similar calculation per-
formed on Kaiser data for an earlier year also showed little effect from
adjusting Kaiser's age distribution to conform to Caliform .

Row 8Kaiser figure excludes the cost of ancillary servl-es performed
on an inpatient basis. The two figures given for California average ex-
penditures on physician services are derived from national expenditure
figures (Ruth Hanft, "National Health Expenditures, 1950-65," Social
Secrrity Bulletin, February 1967, vol. 30, No. 2, p. 12). The figure of
$67 is obtained by multiplying the average per capita national expendi-
ture in 1965 of $43.92 by the factor 1.53. The factor 1.53 was the ratio
of California per capita expenditures for physician services to that of the
Nation in 1960 (Louis S. Reed, Per Capita Expenditures for Hospital
Care and for the Services of Physicians and Dentists, by Region and State,
U.S. Department of Health, Education, and Welfare, Social Security Ad-
oinistration, Division of Research and Statistics, Note No. 18, 1964).



KAISER FOUNDATION MEDICAL CARE PROGRAM 225

The figures used by Reed and Hanft are based on gross receipts of
physicians in private practice reported to the Internal Revenue Service.
To the extent that physicians do not report all of their income, the figures
are underesthnates. Figures based on interviews with consumers show
considerably higher expenditures. A survey conducted during the last
half of 1962 yielded an estimate of per capita expenditure for physician
services that was gl percent higher than the comparable figure reported
by Hanft (Medic& Care, Health Status, and Family Income in the United
States, National Center for Health Statistics, Series 10, No. 9, May 1964 ) .
The $88 figure given in table I is 31 percent greater than the figure based
on income reported by physicians, reflecting the results of the interview
survey. There is some evidence of underreporting even in the interview
survey (see note for rov 7) ; so even the $88 figure may be an under-
estimate.

An opposite bias of the figures is due to the inclusion of all psychia-
trists' income in the California figure, even though Kaiser provides only
limited psychiatric service. Approximately 4 percent of private physicians
in California are psychiatrists.

Row 9---In the case of Kaiser, the figure is a residual. It equals the
total revenue received per Kaiser member per year minus per person
hospital costs (row 5), cost of physicians' services (row 7), and revenues
in excess of expenses ( net income). The total revenue figure includessup-
plemental payments for services not fully covered by the benefit package
and the net income derived from pharmacy and optical dispensing opera-
tions. The residual includes a number of items, including some property
expense, the cost of regional administration cost, and Kaiser's expense
in providing medical and hospital care to Kaiser members in facilities
not operated by Kaiser. It also includes all expenses of operating the
Kaiser Foundation Health Plan (as distinct from the Kaiser Foundation
Hospitals and the Permanente Medical Groups).

The figure for all California is not directly comparable to the one for
Kaiser. It represents only the estimated net retention of health insurance
premiums by insurance companies in California divided by the number
of Californians with some degree of hospital insurance protection. The
retentions of health insurance organizations represent operating expenses,
additions to reserves, and (in the case of private insurance companies)
profits.

The figure of $8.76 was obtained in the following way: Figures were
obtained for the insurance premiums paid by Californians in 1965 to pri-



226 REPORT OF THE HEALTH MANPOWER COMMISSION

vate insurance companies and to Blue Cross/Blue Shield. The premium
figure for, private insurance companies included premiums for protection
against loss of income. This figure was adjusted downward by 25.6 per-
cent, the national ratio of income-loss premiums to total premiums.
(Source: 1966 Source Book of Health Insurance Data, Health Insurance
Institute.)

National ratios of income retention for both private insurance com-
panies and Blue Cross/l3lue Shield organizations were applied to the
premium figures to obtain the total amount of income retained by Cali-
fornia Insurance Organizations. (Source: Louis S. Reed, Private Health
Insurance, 1965, Social Security Bulletin, November 1966, vol. 29, No.
11, p. 8.) This total figure was divided by the number of Californians
with some degree of hospital insurance protection (as reported in the
1966 Source Book of Health Insurance Data).

Row 10The sum of rows 5, 7, and 8.

Notes for Table II
Kaiser

The expense categories are defined as follows:
Medical ServiceServices to outpatients (clinics, laboratories, radi-

ology, anesthesiology, house calls) and direct medical surgical services
to hospital inpatients (surgery, laboratories, radiology, anesthesiology,
interns, and residents) . Excluded are property, fixed charges, professional
and public liability costs, and other items included under "Other ex-
penses."

Hospital ServiceService to patients assigned hospital beds. This in-
cludes the cost of inpatient charge drugs, supplemental hospitalization,
and dietary operations. It excludes out-of-region and emergency hospitali-
zation, property expense, community service programs, clinical laboratory,
radiology, anesthesiology, rental revenue from other entities, and other
items included in "Other expenses."

Other ExpensesHealth plan administration, property expenses, re-
gional administration, professional and public liability costs, community
service program, out-of-region and emergency hospitalization, and other
minor items of expense. The property expense item includes charges for
depreciation, amortization of loans, property taxes, insurance, interest
on long-term debts, outside rentals, and extraordinary maintenance and
repair expense. It does not include a sum equal to 4 percent of the gross

\

i
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value of all the physical assets that the Kaiser Health Plan pays the hos-
pitals each year. Also excluded from "Other expenses" is the hospitals'
shore in the incentive payments that the Kaiser Health Plan divides
between the medical groups and the hospital corporation. The 4-percent
provision and the incentive payments are essentially expansion funds and
not true expenses.

The United States

The categories in this part of the table are taken directly from Ruth
F. Hanft, "National Health Expenditures, 1950-65," Social Secwity
Bulletin, February 1967, volume 30, No. 2. The figures presented for the
net cost of insurance differ from those presented by Hanft in tha cthey give
the net cost of insurance per person with some insurance cow:rage. Fig-
ures on the number of people with some insurance coverage were taken
from 1966 Source Book of Health Insurance Data, Health Insurance
Institute.

The figures are for per capita private consumer expenditures only; thus
they exclude expenses borne by philanthropy and by government. Exclud-
ing government probably introduces little bias into the trend during the
period under consideration. As Medicare and Medicaid expand, the story
will be different.

Notes for Table III

The figures for the northern California region of Kaiser include the
Vallejo Rehabilitation Center Hospital.

All figures on the United States refer to hospitalization in non-Federal,
short-term, general, and other special hospitals. The data are from Hos-
pitals Guide Issue, August 1,1966. Specific page references are :

Average daily expense: table IV, p. 432.
Admissions per thousand: table VI, p. 432.
Average length of stay: table I, p. 439.
Patient days per thousand: table I, p. 439.
Average daily census times 365 divided by 1965 civilian population estimate as of

July 1.
Annual Hospital Expense per Person: Patient days per person times average daily

expense.

This description of the Kaiser Foundation Health Plan was made for
the Commission by its staff. While material was drawn from Kaiser publi-
cations and previous outside studies of the Plan, the major source of in-
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formation was a week-long visit to
lowing team:

Peter S. Bing, M.D.
Commission Staff

Jame; B. Hartgering, M.D.
Director of Research and Education
American Hospital Association

Donald A. Kennedy, Ph. D.
Assistant Professor in Preventive Medi-

cine (Cultural Anthropology)
Tufts University School of Medicine

Hugh Kopald, MD.
Assi3tant to the Dean
Harvard Medical School

Kaiser in February 1967, by the fol-

Charles Levy
Hospital Analyst
American Hospital Association

John H. Moxley, MD.
Assistant to the Dean
Harvard Medical School

Robert L. Petruschell
Cost Analysis Department
RAND Corp.

Vincent D. Taylor, Ph. D.
Commission Staff

All members had extensive discusions with Kaiser officials and Medi-
cal Group representatives, and separately made both planned and ran-
domly selected visits to a variety of health care facilities in northern Cali-
fornia. In addition, Drs. Kopald and Moxley conducted a similar exercise
in southern California.

While the many Kaiser employees who received and helped our visit-
ing team can only be saluted anonymously, we want to at least list here
those officials who gave up great amounts of their busy week in response
to our requests. We are grateful to them, and we hope this report ac-
curately reflects the operation to which they were obviously very dedi-
cated:
Dr. Morris F. Collen
Dr. Cecil C. Cutting
Mr. Scott Flemming
Dr. Raymond M. Kay
Dr. Clifford H. Keene

Dr. Donovan J. McCune
Mr. Everett Southard
Mr. Howard F. Spalding
Mr. Karl T. Steil
Mr. Arthur Weissman



Appendix V

Health Manpower in 1975--

Demand, Supply, and Price
by No =AN H. JONES, JR.

CHARLEs A. Sum.
PAULA STRFANI

The objective of the study reported here was to estimate the demand
for, and the supply and prices of, selected medical services in 1975. The
services chosen for study were those of physicians, nurses, ilentists, and
short-term general hospitals. In general, the estimates present a picture
for 1975 which is only moderately different from that of the present. This
is partly a result of the basic estimating approach, which used as its start-
ing point the trends of the past 10 years.

The results of the study indicate that much rests on the continued im-
provement in the productivity of physicians and dentists. In the former
case, productivity improvements can be expected to offset pressures for
price increases. In the case of dentists, however, productivity increases
will play an important part in determining whether or not the expendi-
ture levels for dental services and dentist incomes projected here will be
realized. Unless sweeping changes are made in the ways in which hospital
services are managed and provided, productivity increases will be small.
The result implied here is that prices can be expected to continue to rise
rapidly.

In more specific terms, the demand for physicians' services is projected
to more than double over the 1965-75 period. The supply of those serv-
ices, including assumed productivity increases, is projected to increase by
75 percent. Price increases are expected to continue at the pace of the
past decade. The demand for nursing services is expected to increase by
about 45 percent over the 1965-75 period. On the other hand, on the
basis of expected training programs the number of graduate nurses on ac-
tive duty might be expected to increase by about 30 percent to about
790,000. Recent rates of salary increase, however, seem likely to pull
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some graduates back into service, slow the withdrawal of others, and lead

to recruitment levels higher than estimated, so that by 1975 the gap be-

tween supply and demand will probably be small.

Short-term general hospital admissions are projected to increase by 38

percent and the average daily census by 45 percent. Given past trends in

patient care and expected wage increases, more than a twofold increase in

patient-day costs is projected for 1975. This means that by 1975 average

patient-day costs will exceed $100 per day. The demand for dentists is

projected to double over the 1965-75 period while the supply of dental

services, including increases in dentist productivity, is projected to increase

by about 50 percent. The implied price increase,. 3 percent per year, is

somewhat more rapid than that of the past decade. It seems likely that

unless productivity improvements more rapid than those projected here

are realized, price increases will hold down the overall demand for dental

services.

Introduction

The demand for medical services in the United States has grown

at a rapid pace since the end of World War II. In the past decade

alone, consumer expenditures for medical care more than doubled

while consumer disposable income increased by about 70 percent. This

rapid growth has been fueled by technological advance, rising per-

sonal income and education levels, and the increasing urbanization

of the American population. Another vitally important factor has been

the ability to spread the costs of medical services by means of insurance

and prepayment schemes. Recently enacted social legislation such as

Medicare and Medicaid have added still other dimensions to the demand

for medical services.
Manpower inputs to the production of medical services have not kept

pace with the demand for service. In the past decade, while consumer

expenditures for medical care more than doubled, the number of physi-

cians increased by about 20 percent; the number of nurses increased

by about 45 percent; the rates of increase in the numbersof medical aides

and technicians appear to have generally approximated the rate of

increase of nurses.
So far, the discrepancy between the supply of medical manpower and

the demand for medical =vices has been resolved by: (a ) The increas-

ing introduction of new technology and new drugs; (b) the substantial

substitution of lower level medical personnel for higher level medical

personnel; (c) the growth of queues and rationing, particularly on the
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part of physicians; and (d) significant increases in prices. Many have
viewed these responses of the medical system to the rapid growth in
demand as unsatisfactory. They see the volume of services that have
been provided as inadequate, the distribution of services inequitable,
and the burden. of their cost excessive. Moreover, in making their cases
for changes in the medical system they have tended to project worsening
conditions into the future.

The purposo of this paper are threefold; it will:

Estimate the supply of selected classes of medical manpower (and
services) in 1975.
Estimate the demand for this manpower (and services) in 1975.
Examine the implications of these projections with respect to the
prices of medical manpower (and services) as well as other elements
of market control such as queuing and rationing.

Because time and resources for the study have been limited, attention is
focused on physicians, nurses, dentists, and short-term general hospital
services. Also, reliance has been placed on literature and data that are
already available.

The general economic environment that has been assumed for 1975 is
summarized in table 1. The general picture of the economy is derived
from the National Planning Association economic projections for 1975.
These projections suggNt that an increase in gross national product
(GNP) of 54 percent in constant dollars can be expected from 1965 to
1975. If it is assumed that pzices increase at an average rate of 1.8 per-
cent per year (a rate slightly slower than that of the 1955-65 decade),
GNP in 1975 in current (1975 ) prices is expected to total $1,260 bil-
lion. The projected increase in GNP in current prices for the 1965-75
decade is 85 percent. This increase is slightly more rapid (13 percentage
points) than the rate of growth of GNP in the 1955-65 decade.

Population growth in 1965-75 is projected to be about 13 percent
(Bureau of Census Estimate C). The estimated 1975 population by age
class is also shown in table 1.

Physicians
A. Introduction

The shortage of physicians and surgeons has attracted much attention
in recent years. This problem has been difficult to define. While the num-
ber of physicians per capita has declined since the turn of the century,
over the past 20 years the growth in the number of physicians has kept
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TABLE 1.-1975 Environment

A. PROJECTED ECONOMIC ACTIVITY, 1975 (BILLIONS OF DOLLARS) 1

1965 1975
prices prices

Gross national product
Personnel income.
Disposable income

1, 051
870
746

1,
1,

260
057

B. PROJECTED 1975 POPULATION, BY AGE CLAW

Age class Thousand Percent

Unda 5 21. 2 9. 7

5 to 14 39. 6 18. 0

15 to 24 40. 1 18. 3

25 to 44 53. 1 24. 5

45 to 64 43. 4 19. 8

65 plus 21. 2 9. 7

Total 219.4 100.0

1 Gross national product, perional income, disposable income, National Planning

Association projections in constant prices. 1975 current prices predicated on an average

1.8 percent per year price increase, 1965-75.

2 U.S. Department of Commerce, Bureau of the Census, Population Estirnates, Series

P-25.

pace with the growth of the population (see table 2 ) . Dapite this, the

queues for physician services appear to have grown longer and physicians

are confronted with a seemingly increasing problem of rationing their

services.
One part of the problem is that people have chosen to spend a large

part of their increasing income on medical care. At the same time, the

number of doctozs in private practice has not kept pace with the overall

total growth. This has been compounded by increasing specialization on

the part of physicians and the growing managerial responsibilities that

have fallen on the doctor in the provision of medical care.

Another contributor to the problem has been the economic behavior

of physicians. Physicians enjoy a unique ec inomic positionthey are
discriminating monopolists who can directly influence the demand for

their services. While physician incomes have grown rapidly in the past,

physicians do not appear to have exploited their position to znaximize

incomes in the short run. They have not charged all that the traffic

_
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TABLE 2.Physicians in relation to population, selected years, 1950-65

Year
Population in

thousands
Number of
physicians

Physicians
per 100,000
population

1950 156, 472 232, 697 149

1955 170, 499 255, 211 150

1960 185, 369 274, 834 148

1965 199, 256 305, 115 153

Qvilian Phydcians Physicians

Year population in in private per 100,000
thousands practice population

1950 153, 635 168, 089 109

1955 167, 038 169, 871 102

1960 182, 438 179, 176 98

1965. 195, 811 190, 748 97

Source: U.S. Department ofHealth, Education, and Welfare, Public Health Service

Publication No. 1509, Hen/th Resources Statistics, 1965.

will bear, but rather appear to have controlled fees and services more

so as to maintain their relative income position. Queues and other in-

formal ways of rationing service have been used to control demand

rather than price alone.
In a sense, then, the shortage of physicians reflects the fact that at

present prices people would generally be willing to buy more physician

services than they are presently offered. This is not to deny that there

are groups in our society which do not receive what has generally come

to be accepted as adequate medical care. Physician services are harder

to come by in the low-income and ghetto areas. Hospitals have been

forced to rely heavily on residents and foreign-trained staff. The distri-

bution of physician services does appear to have been skewed in the

direction of those better able to pay. These problems, however, axe in the

distribution of physician servicesrather than in their supply.

In preparing the estimates of the demand for and the supply of

physician services in 1975 it has been assumed,that the general environ-

ment for providing those services will remain the samethat is, that

the organization and the provision of physician services will continue

to center on the individual practitioner or small, privately manized

groupings.
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B. Supply of Physicians
On the basis of programmed increases in medical school facilitie5, the

Public Health Service (PHS ) has estimated that the number of medi-
cal graduates could increase from about 7,900 in 1965 to approximately
9,200 in 1975. The number of new doctors graduating from U.S. medi-
cal schools over the 10-year period of 1965-75 has been projected by
the PHS to total slightly more than 85,000.

It seems clear, however, that the rates of exp- ansion envisaged in these
PHS projections will prove conservative. The mounting pressure to
speed up the increase in the number of physicians seems very likely to
accelerate the expansion of the numbers of medical school students.
Changes in the school programs designed to shorten the time in train-
ing have also been experimented with in recent years. Some alternative
estimates project as many as 10,500 medical graduates in 1975. This
figure is used here in developing the estimate of the number of physicians
in 1975.

In addition to graduates from U.S. . medical schools, a substantial
addition to the U.S. supply of doctors in recent years has come as a
result of licensing the graduates of foreign medical schools. This has
amounted to as many as 1,600 graduates per year from foreign schools.
Should the immigration of doctors continue at this rate over the 10-year
period of 1965-75, this source would acid another 16,000 doctors to the
overall supply. The total number of physicians in 1975, then, is expected
to be 360,000. This represents an increase of 18 percent over the 1965
number. (The data are summarized in table 3.)

As noted above, the number of physicians in private practice has been
a decling share of the total. In part, this shift has been a function of the
increasing spefializatim of the medical manpower pool It also reflects
the fact, however, that over the past decade or so, research, teaching,
and administration have become increasingly attractive relative to pri-
vate practice. To project on the basis of the longer tenn trend would
probably iead to an understatement of the number of doctors entering
private practice in 1975. To estimate the number of doctors in private
practice in 1975 two assumptions have been made. One is that the share
of doctors in private practice in 1975 will be the same as it was in 1965.
The other is that the rate of decline in the share that took place between
1955 and 1965 will continue for the next decade. The results of these
two assumptions are shown in table 4.

In summary, by 1975 it is expected that the total number of physicians
will be about 360,000, or an increase of 18 percent over the number of
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TABLE 3.-Supply of Physicians-1965-751
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Year

Graduates of
US. medi-

cal and
osteopathic

schas

Newly
licensed
foreign

gradzates

Deaths
amoug
those
in the

profession

Number of
physicians
(year end)

1966 2 7, 965 1, 600 4, 000

19673 8, 010 1, 600 4, 100

1968 2 8, 065 1, 600 4, 200

1969 2 8, 190 1, 600 4, 30G

1970 2 8, 400 1, 601 4, 400 32r, 900

1971 8, 800 1, 600 4, 500

1972 9, 200 1, 600 4, 600

1973 9, 600 1, 600 4, 700

1974 10, 000 1, 600 4, 800

1975 10, 500 1, 600 4, 900 360, 500

Figures are based on the number of graduates of US. medical schools and licensed

foreign graduates.
2 US. Public Health Service, Health Manpower Source Book, Manpower in the 1960's,

Licensing of Foreign Graduates and Deaths Among the Profession, sec. 18.

TABLE 4.-Physicians in private practice relative to total physicians,
selected years, 1950-75

Year Total
physicians

Physicians in pin
vate practice

Percentage

1950 232, 697 168, 089 72.2

1955 255, 211 169, 871 66.5

1960 274, 834 179, 176 65. 1

1965 305, 115 190, 748 62. 5

1975 360, 00C 211, 000-225, 000 58. 7-62. 5

Source: Data 1950 and 1965, Health Resources Statistics, 1965, table 72. (For 1975 esti-

mate, see text.)

physicians in 1965. Of this total, about 20,000 will be retired or not in

practice. It is expected that the number of physicians in private practice

in 1975 will be between 211,000 and 225,000-an increase of from 9
to 18 percent over the 1965 number.

C. Phylcian Productivity
Concern over the physician shortage has tended to focus most of the

attention on the supply of physicians or the number of physicians avail-

able. Obviously, though, measures such as the physician-to-population

ratio are only crude indicators of the output of physkiali services. If the
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productivity of phyicians is increasing overtime, the physician-to-popu-
lation ratio will understate the increase in the supply of physician services
available to the population.

The data presented in table 5 summarize the nature of the problem.
Between 1959 and 1964, years for which visit data are available, the
number of physicians in private practice increased by about 8 percent;
personal expenditures for physician services increased about 40 percent.
Price (fee) increases appear to explain slightly more than one-third of
the increase in personal expenditures. Patient visits can be said to account
for another tenth of the increase. More than half of the increase in ex-
penditures would appear to be attributable to an expansion in physician

services and increased physician productivity.
A major difficulty is obtaining an appropriate measure of the output of

physicians. The purpose of consuming physician services is to save mor-
bidity days, improve health, derive satisfaction, welfare, etc. The con-
ventional measures of performance, physicians per capita, pa6ent visits,

expenditures for physician services, etc., are all measures of inputs to the

process of producing physician services. As such they can provide only
relatively crude indicators of changes in the productivity of physicians.

The task has been compounded as the process of producing physician

services changes and the services performed under the direction of the

physician in his offices expand. Lower level medical personnel are in-

atasingly being substituted for the physician in the process of producing

medical services. At the same time X-rays, clinical tests, and other labora-

TABLE 5.Cornparisen: Number of physicians in private practice,
patients visits, personal expenditures for physician services, prices,

1959-64

Year
Number of Patient Personal Price
physicians 1 visits 2 expendi- index 3

tures 3

1959 100 100 100 100

1961 108 104 140 115

1 U.S. Public Health Service, National Centcr for Health Statistics, Health Resources.

Statistics, 1965, and Statistical Abstract, 1963, p. 75.
2 U.S. Public Health Service, National Center for Health Statistics, Volume of Phxician

Visits, Series 10, No. 18.
3 U.S. Department of Commerce, Vie National Income and Product Accounts of the U.S.,

1929 to 1965.

-
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tory work arc being performed more often in the physiciaifs office under
his direction than at hospitals or special laboratories.

Using constant dollar-expenditure data tomeasure changes in physician
productivity runs several risks. Increases in constant-dollar figures may
not necessarily mean an increase in the volume of services performed. It
may mean only that a more expensive type of service is takenfor ex-
ample, the increasing use of specialists. Ristrig constant-dollar expendi-
tures, on the other hand, may simply mean that consumers are purchas-
ing services that they otherwise would have bought elsewhere.

The data presented in table 6, which compare increases in expenditures,
price, and the number of physicians, should be examined with these limi-
tations in mind. The fourth column of the table presents estimates of the
average annual increase from 1955 in the productivity (or output) per
physician. The indications are that physician productivity has increased
at an average rate of between 3.5 and 4.2 percent per year.

If a similar pattern of performance were to hold for the decade of
1965-75 say, an average annual increase in physician productivity of
4 percentthen the total supply of physician services in 1975 may be
expected to be about 75 percent greater than it was in 1965. In the case
of physicians in private practice, the increase in total supply of services
would be between 65 and 75 percent.

D. The Demand for Physician Services
The reasons for seeking physician services are many and varied. Two

general categories can be establishedthose which stem from the con-
sumer's decision and those which stem from the physician's decision. In
the first instance, we are really talking about the decision to make the
initial contact with the physician. This may be a long-term decision to
have a physical checkup, or it may come as a result of seeking alleviation
of a disabling or painful condition, seeking an explanation of a persistent
condition, or a sudden need dictated by an emergency. After the consumer
has visited the physicians' office, he may be told that the physician will
see him againbecause the physician feels he should see him.

Clearly, at one end of the consumer's scale economic factors do not
enter significantly into the decision to use physician services. That is, in
instances involving a grave emergency the consumer will not make his
decision on the basis of cost, although he may worry about it as he is
recovering. At the other end of the scale economic factors such a.,s,pice,
may well dominate the pattern of behavior on the part of the
For example, in the case of the common cold the consumer may decide

283-358 1:14313.-16
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TABLE 6.Number of physicians, expenditures for physician services,
prices, and physician productivity, 1950-65

Year

Personal Physicians Average
expenditures in private annual
(millions of Price index 1 practice increase in
dollars) 1 (thousands) productivity

(percent) 2

1955 3, 457 89, 8 159, 4
1960 5, 292 107. 2 168. 1 4. 0
1963 6, 413 116. 9 175. 0 3. 3
1964 ....... . .. . ... . 7, 036 119. 9 178. 5 3. 5
1965 7, 787 124. 2 180. 8 3. 7

Year

National Average
expenditures Total annual
(millions of Price index 4 increase in
dollars) 3 (1:11Y015313nds) productivity

(percent)

1955 3, 680 90, 0 255. 2
1960 5, 684 106. 0 274, 8 4. 0
1963 6, 891 114, 4 289, 2 3. 3
1964 8, 065 117. 3 297, 1 4. 2
1965 ..... .. . . ... ... . 9, 003 121. 5 305. 1 4. 2

1 U.S. Department of Commerce, The National Income and Product Accounts of the U.S.,
1929-1965.

2 Productivity has been computed using the following formula:

Pig:Di:1031

where E represents expenditUres, P the price index, and D the number of physicians.
represents the number of years from the base year, in this case 1955.

3 Social Security Administration, Social Security Bulletin, February 1967.
4 Bureau of Labor Statistics, Consumer Price Index, Physician Fee Component.

to postpone calling on the physician in the hope that the condition will
cure itself. Or, when no emergency is involved the consumer may shop
around in an effort to seek a lower cost for performance of services.

Once the consumer has placed himself in the physician's hands the
physician plar a major role in deciding the amount of service consumed.
His decisions, while professional, are not wholly independent of economic
factors. He may misjudge family income, but nonetheless this is a factor
in his pricing decision as well as his decision with respect to the level and
character of the service provided and suggested. The patient can, of
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course, and in many instances will, withdraw from the relationship with
the physician if he feels dissatisfied. This is more likely to occur if the
services performed are of a minor nature.

Various attempts have been made to statistically explain the consump-
tion of physician services by taking into account population characteris-
ticsage, sex, raceand socioeconomic factorsthe distribution of pop-
ulation between urban and rural, family size and characteristics, income
levels, prices for medical services, etc. These efforts have been limited to
examining a single year's sample observations. Unfortunately, the limited
amount of available time series data does not bear out all the implications

of the single-year cross sectional studies. For example, a study prepared
for the American Medical Association indicated that the demand for
physician visits displayed an income elasticity of 0.6.1 That is, for every
10-percent rise in family incomes there was a 6-percent rise in the family

demand for physician visits. The Public Health Service studies on physi-

cian visits for 1958-59 and 1963-64, however, do not bear out this

result.'
One alternative to a statistical explanatory model is to assume that

expenditure trends which have marked the past 10 years will hold for
the next 10 years. The shortcomings of such an approach are many and
obvious. Nonetheless, it affords a starting point.

Four ways of looking at past expenditure patterns are summarized
in table 7. The equations in this table relate personal and national ex-
penditures for physician services with personal income and with GNP.

Further, because a clear rising time trend is present in the shares of
personal income and GNP devoted to expenditures for physician serv-
ices, trend equations for these relationships were also established.

The figures for personal income and GNP presented in table 1, and
the trend equations of table 7, yield etsimates that personal expenditures
for physicians may fall between $17.9 and $18.5 billion ( current prices)
in 1975 and that national expenditures could total between $19.9 and
$23.5 billion (current prices) in 1975. Expenditures on these levels
would represent something more than a doubling of expenditurts over
the 10-year period (about 2.30 to 2.35 times the 1965 levels of expendi-
tures), a pace of growth just about matching that of the past 10 years.

1 American Medical Association, Report of the Commission on the Cost of Medical
Care, vol. I, 1964.

' U.S. Public Health Service, National Center for Health Statistics, Volume of
Physician Visits, Series 10, No. 18, June 1965.

L

i
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TABLE 7.Trends in expenditures for physician services, 1955-65

A. Personal Expenditures 1
1. Personal expenditures (2) relative to personal income (X). (X and 2' in billions of

dollars.)
Least squares regression:

A
T= 2. 57+0. 019 X

2. Trend of personal expenditures as a share of personal income (r) relative to
Time (X). (Base year 1955=1.)

Least squares regression:
A
r= O. 0109+ O. 00033 X

B. National Expenditures 2
1. National expenditures (2') relative to gross national product (X). (X and 2' in

billions of dollars.)
Least squares regression:

A
r= 4. 02+0. 019 X

2, Trend of national expenditures as a share of gross national product (T) relative to

Time (X). (Base year 1955=1.)
Least squares regression:

A
Y=0. 0106+0. 0001 X

I U.S. Department of Commerce, The National Income and Product Accounts of the United

Stater, 1929-65.
2 Social Security Bulletin, February 1967.

A part of the projected increase in spending will come as a result of an

increased number of physician visits. One way to estimate the increase in

physician visits is to assume that the age-specific visit rate does not change

over the 10-year paiod. Indeed, since visit data is not available for 1965

it was necessary to use the 1963 to 1964 age-specific visit rate to estimate

the number of visits in 1965 and in 1975. The results of this estimation

procedure, shown in table 8, imply that visits may increase by 13.5 per-

cent over the 10-year period. This would be a slightly faster rate of
growth than for the population as a whole.

E. Prices for Physician Services
As noted earlier, physicians enjoy the position of being discriminating

monopolists. However, they appear not to have used their market power

to maximize income in the short run. Indeed, there is every indication

that, given the rapid growth in demand, prices for physician services

could have risen much more rapidly than they did over the past decade.

Instead, waiting periods and queues grew longer. Studies of demand con-
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ducted for the AMA indicate that total expenditures for physician services
would not have declined, had prices gone up more rapidly.5

The basic assumption here is that in lieu of maximizing income in
the short run, physicians seek rather to maintain their relative income
position in the economy by adjusting prices and the volume of services
they offer. A corollary is that increasing prices will not lead to an increase
in the supply of physician services, but will result only in a reduction
of the waiting times for service. Evidence in support of the basic assump-
tion is hard to come by. Over the past 15 years or so, however, despite
the rapid increase in the demand for their services, the incomes of
physicians have not increased at a significantly more rapid rate than
have incomes of other professional groups (see tables 9 and 10).

Given the basic assumption, the crucial question is how physicians will
choose to respond to the projected 2.30- to 2.35-fold growth in expendi-
tures for physicians over the decade of 1965 to 1975. If, for example, all
of the increase were taken out in the form of a price increase, physician
fees could be expected to rise at an annual late of about 7 percent. This
rate of increase is about what the United States has experienced over the
past 2 years. On the other hand, the recent increases in physician fees
have been considerably larger than the annual average of the past decade
(1955 to 1965) and may be a part of the physicians' response to recent
medical legislation.

TABLE 8.Estimated physidan visits, 1965 and 1975

1963-64
Age in years visit rate 1

Physician visits
(millions)

1965 1975

Under 5 5. 5 112. 2 116. 6
5 to 14 2. 8 110. 6 110. 9
15 to 24 4, 3 132, 0 172. 4
25 to 44 4. 5 210. 6 242. 6
45 to 64 5. 0 195, 0 217, 0
Over 65 6. 7 121. 9 142. 0

Total 882, 3 001. 5

U.S. Public Health Service, National Center for Health Statistica, Volume of 110,-
. sithm Visits, Series 10, No. 18.

' American Medical Anociation, Report of the Comrissin on th s Cost of Medical
Care, vol. 1, 1964.
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TABLE 9.Indexes of income of physicians and selected occupational
closer, 1951-65

1951 1955 1959 1963 1965

Physicians 1 100 122 168 191 220

Professietal, technical, and kindred workers 2 100 124 154 .. .. 205

Managers, officials, and proprietors 2 100 128 161 .. .. 197

Average annual earnings per full-time employee,
all industries 3 100 119 141 163 176

I Medical Economics, various issues.
3 Bureau of the Census, Consumer Income, Series P-60.
$ U.S. DerArtment of Commerce, Income and Product Accounts of the United States,

1929-1965.

TABLE 1 0.Income of physicians and other professional groups,
1949 and 1959

1949/1959
1949 1959 (percent)

Physicians and surgeons $8, 309 $15, 015 181

Dentists 6, 448 12, 392 192

Lawyers and judges 6, 284 11, 261 179

Engineers 4, 684 8, 397 179

College faculties 4, 366 7, 510 172

Source: U.S. Department of Commerce, Special Report, P-E, No. 1B, 1960 Census

of Population, Occupational Characteristics.

If physicians choose (or are able) to increase the supply of services in

the fashion we have projected earliera 75-percent increase in 1965 to
1975fees can then be expected to increase by about 35 percent over
the 10-year period. A fee increase on this scaleroughly 3 percent per
yearwould represent a continuation of the general pace of fee increases

in the past. For the period 1955 to 1965, the physician fee component of

the consumer price index increand at an average rate of 3.1 percent per
year.

A fee increase of 3 percent per year coupled with a 4 percent per year
increase in physic= "productivity" would lead to an average income

increase (assuming costs remain a constant share of gross income as they

have in the past) of about 7 percent per year. This would mean that
physician incomes would very nearly double over the pesiod 1965 to 1975.

kWIPIlanommermemmi............,

r
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This income performance, while exceeding the growth of the previous
decade (6 percent per year), is about in line with the growth in physician
incomes over the last few years (1963 to 1965) . Moreover, this pace of
income increase is in line with the more rapid rate of growth projected
for the entire economy over the next decade. As such, it would be a rate
which would generally maintain physician incomes relative to the incomes
of other professional groups in the economy.

F. Implications
The projections presented here do not call for drastic changes in the

general picture of physician services over the period 1965 to 1975. From
the physician's point of view this means that the pressures of the 1965
to 1975 decade will be very much the same as those of the 1955 to 1965
period. If the visit rate remains the same, the 1975 population may be
expected to generate about 13.5 percent more visits than in 1965. The
increase eKpected in the number of physicians in private practice will
just about match this. In 1975, then, doctors will face roughly the same
queues, and the same rationing decisions, that they have faced over the
past decade. While the problem does not seem likely to worsen, neither
does it appear likely to improve.

In another sense, however, the pressures on the physician may be
expected to worsen over the decade of 1965 to 1975. While the num-
bers of visits per physician are not likely to increase greatly, physicians
will be doing more for those they do see. The expansion and upgrading
of seivice under the direction of the physician (i.e., the increase in bis
productivity) will leave him working more for about the same number
of people. The role of the physician as an administrator in the provision
of service is expected to grow substantially over the 10-year period with
its consequent impact on the physician-patient relationship.

For all of this, physician incomes are expected to grow somewhat
more rapidly than in the past, but, then, so are all incomes. It seems
likely that, given the increase projected for the economy, physician in-
comes will have to almost double over the 1965 to 1975 decade if physi-
cians are to maintain their income position relative to other professional
groups. The increase in fees (3 percent per year) and the increase in
"productivity" (4 percent per year) projected for 1965 to 1975 will
yield just about that result.

From the consumer's point of view, the individual patient is not going
to get any more of the physician than he does now. Indeed, he will prob-
ably see even less of him. Moreover, he will be confronted with the same
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queues and informal rationing system he now faces. At the same tine,
he will be enjoying a significant increase in the services provided under a
physician's auspices and direction. All of this will be accompanied with
an increase in physician fees that will be somewhat more rapid than
the rise in the general price level. By 1975 it is expected that personal
cxpenditures for ph) ician services will still be less than 2 percent of per-
sonal income (1.78 percent).

All this serves to emphasize the importance of continuing to increase
physician productivity. In the context of the present organization of
physician services this means: (1) an increasing substitution for phy-
sicians in the production function; (2) an expansion of the service pro-
vided under the direction and guidance of the physician; and (3 ) an
upgrading of services, especially through increasing specialization.

Despite the increases in productivity that were obtained in the past
decade, significant opportunities still appear open to exploitation for the
next decade. For example, in 1964 almost one-fourth of the physicians
in private practice employed four or more auxiliary workers. Almost half
of all physicians in private practice, however, employed less than two
auxiliary workers. Increasing grouping of practice offers still other op-
portunities. By and large, the projected 4 percent per year increase in
productivity appears to be within reach.

If physicians are not able to increase productivity as hypothesized,
then it seems likely that physician fees will increase more rapidly than
projected. If this is the case, some decrease in the demand for physician
visits may be expectedprice increases will serve to reduce the queues
for service. Expenditures for physician services, however, will not be likely
to shrink rie.tch, if at all, as a result of price increases.' Physician incomes,

then, would still increase approximately as projected. Probably more im-
portant than the consumers' economic response to larger fee increases
are the political repercussions that could result from large increases in
physician fees.

Nurses
A. Introduction

Professional nurses provide a wide array of health services in a range
of diaierent employment settings. About two-thirds of the active profes-
sional nuzses are employed full or part time in hospitals and related in-

Demand studies made for the AMA indicate that while price increases will reduce
the number of visits demanded, expenditures for service will remain the same or
increase as a result of a price increase (Report of the Commission on the Cost of

Medical Care, American Medical Association, 1964).
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stitutions. Of these, approximately 85 percent are employed in non-
Federal short-term general hospitals. Other large employment categories
of professional nurses include private duty (11 percent), office duty (8
percent) , and public health activities ( 6 percent) .5

Over the period 1955 to 1965 the total number of active professional
nurses increased at an average rate of 3.8 Percent per year. This implies
a somewhat more rapid increase in the supply of nursing services than
was actually the case. A significant share of this increase in total active
nurses is represented by an increase in part-time nurses. Part-time nurses
increased from 11 percent of the total in 19E0 to 18 percent in 1960 and
22 percent in 1964, the last year for which data is available. The number
of part-time nurses in hospitals increased 70 percent from 1957 to 1964,
from 20 percent of the nursing positions to more than 25 percent.

An inventory of licensed professional nurses, conducted in 1962 by the
American Nurses Association ( ANA), revealed that a sizable number of
licensed professional nurses are not active at any one time. In 1962 the
nonactive group represented one-third of the total licensed profession.
Many of these, of course, are not active for family or other personal rea-
sons. A signiiicant number, however, might be expected to respond to
changes in salary rates and reenter active practice at higher income levels.
In the supply projections made below, no attempt is made to account spe-
cifically for the behavior of the nonactive group.

B. Supply of Nurses
Approximately 90 percent of the professional nurses in practice in 1962

held diplomas or associate degrees. These degrees are obtained from hos-
pital nursing schools and community college training programs, respec-
tively. These training programs generally run from 2 to 3 yews.

Ahnost 8 percent of the active nurses in 1962 possessed a baccalaureate
degree obtained from a college or university with a 4-year or sometimes a
5-year program. Over the past decade there has been an increasing em-
phasis on the baccalaureate degree. In the 1955-56 academic year, bac-
calaureate degrees were awarded to 10.5 percent of the graduating
nurses. By the academic year 1965-66, the share of the graduating class
receiving baccalaureate degrees was 15.5 percent.

The growing preference for the baccalaureate program has several side
effects on the supply of nurses. First, it tends to postpone increases in

General data regarding the nursing profession were derived from various issues of
Facts About Nursing, an annual publication of the American Nurses Association, and
Health Manpower Sotirce Book, sec. 2, Nursing Personnel, Public Health Service, re-
vised January 1966.

..
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supply. By and large, the diploma schools and the community college
programs get nurses into service more quickly. Second, increasing reliance
on the 4- and 5-year programs tends to restrict the potential candidate
population. From the student's point of view the cost differential is sub-
stantial, and the cost of the baccalaureate program undoubtedly proves
to be a barrier to entry for many potential nursing candidates. At the same
fime, placing nursing taining on a baccalaureate program also puts it in
direct competition with other 4- and 5-year training programs. Prominent
among the competitors, of course, is teaching.

The payoffs as a result of increased training can be substantial. Fully
exploiting these payoffs, however, may call for a significant revision in the
way in which medical services are provided. One aspect of this would be
to upgrade the roles of nurses with baccalaureate degrees, not only in
terms of management of nursing service; but also as substitutes for physi-
cians in performing selected medical services. In many clinics and physi-
cians' offices this is already being done.

It is estimated here that the supply of nurses for active service in 1975
will be approximately 790,000. This would represent an increase of about
30 percent over the number of active nurses in 1965. This estimate,
summarized in table 11, is predicated on the assumption that the number
of nursing graduates will increase at an average rate of 2 percent per
year and that attrition from active nursing practice will sverage 3 per-
cent each year. Actually, through most of the 1955-65 period the number
of graduates varied within only a very narrow range. In the last few
years, however, there has been some growth (Le., 11 percent from the
academic year 1961-62 to the academic year 1964-65 ) .

Attrition is used here to represent losses from the active group as a
result of death and the movement to inactive status. The estimate also
reflects the return to practice of nurses who were formerly inacfive and
the addition of foreign-trained nurses. The 3-percent rate used here
was derived as an average residual figure which related nursing graduates
and the number of nurses actively practicing over the period 1956-62.
In the last few years (1963-66) attrition has declined below the 3-
percent annual average, presumably as a result of the return to practice
of formerly inactive nurses.

No attempt is made here to distinguish between part-time and full-time
active nurses. Should part-time nurses increase as a share of the total
active nursing group, the projection in this report would overstate the
actual growth in the supply of nursing service. It seems more likely
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that the ratio will hold at its present level, or, possibly in the face of
the sizable salary increases in the past 2 years, decline slightly.
C. Demand for Nurses

Hospitals, nursing homes, and related institutions are the primary
sources of demand for nurses. In 1964 they accounted for 67 percentof the nurses in active practice. Private practice accounted for another11 percent, and office duty accounted for 8 percent. Public health,school =vices, industrial nursing, teaching, and other fields accountedfor the remaining 14 percent.

In non-Federal short-term general hospitals, the number of nurses perpatient increased modestly over the decade 1955-65 (approximately 10percent). The increase in nurses per patient was not as rapid as the in-crease in other hospital personnel per patient, so over the period nursesdeclined as a share of total short-term hospital employment from about27 percent to about 24 percent Ifboth these past trends were to continueto 1975, the number of nurses per patient in non-Federal short-termgeneral hospitals would increase to about 0.65. Coupling this with theestimate of the daily census in 1975 (820,000), we get an estimate of
short-term hospital demand for nurses which totals 533,000.

If it is assumed that the growth of other institutional demand for pro-fe,Aonal nurses keep pace with that of non-Federal short-term general
hospitals, the total institutional demand will be for approximately 630,000nurses.

TABLE 11.-Estimated nurse supply to 1975 based on a 2-percent annual
increase in graduationsand a 3-percent attrition rate

Ntunba. cf
Year active nurses

(thousands)

Graduations
(June)

Attrition
(3-pereent)

Net addition
to supply

1966
1 621. 0 36. 4 18. 6 17. 81967 638. 8 37. 1 19. 2 17. 91968 656. 7 37. 8 19. 7 18. 11969. 674. 8 38. 6 20. 2 18. 41970 693. 2 39. 4 20. 8 18. 61971 711. 8 40. 2 21. 3 18. 91972 730. 7 41. 0 21. 9 19. 11973 749. 8 41. 8 22. 5 19. 31974 769. 1 42. 6 23. 1 19. 51975 788 6

1 American Nursing Association, Fasts About Nwsing, 1966 Ed.
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In the decade of 1955-65 the number of nurses employed in yak
health and school systems increased about 11 percent, or slightly more
rapidly than the population. In the face of expanding medical services
at the local government level, it seems likely that the trend of the future
will at least match that of the past. If this is the case the public health
and school demand for nurses in 1975 will be approximately 47,000.
This certainly must be viewed as a minimum estimate.

From 1955 to 1965 there was a steady decline in the number of nurses
in private practice. This decline came in the face of a growing non-
Federal short-term general hospital patient census (somewhat more than
half the private-duty nurses have been employed in short-term general
hospitals) . It undoubtedly reflects two forces: Increases in the charges
for private-duty nurses and the changes in the supply of nursing service
in the hospitals.

If the decline of the past decade were to persist to 1975, the number
of nurses on private duty would fall to about 60,000. This, however,
would mean a very sharp drop in the ratio of private-duty nurses to
short-term general hospital patients. At the other end of the scale, if that
ratio is assumed to hold constant the demand for private-duty nurses
would increase by almost 60 percent over the 1965 to 1975 decade,
sharply reversing the trend of the previous 10 years. For purposes here,
some decline in the private-duty nurse-to-patient ratio is assumed, but
not at the pace of the preceding 10 years. The result is a projected 30-
percent increase in the demand for private-duty nurses over the 10-year
period. The number of private-duty nurses in 1975, then, is expected to
be about 88,000.

Over the past 10 years or so, the number of office nurses per physician
in private practice have increased at an average rate of about 2 percent
per year. If it is .assumed here that this trend will continue into the fu-
ture, and given the projected number of physicians in private practice
in 1975, the office demand for muses can be expecced to be about 70,000.
Again, the estimate seems more like a minimum than a maximum.

Occupational health, nursing education, and other nursing activities
accounted for slightly more than 7 percent of the total active nurses in
1964. If it is assumed that this share will remain constant to 1975, the
demand of these sectors will total about 60,000 nurses.

The expected total demand in 1975 will be for at least 895,000 nurses
(see table 12 ) . This may be compared with the supply estimate pre-
sented aboveapproximately 790,000 nurses. Demand will exceed the
apparent supply by something like 100,000 nurses. It must be recognized,

1
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however, that the supply estimate does itat hieltide those professional
nurses on inactive status or not employed in nUrsing. A 4004 aove,
roughly one-third of all professional nurses were not thiployed in ntirsifig
in 1962. Substantial wage increases and imprOveNeilts 1n wOrking con-
ditions could be expected to iead to significant shrigkage of this pool,both by drawing nurses back into practice and thy tiltnying their with-
drawal. This in turn implies that the supply of nurses, given a continua-
tion of wage increases such as those that have been granted in the past
year or so, would be very likely to match the demand projected by 1975.

Hospital Facilities
A. Introduction

Over the past few years the demand for hospital serviceshas increased
substantially. Admissions of non-Federal short-term general hospitals in-
creased 15 percent over the 5-year period of 1960 to 1965. The average
daily census of those hospitals increased by 18 percent over the same
period and the average length of stay increased from 7.6 days to 7.8 days.
To meet this increase in demand, the number of hospitals and beds in-
creased by 6 percent and 16 percent, respectively. The expansion of
facilities was also accompanied by a more intensive use of hospital facili-
ties. For example, occupancy rates increased from 74.7 percent in 1960
to 76 percent in 1965.

The period of 1960-65 also saw changes in the non-Federal short-term
general hospital "production functions." Personnel per bed increased by
about 10 percent; assets per bed increased by almost 30 percent. The
increase in the amount of capital per employee was substantial. On a per
patient basis, the increase in hospital personnel was 9 percent from 1960
to 1965, while the increase in assets was 28 percent.
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These changes were accompanied by substantial increases in non-
Federal short-term general hospital costs, and, consequently, their prices.
On a per-patient-day basis, the costs rose from $32.23 in 1960 to $44.48
in 1965a 38-percent increase. On a per-bed-per-year basis, costs rose
from $8,789 to $12,340. This represents an increase of about 40 percent
over the 5-year period.

Hospitals range from State-operated, long-term psychiatric care hos-
pitals to private, proprietary, or short-term general hospitals. For the
purposes of this study, the non-Federal short-term general hospitals are
viewed as the most important. These hospitals account for only about
50 percent of the average daily census, but handle 92 percent of the total
annual hospital admissions, employ about 70 percent of the hospital
personnel: and represent approximately two-thirds of the assets of all
hospitals.

Among the hospitals, a tremendous range of services is provided. Vir-
tually every hospital has a diagnostic X-ray facility, a clinical laboratory,
and operating rooms. However, in. 1965 only slightly more than one-half
the non-Federal short-term general hospitals had a pathological labora-
tory; less than one-fourth had intensive care units; and less than one-
twentieth provided family planning service. The range of senices is in
large part a function of hospital size. For example, in 1965 all large hos-
pitals (500 beds or more) had a pathological laboratory, nine out of 10
had intensive care units, and almost half provided family planning
service.

There is just no comprehensive, single-measure way of dealing with
the broad spectrum of services that are made available in hospitals. None-
theless, some convenient way of dealing with the complex array of serv-
ices must be found for a general study of the types here. The number of
beds has been arbitrarily chosen as a general surrogate for hospital serv-
ices availability despite its obvious shortcomings.

B. Demand for Beds
The aggregate demand for hospital services or beds at any one time

may be viewed as a function of two broad groups of factorsthe
demographic and the socioeconomic characteristics of the population.
Changes in the size of the population and in its characteristics (age,
sex, and race) wEl have a direct impact on the demand for hospital
services. Socioeconomic factors relate to the willingness of the population
to utilize hospital services and their ability to do so. These include income
levels, education levels, existence of insurance and/or prepayment pro-

,
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grams, social legislation (such as Medicare), prices charged for hospital
services, etc. One major factor affecing the :firillingness of the population
to utilize hospital services over the past 20 years has been the great
progress of medical technology. Formerly hazardous operations have
become routine, and the range of services that can be provided has
broadened enormously.

The role of population changes in shaping changes in hospital admis-
sions and the demand for beds may be shown in the following fashion.
Each age, sex, and race group in the population has its own chAracteristic
hospital admission rate and average length of stay. Estimates of these
chracteristic rates have been prepared by the Public Health Service from
a survey conducted for the period July 1963-June 1964. The estimated
rates by age groups are shown in table 13. Using the admission and
length of stay rates and population data, it is possible to constnict
hypothetical admission totals and numbers of patient-days. These have
been calculated for selected years over 1955 to 1975 and are shown in
tables 14 and 15. From 1955 to 1965 the population increased by 17.5
percent. Hypothetical admissions increased by a slightly smaller per-
centage--16.5 percent For the period 1965-75, on the other hand, while
populadon is projected to increase 13 percent, hypothetical admissions
are projected to grow by a slightly faster pace-15 percent

From 1955 to 1965, non-Federal short-term general 'hospital admis-
sions increased 38.5 percent. It would appear that slightly less than
hau of this increase can be attributed to population growth and changes
in the demographic characteristics of the population. This leaves a bit
more than half the increase to be explained by socioeconomic factors.

TABLE 13.Admission (discharge) rates and average length of stay by
age group, 1963-64

Age group
Annual Average

discharge length of
rate per 100 stay (days)

persons

Under 15 years 6. 83 6. 1
15 to 24 years 15. 14 5. 7
25 to 44 years 15. 62 6. 9
45 to 64 years 15. 44 10. 9
Over 65 years 22. 59 12. 6

Source: U.S. Public Health Service, National Center for Health Statistics, Hospital
Discharges, Series 10, No. 30.
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TABLE 14.---Hypothetical short-stay hospital admissions (discharges) by

age group,1955-75 (1963-64 discharge rate)1

Age group 1955 1960 1965 1975

Under 15 years 3, 343 3, 831 4, 091 4, 156

15 to 24 years 3, 293 3, 721 4, 651 6, 072

25 to 44 years 7, 371 7, 370 7, 308 8, 416

45 to 64 years 5, 173 5, 590 6, 023 6, 695

Over 65 years

Total

3, 281 3, 763 4, 101 4, 779

22, 463 24, 277 26, 175 30, 119

1 Figures are in thousands.

Source: U.S. Public Health Service, National Center for Health Statistics, Short-Term

Discharge Rates, Series 10, No. 30.

TABLE 15.-Hypothetical number of hospital days by age groups,

1955-75 (1963-64 average length ofstay) 1

Age group 1955 1960 1965 1975

Under 15 years 20, 392 23, 375 24, 961 25, 351

15 to 24 years 18, 770 21, 215 26, 510 34,610

25 to 44 years 50, 867 50, 853 50, 425 58, 070

45 to 64 years 56, 397 60, 931 65, 650 72, 986

Over 65 years

Total

41, 340 47, 414 51, 672 603 215

187, 766 203, 788 219, 220 251, 234

I Figures are in thousands.
Source: U.S. Public Health Service, National Center for Health Statistios, Average

Length of Stay by Age Group, Series 10, No. 30.

These socioeconomic factors can be treated as a trend affecting hospital

admissions that averaged a 1.8-percent-per-year increase in demand for

service over the 1955-65 decade.
A similar pattern is reflected in the data with respect to the number

of patient-days. The total patient-days served by non-Federal short-

term general hospitals increased almost 40 percent from 1955 to 1965.

The growth in the hypothetical number of patient-days over 1955 to

1965, which reflects only demographic changes, was 16.5 percent. If

account is taken of the trend in hospital admission rates over 1955 to

1965 (1.8 percent per year), there appeals to have been some small
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shift in length of stay over the period. American Hospital Association
(AHA) data indicates that the average length of stay declined some-
what from the beginning of the 10-year period and then rose again
at the end. If 1960 were used as a base rathcr than 1955, a somewhat
stronger shift or trend in length of stay (about 2.5 percent per year)
would appear.

A minimum estimate of the increase in hospital admisions and pa-
tient-days from 1965 to 1975 ought to take into account the population
changes projected for the period 41 the socioeconomic trend. Combin-
ing these leads to an estimate that both adm:ssions and patient-days
will increase 38 percent over the period. A more realistic estimate of
the demand for hospital services, however, must attempt to take into
account the impact of the recently enacted Medicare program.

Preliminary evidence suggests that Medicare has had the effect of
raising significantly the utaintion of hospital services by the over-65
age group. AHA surveys indicate that the length of stay for the over-65
group increased about 20 percent in the first 6 months of the program.
The Social Security Administration has estimated that overall utiliza-
tion of hospital services by the over-65 group increased 15-20 percent
in the 1st year of the program.

If short-term general hospital utilization by the over-65 group can
be expected to increase as much as 20 percent as a result of Medic=
programs, then the estimate of a 38-percent growth in hospital admission
and census from 1965 to 1975 is too low. A more realistic expectation
would be that while admissions might not grow much more rapidly than
38 percent, the average daily census would increase by perhaps 45 per-
cent as a result of longer lengths of stay by the over-65 age group. This
means that by 1975 hospital admisions in the neighborhood of 36.5 mil-
lion per year and an average daily census of about 820,000 patients can
be expected.

The expansion of short-term general hospital facilities needed to meet
this growth in demand is substantial. Some of the increase can be met
through a more efficient and/or more intensive use of existing facilities.
Using occupancy rates as a measure, there has been an increase in use
of facilities over the past decade. That is, in 1955 the occupancy rate
was 71.7 percent and by 1965 it had risen to 76 percent. If this improve-
ment were to continue to 1975, occupancy rates could be about 80 per-
cent. On the other hand, increases beyond present levels will be hard
to come by ince they will have to result almost solely from a more
efficient use of facilities rather than a simple intensification of use.

288-148 0:438--17

V
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If occupancy rates do not improve over the period 1965-75, the Na-
tion will need about 1,075,000 beds in non-Federal short-term general
hospitals. If, on the other hand, occupancy rates do rise to 80 percent
by the end of the period t.he need would be for about 1,025,000 beds.
These represent increases of approximately 45 and 40 percent respec-
tively over 1965 levels.

C. Supply of Hospital Beds 6

Over the decade of 1955-65 the number of non-Federal short-term
general hospitals increased by less than 10 percent. However, the number
of beds in those hospitals increased by approximately 30 percent (or 2.6
percent per year) . The pace of growth was slightly more rapid in the
latter part of the period (3 percent per year). If the growth rates of the
past decade were to carry into the 1965 to 1975 decade, the number of
beds in 1975 could be expected to be between 965,000 and 1 million.
This would fall somewhat short of the demand for beds that has been
projected. The pace of new construction of hospital facilities will have
to pick up if the future demands for service are to be met in the fashion

that they have been in the past.
If it is assumed that hospital beds are retired at the rate of 3 percent

per year, meeting the demand levels projected earlier ( 1,025,000
1,075,000 beds in 1975) will call for construction of 490,000 to 540,000
non-Federal short-term hospital beds between 1965 and 1975. If an
average investment cost of $25.00 per bed ( whether for new construction

or modernization) is assumed, the construction programs suggested will
cost $12.2$13.5 billion. This may be compared with the spending on
medical facilities construction during 1955-65, which totaled approxi-

mately $12.5 billion.
If spending for construction of medical facilities lagged 1 year is com-

pared with the number of short-term general hospital beds added over
the 1955-65 period, we find that total spending was at the rate of about

$82,500 per new bed added. This figure, coupled with the estimate of net

new beds to be added (285,000-335,000), yield5 an estimate of $23.5
$27.5 billion that will have to be spent on new medical facilities over the

1965-75 decade. This is roughly twice the amount spent in the preceding

decade and implies that the average annual increase in the spending

for medical facilities construction over the period 1965-75 will be some-

what below that of the past.

Data for short-term general hospitals, 1955-65, was obtained fromvarious "Guide"

issues, Hospitals, JAILL

VIIIPMMOINimemoramorma,
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D. Cost of Hospital Services
In 1965 the costs of short-term general hospitals were more than 2/2

times their 1955 expenses. In terms of cost per patient day the increase
was a smaller, but still imprewive, 94 percent. If this trend in patient-day
costs were to continue to 1975, the cost per patient day in that year would
be about $86.30 compared with the cost per patient day of $44.48 in
1965. Increases in costs in the past 2 years (1966-67), however, have
been even more rapid.

In the past, hospital expenses (and therefore costs to the patient) have
bew a direct function of hospital labor costs. That is, labor costs have
been a large (62 percent) and stable share of total hospital expenses.
This has been true in the aggregate over time and appears to be the case
in geographic cross sectional data for a single year. For example, a simple
linear correlation relating payroll per patient using data by States for
1965 as the sample observations yielded a coefficient of correlation of
0.98. Relating personnel per patient with cost per patient, again using
data by States for 1965, yielded a similarly high coefficient of correla-
tion-0.89.7

From 1955 to 1965 hospital personnel per patient increased at an aver-
age rate of 2 percent per year. Over the same period wages of hospital
personnel increased at an average rate of 4.8 percent per year. If these
two trends persist to 1975, the 1975 payroll expense per patient day
would be $52.96 as compared with the 1965 figure of $27.44. If payroll
costs remained 62 percent of the total, this would mean a total cost per
patient day of $85.41 in 1975.

It seems unlikely, however, that wage levels in hospitals will grow at
the same pace over the 1965-75 decade as they grew during 1955 to
1965. For example, in the last half of 1966 very substantial increases
were granted nurses and other hospital personnel. Some hospitals in the
New York City area increased nonprofessional wages 10 percent and
more.8 Increases for registered nurses were even larger. Similar wage in-
creases have been reported from hospitals in other areas of the country.

During the decade of 1955-65 wages and salaries of hospital employees
grew slightly (10 percent) more rapidly than did the average annual
earnings per full-time employee for all industries. If hospital employees
maintain the same relative performance over 1965-75, wages will have

/ American Medical Association, Distribution of Physicians, Hospitals and Hospital
Beds in the U.S., 1966.

/ Bureau of Labor Statistics, Earnings and Supplementary Benefits in Hospitals,
Area Releases, VariousAIMS.
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to just about double. The presumption is, of course, that hospitals will
have to continue to raise wages more rapidly than the average if they are
to compete successfully for manpower in the 1965-75 decade. Given the
increase projected in terms of personnel per patient.. the labor expense
per patient in 1975 can be mpected to be 2.40 times the 1965 level, or
$65.85. The total cost per patient day, again assuming wage costs remain
62 percent of the total (i.e., if other costs increase at the same rate as
wages), will be $106.20. This, of course, is an average figure for all non-
Federal short-term general hospitals. The range of costs among Lospitals
is very vide, and it seems likely that in the case of some large city hospitals
the $100-per-dar *;ent cost will be met well before 1975.

It appears T a, that by 1975 average short-term hospital costs
will exceed fr' ient day unless some significant changes in the
way of pro.: . - lal services are introduced. This would mean
that expendatur( ,are in non-Federal short-term general hospitals
will rise to aboui. 4).,2 billion per year by 1975. This is almost four times
the 1965 priva te. consumer expenditure for hospital care and not quite
21/2 times the national expenditure for hospital care in 1965.9This level of
expenditure means that a significantly increasing share of personal in-
come and GNP can be expected to be devoted to hospital care in the
future.

Dentists
A. Introduction

Over the past decade there has been a modest decline in the ratio of
dentists to population (see table 16 ). This decline has been accompanied
by a substantial (60 percent) increase in per capita consumer spending
for dental services, which in turn, was accompanied by an increase in
dental fees averaeng approximately 2.5 percent per year.

Interestingly enough, all this has not given rise to the concern with
respect to a shortage that is associated with physicians. Indeed, even
within the profession there seems to be little feeling of pressure. A 1965
survey indicated that while 40 percent of the dentists felt they were too
busy, almost 25 percent felt they were not busy enough. Queues appear
less onerous, and the rationing of dental services is far less severe than
that of physidan services.

The more relaxed atmosphere of the market reflects, in part, the fact
that people generally view dental services with less urgency than they do
physician services. By and large, consumers take the position that dental

$8.1 and $13.4 billion, respectively; Social Secueity Bulletin, February 1967.
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TAfts 16.Number of dentists, population, expenditures for dental
services, 1955-65

1955 1960 1965

Total dentist:1 94, 879 101, 947 109, 301
Active non-Federal dentists 1 76, 087 82, 630 86, 317
Civilian population (thousands) 1 162, 967 178, 153 191, 890
Active non-Federal dentists per 100,000 civilians 1 46. 7 46. 4 45. 0
Expenclitures for dental services (millions) 2 $1, 528 $2, 007 $2, 691

1 U.S. Public Health Service, Publication No. 1509, Health Resources Statistics, 1965.
2 Rational Income and Product Accounts of the United States, 1929-1965.

services are more easily postponed, and can be postponed at a lower
personal cost. This also contributes to the fact that dentists have not had
the degree of market control that physicians enjoy.

In summary, while many evidences of imbalance exist in the market
for physician services, ch evidences do not appear or seem as important
in the market for dental services.

B. Supply of Dentists
As in the case of physidans, the estimate here of the increase in the

supply of dentists over 1965-75 is based on expected increases in dental
school facilities and anticipated attrition from the profession. According
to the PHS the present authorization for dental school construction, ex-
pansion, and modernization will make available something like 4,500
first-year dental school places by 1970 and as many as 5,000 first-year
places by 1975. If it is assumed that attrition from dental schools follows
the pattern of the first half of the 1960's, the 1975 graduating class of
dentists will be about 4,200, or 1,000 more than that of 1965.

If the pattern of dental graduates over 1965-75 follows that projected
(table 17) , approximately 17,300 graduates will become available during
the period 1966 to 1970 and another 20,000 during 1971-75. The
number of graduates projected over the decade will represent about 30
percent of the total number of dentists, active and inactive, projected
for 1975.

In contrast to the situation with respect to physicians, future additions
to the supply of dentists in the United States are expected to come almost
solely from American dental schools. At the present time, no State will
accept graduates of dental schools outside the United States and Canada
for licensing and 32 of the 50 States require U.S. citizenship for licensure.
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TABLE 17 .-First-year students, graduating class, total dentists, 1965-75

Midyear First-year
students

Graduating
class 1

Attrition 2 Number of
dentists 3

1965 3, 800 3, 202 1, 779 112, 455
1966 3, 940 3, 342 1, 799 113, 998
1967 4, 080 3, 371 1, 849 115, 545
1968 4, 220 3, 401 1, 873 117, 097
1969 4, 360 3, 526 1, 900 118, 749
1970 4,500 3, 652 1, 928 120, 501
1971 4,600 3, 777 1, 958 122, 350
1972 4, 700 3, 902 1, 989 124, 295
1973 4, 800 4, 025 2, 021 126, 334
1974 4, 900 4, 117 2, 055 128, 430
1975 5, 000 4, 206 2, 089 130, 580

1 Figures are 89.5 percent of the first-year class 4 years earlier (Health Manpower Source-
book, p. 50).

2 Figures are 1.6 percent of the preceding year's total.
3 Includes active and nonactive dentists, current year graduates less attrition.

Based on the number of U.S. students presently enrolled in Canadian
dental schools, it does not seem likely that more than 10 Canadian-
trained dentists per year will be licensed to practice in the United States
over this next decade.

Attrition from the dental profession is expected to total approximately
19,500 over the 1965-75 period. This attrition averages out to approx-
imately 1.6 percent of the annual total and is consistent with the apparent
attrition from the profession over the period 1959 to 1965.

In summary, then, the total number of dentists, active and inactive,
is expected to be 130,600 in 1975, 16 percent more than the 1965 total.
This rate of increase is almost identical with the 1955-65 increase of 15
percent. If the share of professionally active dentists, including dentists
in Federal service, remains constant (which is approximately what hap-
pened over the period 1955-65 ), the number of professionally active
dentists in 1975 may be expected to total about 112,300.

C. Dentist Productivity
Over the past decade or so, the dental profession has met the increases

in demand for dental services not only through an increase in the supply
of dentists, but also through changes in the ways of producing dental
servkes and the introduction of new equipment. Perhaps most apparent
from the patient point of view has been the development and introduction

1

-
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of new anesthetics, high-speed cutting and associated equipment, and
the increasing use of auxiliary personnel in the dentists office.

To some extent the development of new equipment has served both
to raise the productivity of dentists and to substitute in part for auxiliary
dental personnel. In any event, dentists have generally been quick to
adopt new equipment which promises productivity improvements. A
case in point is the rapid adoption of high-specd cutting equipment dur-
ing the 1950's. First available in the early part of that decade, it is esti-
mated that by 1959 the equipment was being used by 61 percent of the
dentists in private practice." Less apparent te the patient has been the
increasing use by dentists of dental laboratories. By and large, however,
this means of increasing dental productivity appears to have been rela-
tively minor.11

Deriving measures of increases in dentist productivity is rather more
difficult than speculating about the possible sources of such increases.
One possible measure is the increase in deflated expenditures per dentist
This measure is identical to that used earlier to provide a measure of the
increase in the productivity of physicians. The shortcomings of this meas-
ure are many and obvious. The importance of the assumptions regarding
the stability of expenditure mix and the representativeness of the price
index have already been noted. Despite its shortcomings, this procedure
is the handiest for providing an overall measure of the direction and pace
of productivity changes. Put another way, there is little evidence to re-
fute the results.

Deflated expenditures per dentist can be calculated from two differ-
ent sets of data. One alternative is to use the estimates of expenditures
for dental services presented in the Social Security Bulletin and the
BLS price index for dental services. The other alternative is to use the
national income estimate of personal consumption expenditures for
dental services and its associated implicit price deflator. In the rust alter-
native, deflated expenditures are calculated to have increased 47 per-
cent from 1955-65. Given a 13.4-percent increase in the number of
active non-Federal dentists over the same period, the increase in real
output per dentist was 30 percent, or 2.7 percent per year.

In the second alternative, the increase in deflated expenditures is
measured as 35 percent over the decade. In conjunction with the 13.4-
percent increase h. the number of dentists this would mean an increa3e

" J. H. Weiss, The Changing job Structure of Health Manpower, Ph. D. Disserta-
tion, Harvard University, Cambridge,Mass., July 1966, p. 136.

n Ibid., pp. 140-141.
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of 19 percent in the real output per dentist over the 10-year period, an
average annual increase of 1.8 percent.

By way of comparison with these rates of increase, it has been cal-
culated that from 1950-55 real output per dentist increased at a rate
of 5 percent per year.' However, there is evidence that the avaage
number of hours per year devoted by dentists to their practice increased
during this same period." This latter, of course, would cause the deflated
expenditure per dentist measure to overstate the actual increase in pro-
ductivity during that time period. By and large, it appears that average
hours worked per year by dentists has stabilized since the inid-1950's.

The total supply of dental ser ices is a function of the number of
dentists and their productivity. If the productivity of dentists increases
from 1965-75 at the same pace it increased in the preceding decade, and
given the number of dentists projected, the supply of dental services in
1975 will be between 38 and 50 percent greater than in 1965. On a per
capita basis the increase in total supply is expected to be 23 to 35 percent.

D. Demand for Dental Services

As noted above, expenditures for dental services increased by 86 per-
cent (76 percent in the case of the national income data) from 1955-65.
In constant prices the increase is estimated to have been 47 percent
(35 percent) . This increase reflects both an increase in the number of
visits to the dentists and an increase in the services performed per visit.

Estimates of the number of visits to dentists in 1955 and 1965 are not
available. Or': alternative is to construct an estimate of visits for these
2 years, using the 1957-58 and the 1963-64 age-specific visit rates re-
ported by the PHS (table 18) as representative of 1955 and 1965 visit
rates, respectively. This yields an estimate of a 13.5-percent increase in
visits from 1955-65. It also yields an associated estimate of a 30-percent
(20-percent ) increase in real service per visit.

The detnand for dentist services is a function of many factorsdemo-
graphic, economic, and social. No attempt is made here, however, to
develop an explanatory model of demand. Time and data availability
do not permit such an undertaking. One alternative is to assume, as was
done in the case of physicians, that the expenditure trends of the past
decade will hold for the next. Such a procedure has many obvious short-
comings. Nonetheless, it affordsa starting point

n Ibid., p. 130.
m Ibid., p. 133.
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TABLE 18.Estimates of number of dentist visits by age group,
1955, 1965, 1975

Visits (thousands) 1
Age group

1955 1965 1975

Under 15 63, 638 77, 882 79, 11215 to 24 50, 032 61, 440 80, 21225 to 44 89, 667' 88, 903 102, 36745 to 64 56, 964 66, 317 73, 71765 and over

Total 2

11, 620 14, 524 16, 926

271, 921 309, 066 352, 342

1 Figures were computed using the 1957-58 visit rates for 1955, and the 1963-64
visit rates for 1965 and 1975.

2 Colunms may not add to total because of rounding.
Source: U.S. Public Health Service, National Center for Health Statistics, Dental

Visits, series 10, No. 23, October 1965.

As in the case of physicians, there is the option of focusing on the
trend in expenditures for dental services relative to GNP or pert, ....al
income, or of focusing on the share of personal income or GNP devoted
to dental services. In the first instance, the trend equations are as follows:

Consumer expenditures=20.9+0.0051 personal income
National expenditures=-347.9+0.0046 GNP

Expenditures are expressed in millions of dollars and personal income
and GNP in billions of dollars. In both instances, serial correlation is so
high as to render the coefficient of correlation meaningless,

From 1955-65 the share of personal income devoted to dental serv-
ices increased onlymodestlyfrom slightly less than 0.5 percent to slightly
more. In similar fashion, the shift in the share of GNP going for national
expenditures on dental services was smallfrom slightly less than 0.4
percent to slightly more. If the sante trends continue through the 1965-75
decade, the share of personal income going for consumer cxpenditures on
dental services will still be less than 0.6 percent and the share of GNP go-
ing for national expenditures less than 0.5 percent.

These translate into the following estimates of expenditures. Using the
trend relationships above, consumer and national expenditures on dental
services are estimated to be $5,370 million and $5,448 mlllion, respec-
tively; in 1975. These would represent inaeases of 100 and 92 percent,
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respectively, over the 1965-75 period. If the share relationship is used
to project expenditures, estimates of $6,025 million for consumer expendi-
tures and $5,796 million for national expenditures in 1975 result. These
represent increases of 124 and 105 percent, respectively. On balance,
then, a continuation of past trends implies that expenditures will increase
somewhat between 100 and 125 percent over the period of 1965-75.

A part of this increase in expenditures can be ftpected to come as a
result of increased demand for dentist visits. Given the 1963-64 visit rate,
the population increase over 1965-75 can be expected to yield a 14-
to 15-percent increase in the demand for dental services. Unfortunately,
the data does not permit an effort to isolate a trend in visit rates. Increas-
ing prices and expanding and upgrading of services can be expected to
account for the largest share (85 to 90 percent) of the increase in ex-
penditures.

E. Prices of Dental Services
Earlier it was assumed that physicians enjoyed a market position which

allowed them to adjust prices and demand (through waiting periods and
rationing of service) so that physician incomes maintained thesame rela-
tive position over time when compared with other professions. Operation-
ally, this assumption implied that at present prices there was an excess
demand and that raising prices would merely reduce waiting lines. No
evidence exists that dentists enjoy the same market position. Moreover,
there is little evidence of a general shortage of dental services at present
prices.

As in the case of physician services, comparing the estimate of con-
sumer expenditures for dental services with the estimate of the supply of
those services allows an estimate of the change in prices that will be neces-
sary to equate the two projections. If the midpoint of the estimated de-
mand increase (112.5 percent) and the higher estimate of the supply in-
crease (50 percent) are used, the resulting estimate of the price increase
to be expected is 41 percent This increase, averaging 3.6 percent per
year, is substantially above the increase of the 1955-65 decade, which
averaged about 2.5 percent per year. A lower estimate of the price in-
crease to be expected results, of course, when the lower estimate of the
increase in demand (100 percent) is coupled with the upper estimate of
the increase in supply (50 percent). In this case a price increase of 33
percent results (3.1 percent per year), which is still significantly greater
than the increase of the preceding decade.

In this latter case the average annual increase in dentist gross income
would be 5.8 percent (3.1-percent price increase, 2.7-percent produc-
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tivity increase) . This projected increase in gross income is somewhat
greater than the growth in gros income experienced in the preceding
decade ( about 5.3 percent per year ) . There is no ready way of estimat-
ing the future pattern of costs of dentists in private practice. Over the
past decade or so, as dentists have turned increasingly to the use of
auxiliary personnel the share of PrOSR income to carry through to net
has declined (see table 19) . To the extent the increases in productivity
postulated for the 1965-75 period depend on increased use of dental
auxiliaries, the share going to net may continue to decline If it is
assumed that the decline matches tfit pace of the 1955-65 decade,
the growth in the mean net income of dentists in independent practice
will be about 70 percent. This increase (5.5 percent per year as compared
with the preceding decade's 5J ferant) will maintain the position of
dentists in the relative income rankilatry

Since dental services are probably viewed by consumers as easily post-
ponable, ihe demand for dental srofces is undoubtedly more price-
elastic than the demand for physician services. This raises real questions
regarding the results of estimating price changes for dental services over
the 1965-75 period in the same method as that used for physician serv-
ices. Should the demand for dental servicPs prove price-elastic, increasing
prices in the magnitude we have projected for 1965-75 could very
well lead to a smaller overall increase in demand than has been projected
for the period. In a sense, this serves to emphasize the role of productivity
in maintaining the rate of growth of dentist incomes. To the extent
productivity increases can be substituted for price increase, the more
likely it seems that the overall spending and income projections presented
here will be realized.

TABLE 19.Mean gross and mean net income, independent dentists,
selected years, 1955-64

Year
Mean net Mean gross Net as a
income income share of
(dollars) (dollars) gross

(percent)

1955. 12, 480 22, 093 56. 5
1958 14, 311 26, 030 55, 0
1961 16, 020 29, 435 54. 4
1964. 19, 835 36, 352 54. 6

Source: American Dental Association, Facts, various issues, 1958-66.



Appendix VI

Major Studies of Manpower Requirements for
Health Services, 1930-65

1. Lee-Jones Study, 1930 1
On behalf of the Committee on the Costs of Medical Care, Drs.

Roger I. Lee and Lewis W. Jones estimated health manpower require-
ments of the Nation on the basis of expert opinions on the amount of care
needed to provide adequate preventive, diagnostic, and curative services.
By computing treatment requirements for specific diseases and conditions,
the authors found a total need for 131.7 doctors per 100,000, or 165,424
for the United States (about 13,000 more than the existing supply ) .

Nurse needs were estimated at about 220 per 100,000 people, below the
national supply but well over the ratio in many parts of the country; and
needs for dentists, at 99-179 per 100,000, compared with the existing
ratio of 56. Lee and Jones doubted, however, that the Nation was eco-
nomically able to support an increased supply of professional health
personnel at that time. They concluded that the provision of adequate
medical care depended more upon revision of organization and economic
arrangements than upon increases in the number of personnel.

2. Technical Committee on Medical Care of the Interdepartmental
Committee To Coordinate Health and Welfare Activities, 1938 2

Reviewing health manpower requirements for effective modem health
service, this Committee found that many areas of the country lacked an
adequate supply of physicians, dentists, and nurses; and that even in
better supplied areas, inability to pay for care frequently prevented full
use of available personnel. The supply of physicians and private-duty
nurses, if adequately distributed, appeared to be approximately sufficient

1 The Fundamentals of Good Medical Care. Chicago, University of Chicago Press,
1933.302 pp.

' The Need for a National Health Program. Report of the Technical Committee
on Medical Care. Washington, D.C., 1938 36 pp. Multilithed.
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to meet the current effective demand for service. Public health nursing

suffered from an undersupply of personnel, especially in rural areas. The

number of dentists was grossly inadequate to meet true need, although

it sufficed to satisfy demand under current methods of payment. The
Committee called for development of a national health program to
improve the attractiveness of practice in underprivileged areas and to
lower economic barriers to the receiptof care.

3. National Health Assembly, 1948

Convened to help Federal Security Administrator Oscar R. Ewing

give President Truman plans to raise the national level of heahh during

the next decade, the National Health Assembly considered primarily the

country's need for physicians, dentists, and nurses, although some atten-

tion was given to other types of healthpersonnel.

Three bases for estimating the number of physicians needed in 1960

were presented. Basis I called for staffing of specified services (Federal

services, existing public health services and tuberculosis and mental hos-

pitals, and new hospitals and health centers under the Hill-Burton Act)

but otherwise simply for maintenance of the 1940 ratio of physicians

to population. Basis II provided for attaining in all States the physician-

population ratio of the 12 best States. Basis III used Lee-Jones standards

of the volume of physicians' services needed for a population if existing

diseases and disorders were to receive all tht care considered necessary.

But whichever basis was used, the estimated demand for physicians in

1960 was at least 15,000 more than estimated current rates of supply

would make available.
Discussing ways to increase medical school output, the Assembly

favored Federal fmancial help for medical school construction and opera-

tion. The tontinued existence of a number of underfinanced schools was

threatened unless additional funds were made available; other schools

needed aid to expand. There was also a need for Federal scholarships for

students, perhaps administered by the individual schools. Although

scholarship aid should not be conditioned on agreement to practice in

areas of special need, the Assembly suggested that student loans might

be made available to be liquidated at some agreed rate through practice

in shortage areas, if the student so chose. The possibility of using public

funds for fellowships for residency training of physicians who agreed to

practice in areas of need was also considered.

Taking into account variops tattqrs affecting demand for dental care

and productivity of dental personnel, the Assembly anticipated an in-

crease of at least 03 percent a year in the number of dentists needed, and
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an average of at least 2,900 dental school graduates a year through 1960.
Evidence indicated a need for expansion of existing dental schools or the
establishment of a new school in each of the nine geographic regions.
Existing schools required additional funds for replacement of outmoded
quarters, more and better paid teachers, stranger research programs, pro-
viion of graduate, postgraduate, and refresher courses as well as financial
aid for undergraduate and graduate students.

With regard to nursm, professional and practical, the Assembly found
an increasing supply in relation to population but many unmet needs. It
noted the importance of training nurses for a wide range of functions,
including out-of-hospital as well as inhospital care, with a minimum of
time spent in noneducational work. For educational as well as financial
reasons, nursing schools would best be affiliated with universities; some
small hospitals probably should abolish their schools. Increased public
financial support of nurses' training was warranted, for student aid as
well as school operating costs. Such support should be preceded, however,
by more careful cost analysis and cost accounting to determine the value
of nursing service rendered by students and the actual cost of training.

Evidence to the Amembly indicated that the Nation's supply of phar-
macists was inadequate to meet needs; a national pharmaceutical survey
was then in progress to ascertain requirements more precisely. There was
a particular shortage of funds for graduate training of research workers
and teachers of pharmacy. The Assembly concluded that greater emphasis
also shouM be placed on training in sufficient numbers other types of
professional health personnel such as social workers, clinical psychologists,
physical therapists, nutritionists, and dietitians.

The problem of providing adequately trained and qualified public
health personnel was repeatedly stressed. The Assembly recommended
that facilities and personnel for training public health personnel should
be at least doubled for each of the professional public health categories,
a continuing evaluation of basic needs should be established, and train-
ing programs should be developed in accordance with such evaluations.
Federal funds, to be administered through State health departments and
schools of public health, were recommended for recruitment and training
programs.

4. Ewing Report, 19482
On the basis of the National Health Assembly's deliberations and of

consultations with Many perpons in and out of the Government, Federal

OsCat IL The Aatintri nealth; A Ten Year Program, A Report to the
Presicieni. vidthitirogi mg., U.S. GovernMent Printing Office, 1948. 186 pp.
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Security Administrator Ewing reported to the President that it was not

enough to meet present effective demand; vit must assure people services

for all their needs. As a standard of adequacy based on actual experience,

Ewing propou.' the level of supply already attained by the top 12
States-1 physician for every 667 persons (1)O/100,000), 1 dentist for

every 1,400 persons (72/100,000), and 1 nurse (professional or prac-

tical) for every 280 persons (357/100,000) . He cited specific shortages of

psychiatrists, pediatricians, public health workers, and certain categories

of supporting personnel.
Simply to staff expanded health facilities planned under the Hospital

Survey and Construction Act of 1946, to meet military and other Federal

requirements, and to provide basic minimum services throughout the

nation under an adequate system of prepayment for health services, we

would have needed by 1960 a 40 percent increase in medical school grad-

uates, a 50 percent increase in dental school graduates, and a 50 percent

increase in the output of all types of nurses. Mr. Ewing recommended

aiming first toward meeting the nation's minimum demand and, beyond

that, pushing toward achieving the 12-state goal.

As a means of promoting the needed expansion of training capacity

for the health professions, Ewing proposed Federal aid of at least $40

million a year at the outset (more in subsequent years) for the construc-

tion of new or expanded schools, the operation of teaching programs,

and a scholarship and fellowship program for student. At the same time,

he recommended the Federal Government should encourage greater effi-

ciency in the use of professional personnel through the further develop-

ment of group practice, the wider use of supporting workers, the extension

of refresher and postgraduate training courses, and other wayS.

5. "Estimates of Future Physician Requirements," 19494

In this study, Dr. Muuntin of the U.S. Public Health Service and his

staff esthnated requiremeno for physicians in 1960 on the basis of three

possible measures of adequacy: To bring the total active physician ratios

up to those of the top one-quarter of the inhabitants of the United States

(146 per 100,000 civilians), the top third (136 per 100,000) or the top

half (118 per 100,000) . At 1949 ratesof production, the expected supply

of physicians in 1960 would have been 227,119. To meet the three stand-

ards, the nation would have required an additional 45,000, 34,000, and

17,000 physicians, respectively.

Mountin, Joseph W., Elliott H. Pennell, and Anne G. Berger. Health Senate

Areas: Estimates of Future Physician Requirements. Public Health Bulletin No. 305.

Washington, D.C., U.S. Government Printing Office, 1949. 89 pp.
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For purposes of computing present physician supply, Dr. Mountin and
his staff used health service areas outlined by them in the course of prior
studies of the distribution of hospitals and the adequacy of available beds.
These areas included health service districts (generally a nucleus county
with its hospital center, surrounded by several adjacent counties whose
hospital facilities were less advanced) , and health service regions (several
districts falling into a more or less broad trade area) . Projections of future
physician requirements were based on regional data.

Because of the length of time required to expand medical school output,
the authors noted, it would be a practical impossibility to meet even the
smallest deficit projected (17,000 additional physicians) in the time
available between 1949 and 1960. Allowing another decade for taking
care of expected deficits, present medical training facilities would still
have to be expanded considerably.

The analyses presented by Mountin et al., were intended to illustrate
methods of preparing physician estimates for some future date, if different
assumptions were made, and to indicate possible location patterns for
physicians. The authors noted that many forces now limiting effective
demand for physicians in some areas would have to be removed or modi-
fied before the distribution of physicians would parallel more nearly
the distribution of population.

6. Health Resources Advisory Committee (Rusk Committee), 1950-51

Created at the outbreak of the Korean war to advise the National
Security Resources Board on health resources essential during the period
of nadonal emergency, the Health Resources Advisory Committee in
1950-51 made a series of studies analyzing overall national needs for
medical and health manpower. These included studies of requirements
for physicians, dentists, and nurses for the period 1949-54.5

The Committee made three basic assumptions as to health needs. First,
we should maintain 1949 staff-population ratios and services. Second,
we should meet additional requirements of civil defense, industry, public
health, rehabilitation, and teaching in medical, dental, and nursing
schools. Third, we must meet the needs of the Armed Forces. The Com-
mittee also assumed that for the next 10 years the nation might be in a
state of partial or complete mobilization.

' Howard A. Rusk, Chairman, Health Resources Advisory Committee. "Medicine,
Mobilization and Manpower." February 12, 1951; Leo J. Schoeny, member, Health
Resources Advivry Committee. 'Dentistry, Mobilization and Manpower." March
1951; Ruth P. Kuehn, member Health Resources Advisory Committee. "Nursepower
in Mobilization." May 4, 1951.

283-858 0-88-----18
tn
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At existhlg levels of production, substantial deficits in supply of phy-
sicians and dentists were foreseen. Because of the time required to train
these personnel, a straight increase in school enrollments would meet only
part of the need anticipated over the following few years. A larger in-
crease could be effected by acceleration of classes ahead of the usual and
current schedule, i.e., eliminating summer vacations. Even with both ex-
pansion and acceleration, however, supply was expected to fall behind
need. The extent of the deficit by 1954 would be about 22,000 physi-
cians and 9,200 dentists.

As nearly as the Committee could estimate, 49,000 nurses over and
above those in sight for 1954 would be needed to meet requirements for
this category of personnel. The Committee noted that the shortage of
nurses could be reduced slightly by an increase in nursing school enroll-
ment; more nurses should be trained for administrative, teaching, and
supervisory positions; the supply of trained practical nurses should be in-
creased as rapidly as possible; and that hospitals should expand and im-
prove their inservice training programs for nurses aides and other aux-
iliary nursing personnel below the practical nurse level.

7. President's Commission on the Health Needs of the Nation (Mag-
nuson Commission), 1952 6

Looking ahead to 1960, the Magnuson Commission made six different
estimates of the total requirements for physicians, dentists, and nurses,
based on a series of varied premises. These premises were :

1. Maintain staff-population ratios nf 1940.
2. Maintain staff-population ratios of 1949 (1951 for nurses).
3. Maintain 1949 ratios, staff new hospitals, and meet projected

military and mobilization needs. (See Rusk Committee.)
4. Meet certain specified standards for service (direct care at the

rate of 1 physician per 1,000 people, hospital staffs, public health,
industrial medicine, Armed Forces, and others).

5. Bring low regions of country up to national average ratios and
meet needs of Armed Forces at present level.

6. Bring all regions up to ratios for New England and Central At-
lantic StatesStates with a history of high economic and educational
levels and with a good supply of health facilitiesand meet military
needs.

U.S. President's Commission on the Health Needs of the Nation, Building Amer-
ica's Health, vol. 2: "America's Health Status, Needs, and Resources." Washington,
D.C., U.S. Government Printing Office, 1953, pp. 183-191.
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To increase the supply of physicians, dentists, and nurses to a level at
which minimum standards could be met in all parts of the country would
require many years of effort. The Commission recommended Federal
aid to schools of medicine, dentistry, nursing, and public health for mod-
ernizing and expanding their physical facilities and for helping meet op-
erating costs. Federally supported scholarships for students in the health
professions were also recommended, as were special programs to encour-
age Negroes to enter work in the health field. The Commission stressed
the need for more efficient use of existing professional personnel through
better organization of practice, greater delegation of tasks to auxiliary
workers, and other means. It cited specific shortages in certain para-
medical Eelds.

8. Mobilization and Health Manpower, 1955 7

This report summarized some of the more impertant findings of the
Health Resources Advisory Committee of the Office of Defense Mobiliza-
tion on health resources and potentials in the United States, and the
effects of military mobilization on specific sectors of the whole. The Com-
mittee foresaw a declining ratio of physicians and dentists to population
by 1960, and many unmet demands for nurses. Despite improved utiliza-
tion of health personnel by the Armed Forces, military requirements con-
tinued to be high in relation to those of the civilian population. If the
mobilization remained at announced levels, the existing doctor draft law
would meet military needs for physicians, although it would not maintain
the present ratio of dentists to troops. If mobilization increased substan-
tially, the protection of civilian health would become a matter of serious
concern. Among the areas of greatest need would be medical and dental
school staffings, hospital staffing, public health activities, and civil de-

fense programs.

9. Mobilization and Health Manpower: Report on Paramedical Per-
sonnel a

The prhnary findings of the Health Resources Advisory Committee's
subcommittee on Paramedical Personnel in Rehabilitation and Care of

"Mobilization and Health Manpower," report to the Director of the Office of

Defense Mobilization by the Health Resources Advisory Committee. January 1955,
50 pp.

"Mobilization and Health Manpower: II." A report of the Subcommittee on
Paramedical Personnel in Rehabilitation and Care of the Chronically Ill. Report to
the Director of the Office of Defense Mobilization by the Health Resources Advisory

Committee. Washington, D.C., U.S. Government Printing Office, January 1956. 87 pp.
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the Chronically Ill, which compiled extensive data on supply and re-
sources of paramedical personnel, were as follows :

-1. An undetermined number of Americans suffering from physical
disabilities and chronic illness were in need of services provided by
physical therapists, occupational therapists, social workers, clinical and
counseling psychologists, speech and hearing therapists, rehabilitation
counselors, and nurses. Identifiable trends indicated that this number
would increase.

2. There were not enough paramedical personnel of the types indi-
cated to meet existing needs or expected future needs.

3. The supply of personnel and the level of their training did not
constitute an adequate mobilization base.

4. Support to increase the supply of such personnel had been recog-
nized as a Federal responsibility, with the program carried out mainly

by the Office of Vocational Rehabilitation and the Public Health
Service.

5. Federal programs of aid for training were soundly conceived and

well administered.
6. No new Federal legislation directed toward increasing the na-

tional supply of paramedical personnel was needed at that time.
7. The responsibilities of the Federal Government in aid for train-

ing to meet national needs and provide a mobilization base could be
achieved through continuing and increased support of existing Federal

programs.
8. Existing Federal aid for the training of paramedical personnel

could be substantially increased in case of a national disaster within the

framework of ongoing programs.

10. Surgeon General's Consultant Group on Medical Education
(Bane Committee), 1959 a

Requested to answer the question "How shall the Nation be supplied

with adequate numbers of well-qualified physicians," the Consultant

Group examined various factors affecting physician need (geographic

distribution, changing patterns of medical practice, growth of specializa-

tion, urbanization, the problem of aging and chronic illness, etc.) and

found indications of increasing need and demand for medical services.

But the challenge of just maintaining present levels of physician supply

"Physicians for a Growing America," report of the Surgeon General's Consultant
Group on Medical Education. PHS Publication No. 709. Washington, D.C., U.S.
Government Printing Office, 1959.



HEALTH SERVICES, 1 9 0-65 273

over the next 15 years was so great that it would be of little help to develop

a more sophisticated index of need.
As a minimum goal for 1975, the Consultant Group set the mainte-

nance of the 1959 ratio of 141 physicians per 100,000 population. To

reach this goal would require almost a 50-percent increase in the output

of medical schools by the end of the period. Existing schools would need

to be expanded, and 20-24 new schools established. These estimates

were based on the assumption that there would be a continued influx

of foreign-trained physicians.
Obstacles to the desired expansion of medical schools included the

high cost of constructing new teaching facilities, the rapidly rising operat-

ing costs of the schools, and the heavy expense to the student of a medical

education. The Consultant Group concluded that the Federal Govern-

ment should help overcome these obstacles by providing matching grants

for the construction of teaching facilities, through various contributions
toward basic operating expenses, and through educational grants-in-aid

to medical students, among other forms of assistance.
Although the Consultant Group was charged to consider needs in the

field of medical education, it recognized that physicians cannot carry out
their responsibilities without the help of a growing number of associates

with a variety of skills and educational preparations. A summary state-

ment on dentists was prepared, pointing to the need for an approximately
75 percent increase by 1975 in the number of dental school graduates,
just to maintain the present inadequate ratio of dentists to population.

The Consultant Group also saw urgent need for expansion of the
educational capacity for nursing and the other health professions.

11. Surgeon General's Consultant Group on Nmsing (Eurich Com.
mittee), 1963 "

As a basis for advising the Surgeon General on the appropriate role

of the Federal Government in assuring adequate nursing services, the

Consultant Gre on Nursing estimated that 850,000 professional nurses

would be required to meet the needs of the Nation in 1970. This esti-

mate was derived from qualitative judgments as to needs in general
hospitals, psychiatric hospitals, nursing homes, public health, occupa-

tional health, the military services, private duty, physicians' offices, nurs-

ing education, and other areas of service.

" "Toward Quality in Nursing: Needs and Goals." Report of the Surgeon General's
Consultant Group on Nursing. PHS Publication No, 992. Washington, D.C., U.S.
Government Printing Office, 1963.
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In view of limits on the potential supply of students and the potential

capacity of the Nation's nursing schools, the Consultant Group recog-
nized that needs as defined above could not be met in the near future.
A feasible goal for 1970 would be to increase the supply of professional

nurses to about 680,000. Of these 95,000 should have at least a bacca-
laureate degree and another 25,000 should have graduate preparation.

To meet this goal would require a 75-percent increase in the number of
nursing school graduates between 1961 and 1969.

Areas in which Federal assistance could be of particularand immediate

significance were in stirnulatiLg recruitment to nursing schools (aid for
recruitment programs, student loans, and scholarships), assisting nursing

schools to expand and improve their educational programs (construction

grants, planning grants, project grants for curriculum improvement, re-
imbursement for partial costs of educating federally supported students),
assisting professional nurses to get advanced training (expanded trainee-
ship program), promoting better utilization of nursing personnel, and
providing increased support for research.

The Consultant Group stressed the need for a well-organized educa-

tional structure for the training of nurses, consistent not only with the
needs for nursing service but also with the general patterns of education

in the United States. The Consultant Group recommended that a study,

which might require 5-10 years, should be made promptly of the present

system of education in relation to the responsibilities and skill levels re-

quired for high-quality patient care.

12. President's Commission on Heart Disease, Cancer and Stroke,
196411

Viewing manpower needs for the prevention and control of heart
disease, cancer, and stroke as inseparable from manpower needs for

medical care generally, the President's Commission concluded that a
full-scale attack on these three diseases would require expansion of the

entire work force in health services. The lagging physician supply was

the most critical element. Shortages also existed across the entire range

of health occupations.
Just to maintain our present ratio of Physicians to population over

the next 10 years would require continued substantial importation of
foreign-trained physicians, in addition to planned expansion of medical

nThe President's Commission on Heart Disease, Cancer, and Stroke. Report to
the President: A National Program to Conquer Heart Disease, Cancer, and Stroke.
Vols. I and IL Washington, D.C,, U.S. Government Printing Office, 1964-65.
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schools. Maintaining the existing level of supply would not take into
account the growing shortage of personal or family physicians having
"first contact" with patients. It would not meet increasing per capita
demands for health service. It would not provide for any greater effort

to deliver the best in modern medicine to those who need it.
The Commission's Subcommittee on Manpower noted that as of De-

cember 31, 1963, 13 States and the District of Columbia had at least
1 physician in private practice for every 1,000 in the civilianpopulation.
Taking this ratic as a reasonable measure of need for the remaining 37

States, it was estimated that there was a shortage of 20,000 physicians
for private practice at the present time. Even if physician graduates
expanded by 25 percent immediately, it would require 10 yews to make
up this deficit, let alone satisfy other unmet needs.

Becalm needs for trained health manpower were so great as to be unat-
tainable during the decade, the Commission recommended a twofold
program. On the one hand, the greatest efforts should be made to utilize
present manpower resources in the most effective way possible. On the
other hand, the nation should immediately begin a massive programfor

the training of additional physicians, dentists, nurses, and other health
personnel as rapidly as possible.

Among the Conunission's specific suggestions for strengthening man-
power resources were increased Federal appmpriations under the Health
Professions Educational Assistance Act, a new program of support for

the creation of 2-year medical schools, project grant support for health
careers education and recruitment activities, and Federal scholarships
for medical and dental students. The Commission also recommended
expansion of Federal support for undergraduate and advanced clinical
training in heart disease, cancer, and stroke; more investment in the
recruitment and training of health technicians and other paramedical
personnel; and development of a Public Health Service health man-
power unit for continuous assessment of manpower requirements for

health services.

13. Planning for Medical Progress Through Education, 1965 "

Although this report was commissioned to provide guidelines for the

future development of the Association of American Medical Colleges, the
distinguished committee headed by Lowell Coggeshall based its recom-
mendations on a broad and temperate view of health in the United

1' Planning for Medical Progress Though Education. Evanston, Ill. Association of
American Medical Colleges, 1965. 107 pp.

,

_
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States. The committee repeatedly stressed the need to change the in-
stitutions which serve society so that they remain appropriate to the
changing conditions of society itself. In so doing, the committee defined

emerging trends in both society and health care whose implications ap-

peared to be particularly important. These trends included scientific

advance, population change, increasing individual health expectations,

more effec&e demand for health care, greater specialization in medical

practice, increased use of technological advance and equipment; in-
creasing institutionalization of health care, use of a team approach to
health care, need for larger numbers of physicians, as well as other health

personnel, the expanding role of Government, and the ever-increasing

costs of health care.
The committee concluded that not enough physicians would ever be

produced to satisfy growing national requirements. For this reason, it was

felt "essential that physician productivity be increased through dekga-
don of specific tasks to others." To this end, the committee noted an even

greater need for health personnel to support the physician acting as a

team leader, and a need to improve the organization and methods for

the delivery of health care.
Two conclusions unique to this report were: (1) The need for the

university to assume increasing responsibility for education for health and

medical sciences; and (2) that unless the medical colle:ges, through their

Association, take aggressive action to provide broader and more positive

leadership in medical education, "the initiative maybe seized by others
organizations less qualified to make the decisions and take action re-
quired to meet the needs and preserve the standards of medical educa-

tion in tne future."

14. National Commission on Community Health Services, Report of

Task Force on Health Manpower, 1966 "
This Task Force; foreseeing a vast increase in the need for qualified

health manpower of all levels of skill in coming years, recommended a

series of actions at the local, state, and regional levels, but in large part

at the Federal level. It urged effective planriing for the recruitment, edu-

cation, and use of personnel; improved health manpower statistics and

information; optimal use of large numbers of allied and auxiliary per-

sonnel; increased use of health service administrators; maintenance of

quality of personnel; intensified recruitment activities; enpansion of ex-

'National Commission on Community Health Services. Repprt of the Task Force

on Health Manpower. Bethesda, Md., The Commission, February 1966.
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isting schools and the establishment of new schools; improvement of the
content and quality of the many health curricula; and continued and in-
creased governmental supportespecially Federal supportfor educa-
tion for the health services.

The Task Forte was particularly concerned about the need -to assure
adequate numbers of competent allied and auxiliary personnel. "While
each member of the Task Force understandably emphasized the field of
his expertise, all were agreed on the urgency of developing and using ef-
fectively allied and auxiliary health personnel of many kinds. If this report
has any long-term contribution to make, it is hoped that it will be in its
emphasis on this approach."

The unusual features of the report were : Stress upon the use of health
service administrators, which the committee felt should be drawn pri-
marily from nor:physicians and should be educated in schools of public
health; the recommendation that national minimum requirements for
licensure of personnel in all the health professions should be established
by the Federal Government ; the conclusion, similar to that reached by
the Coggeshall Committee, that nursing education be carried out pri-
marily in institutions of higher learning ( 2-year programs in the junior
colleges and baccalaureate programs in the universities), and that high
quality hospital schools of nursing should continue their training of nurses
only for an interim period until the institutions of higher learning are fully
geared up for this task ; the recommendation that educational institutions
must take responsibility to produce environmental health personnel; and
finally the conclusion that, although financing for the education of health
professions should remain the responsibility of both Government and non-
Government sources, the Government support at all levels is the sine qua

non for producing adequate numbers of high quality health personnel,
and that of these Government funds, those from the Federal Government
are of disproportionately greater importance.



Appendix VII

Legal Regulation of Health Personnel in the
United States

Introduction
Licensure laws governing the health professions and occupations have

a critical effect on the supply and use of health manpower. State licen-

sure statutes, enacted under the police power to legislate for the public

health, welfare, and safety, are designed to protect the public against
unscientific and unethical practitioners. To this end, the statutes define

the functions which each occupational group is authorized to perform

and specify the requirements of character, education, and training which

licensed practitioners must meet. Entrance into practice is further regu-

lated. by statutory provisions for approval of educational insfitutions and

examination of licensure candidates. In controlling the continuing eli-

gibility of licensees to practice, the legislatures provide grounds and pro-

cedures for renewal, suspension, revocation, and reinstatement of
licenses. To enforce these standards, the statutes establish licensing agen-

cies with administrative, adjudicative, and regulator/ powers.
Some licensure laws are mandatory in that they require all who prac-

tice the profession or occupation to meet the required qualifications for

licensure. Mandatory licensure thus assures that defined occupational

functions will be performed only by practitioners meeting prescribed

qualifying requirements. Other licensure laws, such as nursing licensure

laws in some States, are permissive. They do not prohibit unlicensed
practice and require licensure only for those practitioners who use certain

titles or represent themselves as licensed. Under permissive licensure,
public protection depends greatly upon recognition and observance of
the distinction between licensed and unlicensed personnel.

Historically, mandatory licensure has frequently evolved from permis-

sive licensure, which in turn has been derived from the self-regulation of
various professions and occupations. Thus, as personnel controls are de-

veloped and refined, they are also applied more widely and more coer-
civelyfirst to those who join voluntary professional . ssof lions, then

.2i279at
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to those who seek official licensure, and finally to all who practice the
licensed vocation. This process is a continuing one.

Whether mandatory or permissive, State licensure laws are designed to
set a floor for qualifications and performance below which no one will
be permitted to enter or remain in the profession or occupation. They
are the basic but not the sole control over the quality of health manpower.
The courts exercise control over the quality of performance of health
practitioners through malpractice suits. State and Federal Governments
exercise control through licensure of hospitals and other health institu-
tions and through financing of health programs requiring certain stand-
ards. Professional and nongovernmental organizations exert controls
through accreditation of hospitals, specialty board certification, and ap-
proval of training programs. Within hospitals, moreover, there are pro-
fessional controls exercised by the medical staff organization, such as
appointment standards and quality control committees. These nongovern-
mental standards, often reinforced by incorporation in governmental
requirements, are essential to promote maximum standards of excellence
for patient care because occupational licensing has traditionally been a
mechanism to enforce minimum standards necessary for public
protection.

Because licensure statutes purport to set minimum personnel stand-
ards, the first objective in this study must be to consider whether the
requirements are adequate in light of recent progress in health service.
Enormous scientific and technological advances and altered patterns of
delivery of personal health care may well necessitate changes in even
minimal qualifications in undergraduate preparation, graduate training,
and continuing education. A second, related objective concerns the ef-
fect of licensure laws upon the development, use, and organization of a
variety of health personnel. In the face of vastly expanded effective de-
mand for health service and growing manpower shortages, &ensure
standards should not unduly inhibit innovations designed to enhance
productivity.

The present examination of the &ensure of health personnel is based
upon these two criteriaadequacy and flexibility for modern conditions
and needs. These criteria require consideration of the licensure statutes
and the legal issues involved in light of the main features of the health
service landscape in the United States: the impact of the information
and technological explosion; the growth of specialization and the decline
of the general practitioner; the shortage of physicians and allied health
manpower in relation to needs and demands; the increasing provision of
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health services in organized frameworks; the growth of prepayment sys-
tems for health service; the spiralling costs of medical care; and the in-
creasing role of government in medical education and the provision of
health services.

Chapter I concerns the licensure of physicians and osteopaths and the
effect of licensure on unscientific practitioners. Just as the physician is the
key member of the health manpower matrix, medical licensure statutes
are central to the legal regulation of health manpower. The provisions of
the medical practice acts are discussed in detail, and the important issue
of delegation of functions is emphasized here and analyzed further in
later chapters.

Chapter II concerns legal regulation c allied and auxiliary person-
nelprofessional and practical nurses, physical therapists, clinical
laboratory personnel, optometrists, and podiatrists. The various licensure
laws are examined for their effect on the scope, qUality, and productivity
of performance. Here again, the central questions relate to the allocation
and delegation of functions among members of the health manpower
matrix.

Chapter III concerns the licensure of dentists and auxiliary dental
personnel, with particular focus on the impact of licensure regulation on
potential expansion of functions of auxiliary personnel.

Chapter IV * concerns legal standards affecting malpractice and their
effects upon the rendition of health care. Emphasis is placed on how
these standards affect innovations in the delegation of functions and the
incorporation of new technologies in patient care. This will be published
in the 1967 "Washington University Law Quarterly."

Chapter V * concerns various laws affecting relatively new forms of
health service organization, especially institutional and group practice
and prepayment plans, since organizational settings directly affect the
functions and productivity of health personnel This will also be published
in the 1967 "Washington University Law Quarterly."

The present report deals with personnel engaged in the provision of
personal health services. Beyond its scope are licensure regulations of
hospitals and other health service facilities. Similarly excluded are per-
sonnel engaged in enviromnental health servicesengineers, sanitarians,
sanitary technicians, ecologists, toxicologists, and the many others re-
quired for the multidisciplinary efforts involved in environmental health
protection.

* Chapters IV and V are not included in this Volume since they will be published
in the "Wnhington University Law Quarterly."
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Methodology

This study is based primarily upan the statutory laws of the 51 U.S.
jurisdictions-50 States and the District of Columbiain effect as of
September 1967. (Court decisions are, of course, the basic source for
ch. IV. ) Several sources have been used to amplify the statutes: judicial
decisions and attorney general opinions interpreting and applying
statutory provisions, secondary summaries of and commentaries upon
licensure statutes, and responses to a questionnaire survey of the States
conducted by the Council of State Governments for the National Center
for Health Statistics of the U.S. Public Health Service. Considerable
statutory data are here presented in tabular summaries to facilitate
analysis and comparison, but reference to full statutory texts may be
necessary for purposes requiring more intensive examination.

Unfortunately, it was not possible, in the time allowed, to conduct an
empirical investigation of how the &ensure laws operate in practice.
Such an investigation would have given significant insights, since ex-
amination of the operation of statutes might reveal considerable variations
between statutory law and actual practice.
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Chapter I

Licensure of Physicians

A. Medical and Surgical Physicians

Medical licensure laws were enacted in the United States in approxi-
mately their present form during the late 19th and early 20th centuries
as a matter of public necessity.1 Protection of the public against quackery,
commercial exploitation, deception, and profeseional incompetence re-
quired legally enforceable standards for entrance into and continuation in
the medical profession. The State medical practice acts therefore spe-
cified both ethical and educational requirements for physiciansrequire-
ments relating to personal character, scientific education, and practical
training or expefience.2

The early licensure statutes reflected the recommendations of the Flex-
ner report on medical education, published in 1910, which initiated ef-
forts to raise standards of medical school admission, instruction, and
curriculum, to place these schools under the jurisdiction of universities,
and to provide full-time faculty and adequate facilities for teaching and
clinical experience The incorporation in medical licensure laws of re-
quirements which proprietai y schools could not meet resulted in the dos-
ing of diploma mills, as the inadequate medical schools of the time were
called. Standards of ethics and competency provided in the early licensure
laws were derived from the view of leaders of the medical profession that
"medicine should be based on an educational system that was responsive
to the needs and the social and scientific status of the country at that
time." 4

Although vast changes have taken place in the social and scientific
status of the country since the original enactment of the medical practice
acts, no fundamental changes have been made in the statutory standards
of profewional competence and ethical behavior. In invesfigafing the
adequacy of current licensure laws to meet modern scientific and social
conditions, this section of the present report examines the most significant
features of State medical licensure laws: the scope of mandatory licen-

289
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sure, including the important question of authority for delegations of
functions; the nature and role of State licensing agencies; required qualifi-
cations for licensure candidates, including accreditation of medical
schools; license registration and renewal, and reinstatement of lapsed
licenses; recognition of licenses of other jurisdictions; and license suspen-
sion or revocation, and reinstatement of removed licenses.

1. Mandatory Licensure

a. Definitions, Scope, and EffectIn all States licensure of physicians is
mandatory, and it is therefore necessary for the statutes to define the medi-
cal practice from which unlicensed persons are excluded. Although the
language of statutory definitions varies considerably, the practice of medi-
cine is universally defined in broad terms which encompass all health
service functions.5 A person who in any way performs, offers to perform,
or holds himself out to the public as performing specified functionse.g.,
diagnosing, treating, operating, or prescribing for a disease, ailment, pain,
or conditionmust be licensed as a physician. In addition, almost half
of the statutes specifically prohibit the unlicensed use of certain medical
titles and degrees. A few definitions are qualified by a requirement that
proscribed activities must be performed for compensation.

All medical practice acts provide certain exemptions from the require-
ment of State licensure Exempt categories differ among the jurisdic-
tions, but those provided by at least half of the States are as follows: ( 1)
Commissioned officers of the Federal military services, the U.S. Public
Health Service, and physicians employed by Federal civilian agencies
while performing official medical duties; 7 ( 2 ) religious practitioners, in-
cluding those of Christian Science; (3 ) licensed practitioners of other
health professions; (4 ) practitioners licensed in other States when in
consultation with a State licensed physician; (5 ) persons rendering emer-
gency services or dispensing domestic remedies; and ( 6) medical students,
interns, and residents. The rationale of these and most other exceptions to
mandatory licensure is that the exempt categories consist of practitioners
whose qualifications are otherwise assured, and/or who are performing
beneficial service under circumstances which do not involve undue danger
to the public. Exemptions which meet this standard may be recom-
mended for wider adoption by the State legislatures, and the standard
itself may be a useful guide for State officials charged with enforcement
of medical practice acts.

In the past, questions concerning unauthorized and illegal practice
of medicine have arisen principally in connection with nonscientific
healers, Since the main purpose of medical licensure laws is to protect the



I

LICENSURE OF PHYSIC/ANS 291

public against incompetence, quackery, and unscientific principles in the
practice of medicine, these statutes have logically served to block fraudu-
lent and deceptive activities of nonscientific healers whose practices pre-
vent or delay proper medical care. Today, well-established policing
methods, improved public education, and the joint efforts of Federal and
State governments and the medical profession have brought this problem
under reasonable controL1° Future protection against nonscientific heal-
ers depends upon continued vigilance in the enforcement of existing legal
sanctions, and, in most States, upon reexamination of the legal status of
chiropractors."
b. Delegation of FunctionsThe most significant contemporary ques-
tions arising from mandatory licensure for the practice of medicine con-
cern the delegation of functions by physicians to other health personnel.
As previously noted," the statutory definitions of medical practice give
physicians an unlimited license to perform all functions of health service,
even those for which other health personnel may also be licensed." How-
ever, the concomitant licensing of allied and ancillary personnel indicates
that the statutes do not contemplate all health service to be conducted by
physHanswhich situation would, of course, be impossible to realize with
the present or even projected supply of physicians. Indeed, health authori-
ties now generally agree that the serious shortage of physicians can be
overcome only by allocating certain tasks not requiring the judgment and
ability of a physician to specialized posonnel with fewer skills and less
education." The need for such expansion of the professional productivity
of physicians seems certain to continue, and even increase, over time. As
medicine develops new methods of treatment requiring specialked skills,
new functions must be authorized for existing health personnel, and new
kinds of auxiliary personnel must be specifically created.

What is the legal baits for these innovations? For example, do the
medical and nursing practice acts permit specifically trained nurses, under
standing orders from a physician, to administer cardiopulmonary resusci-
tation by means of a pacemaker machine to patients suffering heart stop-
pages? " For most jurisdictions there can be no certain answers to such
questions because legal authorities have not yet resolved the underlying
issues. In a few States, however, the answers have begun to emerge from
court decisions, attorney general opinions, or legislative enactments. These
initial efforts clearly indicate that the legality of delegations of medical
functions involves not only mandatory licensure for the practice of medi-
cine, as statutorily defined, but also the scope and effect to be given to :
( 1 ) Licenses of allied and auxiliary personnel, ( 2 ) prevailint customs

1
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of medical practitioners and institutions, and (3 ) physicians' supervision

and control of assisting personnel.
Is most States the only official guidelines for delegation are the func-

tional definitions of allied and auxiliary personnel in statutes which pro-

vide for their licensure." But these definitions are often difficult to inter-

pret and apply to new or unforeseen situationshence the many advisory
opinions of State attorneys general on the scope of these licenses.17 Faced

with such uncertainties, the medical and nursing professions have recent-

ly adopted interprofessional agreements to clarify accepted customs and

practices." For, as a practical matter, delegation of health service func-

tions is predominately governed by prevailing custom and practice. In

the few relevant court decisions, however, it has been held that profes-
sional custom is no defense for a contravention of licensure statutes."

Thus, in the majority of States, the authority of nurses, medical and sur-

gical technicians, physicians' assistants, and other personnel to undertake

new functions and to relieve physicians of certain tasks is limited by licen-

sure statutes or is, at best, an open question. Also uncertain are the char-

acter and degree of medical supervision required to legitimize such

delegations of functions.
Two California cases illustrate the courts' handling of elements of li-

censure, custom, and supervision in deciding delegation questions. The

more recent case, People v. Whittaker involved the right of a neuro-

surgeon to use a trained surgical assistant to assist in brain surgery. The

assistant was charged with practicing medicine without a license because

he operated a cranial drill and Giegle saw, positioned by the surgeon, to

bore holes and excise skull flaps during neurosurgical operationsal-
though he was always within sight and under direct supervision of the
surgeon. The surgeon was charged with aiding and abetting an unli-

censed person to practice medicine. The jury of a Justice of the Peace
Court found both parties guilty of the charges in one instance in which
the surgeon had sufficient time to call another physician to assist him but

did not try to do so. As a standard for judging the physician's use of an
unlicensed trained assistant, working under direct supervision, the follow-

ing instruction was given to the jury:21

In detetmining whether acts in this case, if my, performed under
tbe direct supervision and control of a duly licensed physician, were

legal or illegal, you may consider evidence of custom and usage of the

medical practice in California as shown by the evidence in this case.

The Whittaker judgment has been appealed because of its importance

as a p!st of the right of a physician or surgeonto use an extra pair of hands
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under conditions not constituting a medical emergency. Regardless of
the outcome of the appeal," the case is significant for its allowance of
prevailing "custom and usage of the medical practice" in the State to
determine the propriety of a physician's delegation and supervision of
patently medical, but essentially mechanical, functions. Although this
standard may seem both sensible and workable, it nevertheless illustrates
the difficulties inherent in the courts' attempting, on a case-by-case basis,
to clarify policies and promulgate standards. Legal regulation developed
through jury determinations of medical custom and usage may produce
inco.istencim and uncertaintim in the law, may impede innovations in
health service, and finally, may not provide adequate assurance of pa-
tient safety." In addition, to rely upon medical custom and usage is to
abdicate responsibility for the development of legal criteria governing the
delegation of medical functions.

In an earlier California case, Magit v. Board of Medical Examiners,"
a physician's California license had been revoked for "unprofessional con-
duct" because he hired unlicensed, foreign-trained anesthesiologists for
independent administration of =esthetics in a hospital. In affnming the
decision, the California Supreme Court noted that professional muses
might administer general anesthetics under an exception to the medical
practice act for the customary functions of licensed health personnel Simi-
larly, the court indicated that if the foreign graduates had been registered
as residents in an approved anesthesiology program, under another excep-
tion to the medical practice act for interns and residents, their adminis-
tration of anesthetics under identical conditions of attenuated supervision
would have been permissible. But the court could find no statutory au-
thority for the performance of medical functions by unlicensed anes-
thesiologists who were not interns or residents. The court did, however,
mitigate the penalty, stating that revocation of the physician's license was
an abuse of the board's discretion in view of the facts that the anesthesi-
ologists were foreign-trained specialists, that they had previously been
similarly employed by a State hospital (under still another exception to
the medical practice act for employees of State institutions), and that
their authority had been an unresolved legal question.

The Magit case demonstrates the strict construction given medical
practice acts by the courts. Strict construction of these statutes is justified
on the policy grounds that mandatory medical licensure is designed to
protect the public against practitioners not meeting legally prescribed
standards of ethics, education, and training. According to the Magit de-
cision, the performance of medical functions by persons not licensed as

\
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physicians and only minimally supervised by licensed physicians is per-
mitted only when expressly authorized by statutory exceptions, as in the
case of unlicensed practitioners whose performance of the tasks has been
established by custom and prevailing conditions of practice.

tinder this approach, primary responsibility for developing legal rules
regarding delegation of tasks by physicians to nonphysicians lies with
the legislatures rather than the courts. If delegations are judged by strictly
construed medical practice acts, they are permissible only to the extent
that these medical licensure statutes, reflecting traditional policies of pub-
lic protection, are expressly modified by exceptions accommodating new
policies of increased physician productivity and manpower utilization.
For example, the Magit case undoubtedly would have been decided
differently (or, more probably, would never have arisen) if the California
statute's exemption of hospital employees " were more broadly phrased
to include nonlicensed physicians working in either State or non-State
institutions. Such an exemption, distinguishing between independently
and institutionally rendered services, deserves further legislative consider-
ation. The safety of patients may be adequately assured by the many
institutional safeguards now required for hospital accreditation by the
Joint Commission on Accreditation of Hospitals," and such accredita-
tion could be statutorily required for exemption from mandatory
licensure.

The licensure statutes of four StatesArizona, Colorado, Kansas, and
Oklahomaprovide more general exemptions for delegations of func-
tions." Although these four exemption clauses are similar in purpose,
they have significantly different effects because of variations in their
phraseology. The Arizona and Oklahoma exemptions apply only to
delegations made by physicians, while the Colorado and Kansas provi-
sions also cover other licensed practitioners of "the healing arts." Under
the Oklahoma statute, exempt delegations must be made to "a physician's
trained assistant, a registercd nurse, or a licensed practical nurse" ; in the
other three States delegations may presumably be made to any person,
although in Arizona the delegatee must be "acting in his customary ca-
pacity, not in violation of any statute," and in Kansas he must be per-
forming "professional services?' Perhaps the most important differences
among these statutes occur in their requirements of supervision. An
exempt delegation may 'be performed in Kansas, "under the supervision
or by order of or referral from" the &legator, and in Arizona, "at the
direction of or under the supervision of" the delegator. The Oklahoma
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exemption specifies "direct supervision and control," and the Colorado

statute requires "personal and responsible direction and supervision."

The latter criteria may well create as many problems as they solve.

Without further statutory defmitions, their terminology is subject to a

variety of interpretations. Terms such as "supervision" and "direction"

seem to be used with different meanings in the several statutes. Even

within the individual States, considerable judicial decision or executive

interpretation seems necessary to determine reasonably certain meanings

for the criteria. On the other hand, semantic precision would only compli-

cate problems caused by establishing a single-statutory criterion of super-

vision to govern all delegations in a Stateregardless of variations in

the functions to be delegated, the conditions under which delegations are

made, the qualifications of delegatees, or ur ier some statutes, the pro-

fessimal status of delegators. Furthermore, in light of the difficulties

frequently encountered in amending medical practice acts, statutory

criteria may not be sufficiently adaptable to future changes in the organi-

zation and requirements of health services and in the utilization and

qualifications of auxiliary health manpower.
Because of the many variablesboth medical and legalinvolved in

assessing the propriety of delegations, it is difficult to resolve this issue

through eaher the enactment of a single-statutory standard or the ac-

cumulation of case-law criteria. Ideally, the problem warrants a tripar-

tite solution: First, broad statutory provisions in which the legislature

strikes a balance between policies of strict construction and manpower

utilization; second, detailed regulations in which a specialized adminis-

trative agency applies legislative policies to health St pracfices and

needs; and third., an adjudicative process in which the administrative

agency, the courts, or both, may construe and enforce the statutes and

regulations. Early consideration of such a solution is necmitated by the

real possibility that, until the issue of delegation is clarified, new and desir-

able utilizations of health manpower may be inhibited by uncertainties

regarding physicians' liability in disciplinary actions,28 civil judgments,

or criminal penalties." Facilitating implementation of the suggested

solution is the fact that every State already possesses a governmental

agency charged with administration of its medical practice act."

2. Licensing Agencies
The licensure statutes of all States provide for the establishment and

operation of official licensing agencies to regulate admission to and con-

tinuation in medical practice. The authority, composition, and proce-
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dures of these agencies determine to a considerable extent the manner in
which licensure laws are adminiftered, and thus have an important in-
fluence on the qualification and use of physicians.

Medical licensing boards, as primary creations of the medical practice
acts, evolved historically to protect the public against incompetence,
quackery, deception, and unethical practices. Their function is to assure
compliance with minimum qualifications specified in the statutes by
supervising the licensure process and policing the practice of medicine.
They are empowered to determine the eligibility of candidates for &en-
sure (including review of character and moral fitness, assessment of edu-
cational qualifications, administration of examinations, and approval of
postgraduate internships) ; to accredit or approve medical schools; to
issue, register, and renew medical licenses; to decide the recognition to be
given to licenses of other jurisdictions; to make administrative rules and
regulations concerning profefaional standards; and to suspend, revoke,
and reinstate licenses in disciplinary proceedings.

a. Composition of BoardState Boards of Medical Examiners or equiv-
alent agencies range in numbers of members from four to 16, with an
average membership of about eight." Physicians comprise the largest
number of members, constituting the entire board in 29 States and a
large majority in most others." In 16 jurisdictions the membership in-
cludes one or more members of other professions or occupations licensed
by the same boardosteopaths, chiropractors, chiropodists, veterinarians,
dentists, etc." Thus, the vast majority of States require that all members
of the board be practicing physicians or other professionals regulated by
the board.

The statutes of seven States provide for one or two public members of
the board; i.e., persons other than practitioners licensed by the agency.
In six of these States, the public members are State officials." One State
requires the appointment ofa public member who is not a State official"

b. Seketion of Board MembersIn the great majority of States, the
Governor appoints the Board of MedicalExaminers or its equivalent from
a list of licensed physicians recommended by the State medical society."
In eight States appointments by the Governor require the advice and con-
sent of the senate. Even in those few States in which the licensing author-
ity is not a separate board but an agency of State government having
additional functions, appointment is by the Governor or by another with
confirmation by the Governor."
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In six jurisdictions, designated governmental agencies or officials make
the appointments.39 In contrast, the State medical society has sole power
to select members of the board in two States." The most marked varia-
tions in methods of selection are represented by Alabama, where the
Board of Censors of the State medical society is constituted the Board of
Medical Examiners, and by Mississippi, where the State Board of Health
performs the licensing function for physicians.

More important than who formally appoints members of the board is
the source of recommendations for membership. In 24 States the State
medical society recommends physicians for appointment, and in nine
States other professional societies or personnel licensed by the same board
may recommend one or more members." One State provides for recom-
mendations by the medical society after consultation with the deans of
the medical schools of the State;" and another State provides for selection
of the board by the "medical and surgical faculty" of the State." Thus,
in the majority of States, selection of the members of the medical licensure
board is determined largely by professional societies, and in only two
States is the selection influenced by medical educators.

The Council of State Governments has listed the contentions of those
who support legal provisions permitting professional associations to nomi-
nate or select members of a licensing board:"

(1 ) They (the legal provisions) are necessary safeguards to pre-
vent the positions from being used for purposes of political
patronage.

( 2 ) They insure the selection of competent, well-qualified
individuals.

(3 ) They guarantee expert understanding of the problems faced
by practitioners in the occupation.

(4) Above all, they give the practitioners being regulated a sense
of participation in selecting their regulators and thus insure their
close cooperation in maintaining high standards of practice.

In the same report, the Com& summarized opposing arguments:45
Those who criticize the degree to which private associations play a

role in selecting licensing board members emphasize the general
principle that government officials should represent the public as a
whole, not private groups. They assert that members of licensing
boards, when selected by occupational amociations, may find their
loyalty to the public welfare in conflict with their allegiance to the
associafions. Many such critics urge that chief executives of the States
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should have wider latitude in selecting board members than now
prevails. They point out that this accords with a general trend to
increase the powers of Governors to appoint the members of their
administrations. Applied to the occupational licensing boards, it is
asserted, this principle would greatly increase their accountability to
the public.

c. Qualification of Board MembersAll States require physician mem-
bers of the medical licensing board to be licensed practitioners." In more
than half the jurisdictions, a physician member must have practiced in the
State for a specified time, usually 5 years."

Eleven States provide an absolute bar to board membership for faculty
members or persons connected with educational institutions." These
provisions were enacted with a double purpose: To exclude the possible
bias of persons wit.h commercial interest in proprietary schools training
health personnel, and to prevent faculty members from exercising any
predilection they might have in favor of their own graduates. The first
reason is generally sound, since obvious conflict of interests should dis-
qualify persons with a financial or managerial interest in profit-making
schools engaged in preparing licensure candidates." This reason no
longer applies to medical school faculties, however, and even the second
reason is of questionable applicability. In view of the quality of modern
American medical schools, their nonprofit character, and their accredita-
tion system, it may no longer be necessary for licensing boards to provide
an independent check of licensure qualifications, separate from judg-
ment of academic qualifications." Furthermore, restricting medical
school faculty members bars from the Board of Medical Examiners
physidans who are eminently qualified to uphold stand- 'xis of practice
and who can contribute to the licensing agency their knc 'edge of new
directions in medical education and research. In recogniwn of these
facts (and also, perhaps, as more States have developed their own medi-
cal schools), limitations on faculty members have been repealed in
several States.51 Indeed, one State now has an affirmative provision re-
quiring one member of the board to be a full-time member of the Univer-
sity of Illinois medical school faculty."

Ten States require that board members be selected on the basis of
geographical distribution throughout the State." As an administrative
provision to facilitate the hearing and processing of disciplinary actions
in various parts of the State, the geographical requirement may serve a
valid purpose. Such a provision may also be intended to promote liaison
between the board and the profession. If, however, the requirement is
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designed to assure representation of various sectional interests of the

profession, then it is questionable. Good medical practice knows no geo-

graphic boundaries," and licensing boards are established primarily to

be protective of the public, not to be representative of the profession.

d. Status of BoardsIn most States the agency licensing physicians is an

autonomous agency of the State government. However, in six States the

medical licensing board is administratively attached to the State depart-

ment of public health;" and in another 10 States the licensing agencies

for physicians are connected tovarious departments charged with regula-

tion and &ensure of other professions and occupations, which may or

may not be limited to health fields." Even in this minority of States in

which the medical board is attached to a department of State govern-

ment, the board generally operates independently of supervision or in-

volvement by the department. Thus, the operation of medical licensure

boards is usually separate from other health functions of State govern-

ment. Board members are answerable only to the Governor, who gen-

erally may remove them from office only for egregious conductincom-

petence, neglect of duty, or unprofessional or dishonorable conduct. In

general, there is no supervision of the operations of these boards except

for the power of the courts to review some of their actions upon complaint

of an aggrieved candidate or licensee.

The autonomy of medical licensing boards is reflected in the methods

used to finance their operations. In 40 States licensing fees support

the boards' functions." These fees are either deposited in a separate fund

or are deposited in the State treasury but earmarked for the board's

use. The other States and the District of Columbia finance the medical

board from general revenues as an operational expense of

State government."
Despite the administrativeindependence of medical licensureagencies,

only 18 States limit their medical boards to the licensing of physicians,

and establish other agencies to license other health practitioners. In the

majority of States, the licensing agency for physicians also licenses mem-

bers of other health occupations.59 These include both legitimate allied

and auxiliary personnel (osteopaths, podiatrists, physical therapists, dis-

pensing opticians, etc.) and, in some States, nonscientific practitioners

(homeopaths, chiropractors, drugless healers, masseurs, etc.). Though

the policy of licensing nonscientific practitioners is questionable," it is

significant that most States have elected to have a single agency license a

variety of health personnel, thus to some extent administratively integrat-

ing the regulation of health manpower.
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As currently constituted and operated, medical licensing agencies are
generally adequate for the administration of medical practice acts. The
competence and dedication of the boards' memberships usually offset
minor defects in the structure and procedure of their operation. As long
as medical licensure is limited to its traditional function of prescribing
minimal personnel standards necessary for the protection of the public,
current legislative trends (such as the repeals of requirements of geo-
graphic representation and restrictions on medical school faculty mem-
bers) should suffice to maintain the efficacy of the licensing agencies. If,
on the other hand, it is ever proposed that the licensure mechanism be
revised so that it no longer merely enforces minimum standards for
public protection, but also promotes maximum standards for public serv-
ice, then it would be necessary to reexamine the composition, selection,
qualifications, and status of the medical boards. for example, if the gov-
ernmental regulatory process were to assume a larger role in promulgat-
ing and administering criteria for the delegation of medical functions to
allied and auxiliary personnel," some of the present characteristics of the
medical agencies would assume critical importance. Especially significant
would be the domination of their memberships by physicians and, in some
States, of their selection processes by medical societies; and their adminis-
trative detachment from State agencies regulating and planning com-
prehensive health services and, in some States, from licensing boards
governing other health professionals.

3. Licensure Qualifications
All medical practice acts specify the personal and educational training

and testing requirements which candidates for licensure must meet. These
requirements are reviewed here for graduates of medical schools in the
United States and for foreign medical graduates. The present review em-
phasizes issues in the licensure statutes which have implications for the
development and use of high-quality medical manpower.

a. Personal Qualifications(1) Age.Most State statutes require that
licensure candidates be over 21 years of age, although some States have
no age requirement" In view of the length of medical training in the
United States, existing minimum age requirements probably do not delay
licensureof qualified physicians.

(2) Character.All States require good moral character for medical
licensure. This requirement has generally been held by the courts to be
negated by conviction of a felony or an offense involving moral turpi-
tude.63 It is possible that standards specified in the statute for suspension
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or revocation of licenses may be deemed relevant in defining the good
moral character requisite for admission to practice." The paucity of judi-
cial decision interpreting this vague requirement, except in cases of
heinous offenses, indicates that licensing boards have wide discrefion in
defining good moral character as long as they do not act arbitrarily or
capriciously.65 Thus, procedures for contesting a board's interpretation
of the criterion are important to protect both the rights of individual
candidates and the interest of society in the admission to practice of all
qualified candidates." It would be an unsound limitation on medical
manpower to bar qualified physicians for characteristics unrelated to pro-
fessional responsibilities and duties.

(3) Citizenship.Full U.S. citizenship is required for medical licen-
sure in 25 States." Prior filing of a declaration of intention to become a
citizen is required in another 20 States.68 " Two States modify their full
citizenship requirements to allow declarations of intent for Canadians."
Six jurisdictions have no citizenship requirements for graduates of United
States and Canadian medical schools?'

Although the requirement of cifizenship for licensure in a health occu-
pation has been upheld as not palpably arbitrary,72 some legal commen-
tators have contended that citizenship requirements in professional and
occupational licensing are of doubtful constitutionality and basically in-
consistent with the national policy of welcoming aliens and encouraging
them to make their maximum contribution." Licensure laws are constitu-
tional only if they are proper regulations of qualifications to assure com-
petence to practice,74 and "it is difficult to see any rational connection
between citizenship and the appropriate qualifications of the various pro-
fessions and occupations." 75 Whether or not the requirement is constitu-
tional, citizenship seems an irrelevant and unnecessary restriction upon
available medical manpower, as a matter of public policy.

(4 ) Residence.Only one State requires residence in the State as a
qualification for initial licensure." In all other jurisdictions, no period of
residence in the State is required for U.S. medical graduates." States
faced with a considerable influx of physicians, such as California and
Florida, rely on stringent reciprocity endorsement policies rather than
residence requirements to restrict licensure of physicians from other
States?' With respect to residence requirements, the medical practice acts
erect no barriers to the location and mobility of physicians.

(5 ) Health.Unlike licensure requirements for other health profes-
sions and occupations, the qualifications for physicians do not generally
specify health requirements. Only one State requires affirmatively that

283-358 0-68---20
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the candidate be "physically and mentally able safely to engage in the
practice of medicine." 79 Another specifies that the candidate must be free
of active tuberculosis and venereal disease.° Although almost all States
provide that a license may be revoked because of physical or mental illness
under certain circumstances," only a few States provide that a license
may be initially denied for these reasons.° Health requirements, unlike
citizenship requirements, are relevant to a candidate's qualifications as a
physician, and to the statutory objective of assuring the safe and effective
practice of medicine.
b. Educational QualificationsThe medical practice acts of all the
States specify numerous and varied educational, training, and testing re-
quirements for medical licensure candidates. These statutory provisions
relate to: (1) Specific course requirements in college and medical school,
(2) basic science examinations, (3 ) graduation from approved medical
schools, (4) postgraduate medical education, and ,(5 ) licensure
examinations.

(1) Specific Course Requirements.Requirements in the medical li-
censure statutes of high school graduation or its equivalent, and of at
least 2 or 3 years of collegiate premedical education 83 are merely repeti-
tions of admission requirements of all accredited medical schools in the
United States and Canada. Requirements in the statutes of nine States
for completion of specific college coursesgenerally in chemistry, biology,

and physics," however, may unnecessarily inhibit innovations in the edu-
cational preparation of physicians. In light of changing trends in Ameri-
can medical education and the control of the quality of medical schools
through the present system of accreditation, premedical requirements
should be left to admission policies of the medical schools rather than dic-
tated by statutes."

With respect to medical education, statutes of only two States specify
the content of the medical curriculum in any detail," but 23 States set
forth, with varying specificity, the amount of instruction which must be
completed." Holdovers from the general upgrading of medical schools
that followed the 1910 Flexner report, these detailed requirements
should be reexamined in light of more recent developments in medical
education and its accreditation. If requirements concerning content or
length of the medical curriculum are still deemed necesary, such criteria
should be promulgated by regulations of an agency with sufficient exper-
tise and flexibility to keep pace with essential curricular revisions. For the
modern temper in medical education requires that



......M,

IJCENSURE OF PHYSICIANS 303

medical school curricula must remain under ruthles and unceasing
scrutiny ; they cannot be permitted to grow by sheer accretion. They
must be reviewed at regular intervals by imaginative men who have
talent for abstraction and generalization and who are attuned to the
great syntheses which occur in both the physical and biological
sciences."

(2) Basic Science Examinations.in 23 States and the District of Co-
lumbia, a candidate for medical licensure must pass a basic science ex-
amination given by a basic science board, separate from the licensing
examination and the licensing board." This is an omnibus requirement
for a number of health professions and occupations, which is designed
to assure a minimum of scientific knowledge on the part of practitioners
of the healing arts. A corollary purpose of the basic science examination is
to exclude from practice cultists and healers without grounding in science;
however, these examinations have not proved an insurmountable bar-
rier to nonscientific practitioners"'

Nonstatutory prerequisites for admission to all accredited United States
and Canadian medical schools include at least one coune in each of the
following sciences: Basic biology, inorganic chemistry, organic chemistry,
and physics. Medkal school instruction in the preclinical sciences has
advanced far beyond levels tested by the basic science examinations. In
criticizing the requirement of the basic science examination for physi-
cians, the secretary of the New York State Board of Medical Examiners
stated: 91

* * * (W ) e have come to the period in which the curricula of
the basic science courses probe so deeply into underlying fundamen-
tal scientific knowledge, actually at the molecular level in many
instances, that the separation between the various specific subjects
becomes artificial.

For modern physicians, the basic science examination is thus an anach-
ronism. It does not demonstrate knowledge of science so well as gradua-
tion from an approved medical school, and it does not test such knowledge
so appropriately as the medical licensure examination. For in fact, not
only do the 27 States without basic science requirements test knowledge
of basic sciences in their medical licensure examination, but, of course,
so do the other 24 jurisdictions.92 The basic science examination should

therefore be eliminated as a requirement for medical licensure.
(3 ) Approval of Medical 8c/zoo/T.All States require graduation

from an approved medical school as a prerequisite for licensure." Power
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to approve medical schools is given to the Board of Medical Examiners or
its equivalent in each State, but the statutes of several States specifically

require graduation from a medical school approved by the American
Medical Association or the Association of American Medical Colleges.

Some statutes provide other standards for approval, such as a medical
curriculum equivalent to that of the State medical school of the licens-

ing State." In practice, all State licensing agencies accept the accredita-

tions of schools by the Joint Liaison Committee on Medical Education of

the Association of American Medical Colleges and the Council on Medi-

cal Education and Hospitals of the American Medical Association,
whether or not required to do so by statute. With the elimination of
proprietary and diploma-mill medical schools, and the development of a

national accrediting body for existing schools, it now seems possible for

statutory educational requirements to avoid dealing with premedical or
medical curricula, and to base their regulation upon graduation from an

accredited school."
(4) Postgraduate Medical Education.The internship was estab-

lished as part of medical education to provide 1 year of supervised clinical

experience in a hospital following graduation from medical school. Some

23 years ago only a few States required an internship," but today all but
17 States require some form of internship.97 Where required, the intern-

ship must be an approved program, sanctioned either by the State board

or by the Council on Medical Education and Hospitals of the American
Medical Association. In three States the internship requirement is discre-

tionary with the board." In two States a rotating internship is required,

and two States have other statutory provisions w relating to the specific

content of education?" experience beyond medical school."' In two addi-

tional States a specified number of years of practice is acceptable in lieu

of an internship."'
As experience with patient care has been incorporated in medical

school curricula through clinical clerkships, and as increasing numbers

of physicians continue from internships to specialty training in residencies,

the nature and purpose of the internship have come under new scru-
tiny,'" The recent growth of medical and scientific knowledge renders

impossible the teaching of everything in 4 years of medical school, or

even medical school plus internship, so that internship, like medical school

graduation, can no longer be relied upon for adequate preparation of

physicians. Furthermore, required internships delay effective graduate

education by repeating clinical experience that is now obtained in the
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third and fourth years of medical school. Accordingly, the recent "Report
of the Citizens Committee on Graduate Medical Education" ( the Millis
report) recommends "that the internship, as a separate and distinct por-
tion of medical education, be abandoned, and that the internship and
residency years be combined into a single period of graduate medical
education called a residency and planned as a unified whole." 108

Implementation of this recommendation would require modification
of many licensure laws to permit the first year of such a graduate pro-
gram to be accepted in lieu of internship. Only two State statutes cur-
rently specify that 1 year of postgraduate training may be substituted for
an internship."' In some other States, it is possible that existing statutory
provisions regarding the internship requirement may be interpreted to
allow new foram of graduate medical education in place of an actual in-
ternship. Ironically, however, the greatest opportunities to improve post-
graduate medical education would seem to exist in the States with only
a discretionary requirement of internship or no internship requirement
at all. Where necessary, State licensure laws should be amended to per-
mit, if not to require,105 the substitution of postgraduate educational pro-
grams for the internship.

At the same time, consideration should be given to appropriate meth-
ods of regulating and accrediting these programs. Existing residency pro-
grams are generally designed by teaching hospitals in accordance with
requirements prescribed by various nongovernmental specialty certifica-
tion boards.'" The adequacy of this procedure for licensure purposes
should now be assessed, and the proper roles of governmental agencies,
specialty boards, organized medicine, and medical schools and institu-
tions should be determined. Although no U.S. jurisdiction currently re-
quires graduate training beyond the internship as a requisite for licensure,
once an appropriate system of accreditation is devised, the licensure
statutes could require completion of an approved residency just as 35
jurisdictions now require completion of an approved internship. If medi-
cal licensure is to signify the end of supervised preparation and the begin-
ning of independent practice, this amendment of the statutes would most
realistically approximate the transformation. t

(5) Licensure Examinations.The purpose of examinations for li-
censure, required in all States, is to test the candidates' medical knowl-
edge, judgment, and skills. Requirements of examinations by a State
agency originated in the United States when proprietary medical schools
of dubious quality were still in existence.'" Since all the present medical
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schools are of high quality and fully accredited, and since all States
now require graduation from such schools, it is questionable whether
separate licensure examinations are still necessary. It may well be that
greater public protection can now be afforded through an approach
analogous to that of. the United Kingdom, whereby fitness to practice is
assured only through careful accreditation of medical education pro-
grams, including postgraduate training. For it is also doubthil that any
real test of competence to practice medicine can be obtained from an
examination given at the completion of an educational proms which no
longer produces physicians sufficiently prepared to engage in unsuper-
vised, independent practice of medicine.'" Examinations can test only
candidates' recall of what they learned in medical school, not the complex
attributes of fitness and competence to practice medicine. Thus, the ex-
amination device should be retained only if it is considered desirable as
a check upon medical education or useful as an index of future compe-
tence. If, for these masons, licensure examinations are continued, every
effort must be made toassure that the testing instruments are the best that
can be devised, and that the examinations demand a uniformly high level
of performance by candidates.

Preparation and administration of licensure examinations are the re-
sponsibility of the Boards of Medical Examiners or equivalent agencies
in all States. Clearly, this is a function peculiarly within the province of
physicians, and it is primarily for this reason that the membership of
licensure agencies is dominated by physicians.'" Depending upon the
rationale chosen to justify licensure examinations, the occasional exclu-
sions of medical faculty members from the boards 1" are either consistent
(if the examination is an independent assessment of past medical educa-
tion) or inconsistent (if it is a reasonable prediction of probably future
competence).

Written examinations for initial licensure are given in all States, and
in 16 States provision is also made for an oral or practical examination,""
although the latter requirements are discretionary with the board in some
States. A zandidate's performance on an oral examination is not subject
to the same objective review as his performance on a written examina-
tion, and the statutes of two States deal with the possibility of prejudicial
judgment of oral examinations by either requiring written transcripts n't
or by authoriimg recording of oral examinationi"

In 41 States and the District of Columbia, certification by the non-
governmental National Board of Medical Examiners 1" is acceptable for
initial licensure in lieu of the State examination,'" andmany State boards
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purchase questions prepared by the National Board for use in their own
examinations.'" Two States require an oral examination if the applica-
tion for licensure is made 5 or more years after National Board certifi-

cation.' No State requires passage of the entire three-part examination

of the National Board of Medical Examiners as a condition of licensure,

although many medical educators, practitioners, and State board mem-
bers agree that parts I and II of the National Board examination are the

best available tests of medical school education, and that part III ap-
proaches more closely than anything yet devised a reasonably valid test

of competence to practice medicine. In view of these achievements of

the National Board, all States should at leastrecognize its certification for

initial licensure.
The number of physicians certified as diplomates of the National

Board could perhaps be increased if more medical schools required stu-

dents to take the examinations. Present use of the National Board exami-

nations varies among medical schools, but in some schools students may

be required to pass part I before being promoted to the junior class,
and/or to pass part II before being awarded the M.D. degree.'" In 1966,

75 percent of the sophomore or senior classes in 66 of the Nation's 85

medical schools took National Boardexaminations.'"

a ForeignMedical GraduatesAll but three States have specific statu-

tory authority for licensure of graduates of foreign medical schools.123

Several States issue to foreign medical graduates a special certificate for

limited institutional training or practice:2" One State sets a maximum

limit of 50 licenses a year which may be issued to foreign graduates."'

In general, the age, character, and citizenship requirements applicable

to graduates .f U.S. medical schools 123 also apply to foreign medical

graduates. Several States also require a period of residence in the State

for foreign graduates,"" although tl'is is almost never a requirement for

U.S. graduates.'" One State requires that a foreign graduate be recom-

mended by the medical society in the county of the applicant's residence.'"

Licensure is a process for determining professional competency and

should not be used as a substitute for sound international and immigra-

tion policies.127 The only valid special provisions for foreign medical

graduates are these related to education, training, and language ability.

The object of statutes regulating licensure of foreign graduates is there-

fore limited to assuring that candidates are adequately educated, with

sufficient proficiency in the English language and familiarity with the

practice of modern American medicine.
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Since no procedures exist for evaluating and accrediting foreign medi-
cal schools (except for Canadian schools, the American University of
Beirut, and the University of the Philippines) , most foreign medical
graduates must be evaluated individually and thoroughly in terms of
their individual competence to practice medicine. The task of evaluating
and verifying individual qualifications and credentials cannot be based
upon the quality of a candidate's medical school. The task is eased,
however, by the services of the Educational Council for Foreign Medical
Graduates (the "ECFMG"sponsored by the American Hospital Asso-
ciation, the American Medical Association, the Association of American
Medical Colleges, anti the Federation of State Medical Boards) in estab-
lishing standards and administering examinations to determine whether
foreign medical graduates are qualified to serve as interns and residents
in graduate training programs.

In 40 States and the District of Columbia the licensure law requires
an ECFMG certificate as a requisite for licensure, either as the exclu-
sive educational requirement or as one of several requirements for a for-
eign graduate.us Graduate medical education, consisting of either an
internship or residency or both, is generally required.ln In at least six
States more than 1 year of graduate medical education in an approved
internship or residency is required for foreign medical graduates.' An-
other State statute provides that if an applicant's medical school is not
approved, the dean of the medical school of the State university may ex-
amine the qualifications of the applicant and advise the board as to
whether the applicant has had training equivalent to that required.13' At
least six States also require an existing license to practice from either the
country of the applicant's medical school or e1sewhere.132

The statutes of only two States specifically require proficiency in the
English language for licensure.1" Although language proficiency is tested
by the ECFMG examination and may be evaluated by the &ensure
boards in oral examinations or interviews frequently required of foreign
graduates, nevertheless the statutes do not reflect the importance of this
qualification.

Since foreign graduates cannot be judged by their completion of an
accredited educational process, and since the ECFMG examinations
test only competency to perform as hospital interns or residents, an exact-
ing licensure examination is necessary to determine their fitness to practice
medicine. The statutes or regulations of all States except three subject
foreign graduates to the same examination requirements as U.S. gradu-
ates,134 although the special need for unifomily rigorous and comprehen-
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sive testing in these cases could best be met by requiring, instead of
sometimes permitting, substitution of the National Board examinafionsm

4. Registration, Renewal, and Reinstatement of Licenses
Nearly all States require that medical licenses be registered or recorded

with a public agency and thus be open to public inspection.'3 Some re-
quire registration of the license with the clerk of the county in which the
licensee intends to practice, or with some other local official."'7 Other
States have statutory provisions that require an official State agency to
publish an annual directory of licensees.138 All registration provisions are
designed to provide a public record of physicians licensed to practice
medicine in the State. A list of active licenses cannot be maintained, of
course, without a system of periodic license renewal.

Some 46 jurisdictions require renewal of medical licenses each year
(35 ) or every 2 years ( 1 1 ) ."9 The dgnificant feattne of license renewal
is not what it entails but what it does not entail. A routine and clerical
measure, renewal requires only the signature of the physician and the
payment of a nominal fee. No other information is requiredno show-
ing of continuing education undertaken or its effect on the physician's
skills, and no evidence of the physician's having updated his knowledge
and credentials to keep pace with medical progress. Not a single State
attempts to prevent educational obsolescence by requiring evidence of
further education or professional growth as a condition for maktaining
licenses in good standing.

Continuing ability to practice medicine is also potentially involved in
the reinstatement of lapsed licenses.1" In most States, however, the statute
requires only an application for reinstatement and the payment of a
required fee, which may include a delinquency charge."' In one State, if
a license has lapsed for 5 yews, the physician may be required to repeat
the entire licensure procedure, including examination.' Another un-
usual provision requires a retired physician who wishes to return to active
practice to demonstrate that he is "physically and mentally able safely
to engage in the practice and still possesses the medical knowledge re-
quired therefor." 143 This is the only statute which requires evidence of
continuing qualifications for reinstatement.

Thus, educational obsolescence is generally involved in the licensure
process &iv when it becomes sufficiently grievous to provide a ground
for disciplinary action,'" and may be recognized by the judicial process
only when it satisfies the negligence standard in malpractice cases.'" Since
both protection of the public welfare and preservation of manpower re-
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sources require the prevention of educational obsolescence among prac-
ticing physicians, the question arises whether the legal process should
somehow establish higher standards than those enforced in disciplinary
and malpractice proceedings. For the present, nongovernmental agen-
cies, such as medical institutions and professional associations, are acting
to prevent educational obsolescence by assessing physician performance
in hospitals and by establishing and requiring programs of continuing
education and reevaluation.146 Statutory requirements for license renewal
and reinstatement are the logical means of reinforcing these nongovern-
mental efforts. Despite admitted problems of accreditation, specialty dif-
ferentiation, and individual evaluation, requirements of formal conthu-
ing education as a condition of license renewal are deserving of further
consideration by the profession.

5. Recognition of Other States' licenses
All States except Florida and Hawaii provide some means of recogniz-

ing licenses of other States. Physicians licensed in other States and seeking
licensure in these two States must take the State board examinations 1"
and fulfill all other requirements for initial licensure.

Recognition of other States' licenses in the remaining 48 States and
the District of Columbia may be accomplished through endorsement of
the existing license or through reciprocity with the licensing state.146

Theoretically, endorsement requires only that either the qualifications of
the licensee or the standards required for licensure in the original licens-
ing State be equivalentto the &ensure requirements of the State in which
licensure is being sought. Reciprocity has two componentsequivalence
of licensure requirements in the two States, and recognition by the original
licensing State of th..! licenses of the State in which licensure is sought."°
As a practical matter, the two terms are often used interchangeably.

In addition to the basic factors of equivalence and reciprocity, the
statutes may provide other requirements for recognition--such as a basic
science certificate, internship, prior professional pracfice for a specified
number of years, citizenship, State residence, or an oral or practical ex-
amination."° Although 49 kuisdictions reciprocate with or endorse li-

. censes issued by other States, in 16 of these all endorsements of licenses
are at the discretion of the licensing board,'" and only eight States re-
ciprocate with or endorse the licenses of all other jurisdictions!"

Restrictions upon recognition of other States' licenses, like all provi-
sions of medical licensure laws, are constitutionally justifiablr dmercises
of State police power only insofar as they regulate the competence of
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physicians for the protection of the public.153 In an era of medical man-
power shortages it is especially important that this be the sole criterion
for restrictions upon the interstate mobility of physicians. The constitu-
tional test must be applied to existing restrictions which, as noted above,
are primarily based upon either a lack of equivalence in licensure require-
ments or a lack of reciprocity in recognition policies of the States involved.

Equivalence of individual qualifications and licensure standards is
dearly related to professional competence and public protection. The
most fundamental licensure standards, required by all States, are gradua-
tion from an approved medical school and passage of a licensure examina-
tion. For the former, equivalence of medical education is assured by
national accreditation, which has eliminated substandard medical schools
and provided certifications used by all State licensing agencies."' For the
latter, equivalence of examination performance may eventually be as-
sured by universal requirement and recognition of the examinations
given by the National Board of Medical Examiners.155 In the meantime,
States should be free to discriminate against licenses issued by other States
on the basis of examination standards inferior to their own.

Even if licensure standards are equivalent, the States should also be
able to refuse recognition to physicians originally licensed elsewhere
whose ability to practice has been impaired by educational obsolescense
or physical or mental infirmities. Similarly, in determining conditions for
practice within their boundaries, States may prohibit the entrance of
physicians for part-time, semiretired, or semivacation practice, where this
regulatita is designed to protect the public. There is a real question, how-
ever, as to whether States should be free to impose such limitations upon
the immigration of physicians licensed by other States, and not require
similar standards for continued practice by physicians already licensed in
the jurisdiction. Another kind of equivalence is involved here, and its dis-
regard can produce doubts as to whether regulations are protections of
patients against incompetent practice or protections of physicians against
economic competition. Regulations which establish different, discrimina-
tory requirements for out-of-State licensed physicians may thus lose their
constitutionally required "reasonable relationship" to public health,
safety, and welfare, and may violate the spirit, if not thc letter, of the full-
faith-and-credit clause" or the commerce clause" of the Federal
Constitution.

Reciprocity restrictions upon license recognition may also exceed State
police power, since the existence or nonexistence of interstate mutuality
is entirely irrelevant to a physician's professional competence and licen-
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sure quJifications. Although pressures created by the shortage of physi-
cians have seldom effected liberalization of license recognition lipo des,158

there are some indications that at least the force of reciprocity require-
ments is currently yielding to such pressures. Of the 49 jurisdictions which
have some provision for recognizing other States' licenses, the licensing
agencies of all but six currently have discretionary authority to endorse
licenses issued by nonreciprocating States.'" Two States have recently
amended their statutes to specify that their reciprocity requirements are
discretionary rather than mandatory.'" If this discretion is exercised
clearly and consistentlyas, for example, the basis for regulations estab-
lishing conditions under which nonreciprocating States' licenses will be
recognizedthe effect of reciprocity may not be so objectionable.
6. Suspension, Revocation, and Reinstatement of licenses

Legal provisions for disciplinary actions against licensed physicians in-
volve balancing the interest of the public in ethical and competent medi-
cal practice, and the interest of physicians in continuing their practice
without unjust interference. Accordingly, State medical practice acts
specify the grounds which must be satisfied for the removal of medical li-
censes, and the procedures which must be followed in the enforcement of
licensure criteria.161

a. Grounds for License RemovalStatutory grounds for suspension and
revocation of medical licenses can be summarized within three general
and somewhat overlapping categories:1"

(1) Personal disqualificationsphysical or mental illness or dis-
ability, drug addiction, alcoholism, gross immorality, etc.;

(2) Illegal actsconviction of a felony or a misdemeanor involv-
ing moral turpitude, violation of narcotics laws, performing or procur-
ing or aiding the performance of an abortion, aiding or abetting an
unlicensed person to practice medicine, fraud in obtaining a license,
violations of the licensure law or of State public health laws and regula-
tions, etc.; and

(3 ) Unprofessional conductimproper advertising, fee-splitting,
representing an incurable condition as curable, conduct likely to de-
ceive or defraud or injure the public, betrayal of a professional secret,
habitually negligent conduct, willful neglect of a patient, gross mal-
practice, etc.
Despite some general similarity among disciplinary grounds, there is

no uniformity among the States in either their incidence or their state-
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ment. A 1961 survey, which is still remarkably accurate, found the fol-
lowing statutory configuration: 16

Among the States there are more than 90 reasons for the revoca-
tion or suspension of a medical license. No one ground, stated in the
same words, is to be found in all medical practice acts. Nine grounds
are found repeated in 30 or more State laws. These are: Drug ad-
diction in, 47 States; unprofessional conduct (whether defined or
not) in 45 States; fraud in connection with examination or obtain-
ing a license in 44 States; alcoholism in 42 States; advertising in 40
States; abortions in 39 States; conviction of an offense involving
moral turpitude in 36 States; and mental incompetence in 32 States.
(1) General Grounds.Complicating this variety are problems of

sta,tutory terminology, and the greatest semantic difficulties arise in con-
nection with broad, undefmed terms such as "unprofessional conduct,"
"conduct unbecoming a physician," or "conduct harmful to the public."
These terms, especially "unprofessional conduct," are used in most juris-
dictions in either of two ways: As a generic category under which specific
proscribed acts are listed, with a notation that the category "includes but
is not limited to" the listed acts; or as a final miscellaneous ground follow-
ing a list of more specific disciplinary grounds. In either case, the terms
constitute vague catchalls which significantly affect the enforcement of
the statutes.

First of all, because of the quasi-criminal nature of disciplinary actions,
some courts may invalidate such statutory tams as unconstitutionally
vague, even in cases of obvious violations:

"Unprofessional or dishonorable conduct," for which the statute
authorizes the revocation of a license that has been regularly ob-
tained, is not defined by the common law, and the words have no
common or generally accepted signification. What conduct may be
of either kind remains, as before, a matter of opinion. In the absence
of some specification of acts by the lawmakingpower, which is alone
authorized to establish the standard of honor to be observed by
persons who are permitted to practice the profession of medicine, it
must, in respect of some acts at least, remain a varying one, shifting
with the opinions that may prevail from time to time in the several
tribunals that may be called upon to interpret and enforce the
law.164

* * * Doubtless all intelligent and fairminded persons would
agree in the opinion of the board of medical supervisors that the act
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charged against the appellant in the case at bar amounted to con-
duct both unprofessional and dishonorable. But this is not the test
of validity of the particular clause of the statute. The underlying
question involved in all cases that may arise is whether the court
can uphold and enforce a statute whose broad and indefinite lan-
guage may apply not only to a particular act about which there
would be little or no difference of opinion, but equally to others
about which there might be radical differences, thereby devolving
upon the tribumls charged with enforcement of the law the exer-
cise of an arbitrary power of discriminating between the several
classes of acts.'"

On the other hand, most courts have upheld disciplinary actions based
upon these vague grounds, at least in cases of clear and convincing evi-
dence, by applying principles of strict and savingstatutory construction:1°

In the sections of the statutes dealing with the grounds upon
which a license may be revoked, the legislature, has used language
specifically defining certain of them, or has used words having a
reasonably certain meaning in the law, but it has then added certain
general words such as "immoral," "dishonorable," or "unprofes-
sional," as indicating thc ,haracter of conduct which is a ground
for revoking a license. These words in themselves have no signifi-
cance in law even to a reasonable certainty and might seem to au-
thorize the revocation of a license for acts having no reasonable
relation to the underlying purpose of the statute, the protection of
the public. Giving these words a broad meaning, it would be diffi-
cult to justify the grant to the board of power to revoke a license
for any conduct which it might deem to be hmnoral, dishonorable,
or unprofessional * * * But if we did give to these words so broad
a meaning, we would be attributing to the legislature an intent to
vest the board with power going beyond the scope of its purposes
and to enact a law of at least doubtful constitutionality. We cannot
assume that the legislature intended to give expression to such an
intent and must, if it is reasonably possible to do so, so construe the
word it has used as to make the provision a valid and reasonable one.
* * * The words must have been used in the light of the funda-
mental purpose of the statutes to regulate the professions in the
public interest, and they can only be construed as intending to
include conduct within their fair purport which either shows that
the person guilty of it is intellectually or morally incompetent to



IACENSURE OF PHYSICIANS 315

practice the profession or has committed an act or acts of a nature
likely to jeopardize the interest of the public."'
It might be expected that this judicial uneasiness and reluctance to en-

force nebulous terminology would lead the legislatures or the licensing
agencies to promulgate more precise definitions. Instead, however, the
result has been found to be "a fear of litigation" which generally dis-
mirages disciplinary actions, except possibly when a statute is clear or
where the evidence is clear cut.les In other words, judicial principles of
strict construction are adopted by the licensing agencies, which generally
enforce only obvious disciplinary grounds defined in the statutes, or par-
ticularly egregious or even heinous instances of undefined "unprofes-
sional conduct." 1" The result is that the disciplinary process of the li-
censure statutes protects the public only against relatively infrequent and
extreme offenses.'"

This result may well be consistent with policies of limiting licensure
laws to the enforcement of minimal standards, and relying upon the self-
discipline of medical associazions and institutions for further maintenance
of professionalcompetence. Regardless of questions concerning the feasi-
bility of these policies:1" however, their implementation through adminis-
trative conservatisxrt based upon predicted judicial restrictions of vague
legislative phrases seems a curious subversion of the legal process. For
the statutes' general grounds, even those recently enacted, do purport to
provide compreheusive discipline through the licensure mechanism, with
suspension or revocation justified by :

Any conduct or practice contrary to recognized standards of
ethics of the medical profession or any conduct or practice which
does or might constitute a danger to the health, welfare, or safety
of the patient or the public, or any conduct, practice, or condition
which does or might impair the ability safely and skillfully to prac-
tice medicine.'"

(2) Specific Grounds.On the other hand, the statutory definitions
of some specific disciplinary grounds indicate an intent that licensure cri-
teria be less stringent than other legal standards to which physicians may
by accountable. For example, while a physician may be civilly liable for
malpractice based upon ordinary negligence (failure to exercise the care
and skill ordinarily exercised by other physicians) ;la in the 1 5 States
which list malpractice among grounds for licensure discipline, the stand-
ard is usually phrased as "gross malpractice ts.,:) repeated malprac-
tice," 1" "gross malpractice or gross neglect," "6 "grom carelessness or
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manifest incapacity," 1" or "gross incompetence." 1" The disciplinary
criteria are thus analogous to less stringent criminal standards of gross
malpractice, which are usually included in State penal statutes.

Another aspect of this point is illustrated by some recent developments
regarding license revocation for performance of an abortion.178 These
disciplinary grounds generally incorporate a State's penal provisions
governing abortions. Thus, in most States, where it is a crime to perform
an abortion except to save a woman's life, the licensure statute provides
for revocation for performanceof an "unlawful," "illegal," or "criminal"
abortion, or for performance of an abortion except to save a woman's
life. In those States in which the criminal law pennits an abortion to
preserve either the life or health of the woman,1" the licensure statute is
also interpreted less restrictively. In Oregon, although the criminal statute
allows an abortion only to save a woman's life, the licensure statute pro-
vides that an abortion for a woman whose health is imperiled by the
pregnancy, after consultation with and concurrence of another licensed
physician, is not a ground for suspension or revocation of a medical
license.18° The Oregon Supreme Court has held that a physician who
undertakes such an abortion, with proper consultation, is not subject to
criminal prosecution."' And in Mississippi, even before the 1966 amend-
ment of the abortion law to permit abortions in cases of rape, the licensure
statute had been amended to exempt a medically indicated abortion from
the sanction of revocation.182 Thus, where criminal standards are more
stringent than criteria approved by the medical profession, there is
some tendency for licensure discipline to follow the latter, which may in
turn lead to liberalization of the former.

For many specific disciplinary grounds, however, it is difficult to deter-
mine the precise standards, if any, contemplated by the licensure statutes.
The grounds are often inadequately defined, and, although the differ-
ences may not be reflected hi administrative practices, statutory phra-
seology varies from State to Statefor example: "habitual intemper-
ance," or addiction to alcohol to such a degree as to render the physician
unfit to practice; "conviction" of a felony or a misdemeanor involving
moral turpitude, or "knowing arid willful commission" of such a criminal
act ; "willful betrayal of a professional secret," or simply "betrayal" of such
a confidence. These interstate differences may be of minor importance in
the discipline of obvious disqualifications and patently unethical practices,
but for sonic grounds, such as mental incompetency, the differences have
more serious implications.
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Some statutory provisions, particularly those recently enacted,2"" pro-
vide for license suspension or revocation only when a physician evidences
mental illness or mental incompetence "to a degree and of a character
which renders such person unsafe or unreliable as a practitioner," 1" or
when any physical or mental disability makes further practice clan-
gerous."" Other statutes, however, make admission to a mental hospital
a ground for suspension or revocation without specifying inability to
practice. The latter provisions, by delaying hospitalization, may endanger
the physician and even the public. It seems unreasonable to permit a
mentally ill physician to continue to practice while maintaining himself
on medication, but to revoke his license if he enters a hospital. While he
is hospitalized, the physician is unable to practice medicine in any event.
One State provides for automatic suspension of a license in case of volun-
tary hospitalization exceeding 25 days,15' but this exception for initial
diagnosis or treatment still does not relate the suspension to ability to
practice. Another State has a particularly inequitable provision whereby
voluntary admission or commitment to a State hospital creates a license
suspension, while admission to a private mental facility presumably does
not so operate.187 While these statutes may be prejudicial to physicians,
other statutes which authorize suspension or revocation only after a court's
adjudication of insanity or incompetency 1"'" may not provide sufficient
prcitction for the public. Revocation on grounds of mental disability
should be related to the physician's capacity to practice and the safety
of the public. These provisions also must not inhibit proper medical care
for physicians.

Some potential grounds for licensure discipline are conspicuously
absent from the statutes. For examPle, in no jurisdiction is educational
obsolescence a ground for suspension or revocaidon, unless or until mani-
fated as "unprofessional conduct," "gross malpractice," or, in a few
States, "gross incompetence." 189 Also, few States have adjusted their
disciplinary grounds to changes in the organization of medical practice.
Only one statute provides that publication, distribution, and circulation
of information concerning physicians by any group organized and exist-
ing as a nonprofit insurance plan do not constitute advertising forbidden
by the licensure law."° The latter provision is significant for the develop-
ment of consumer-sponsored prepaid health care plans.

b. Procedures for License Removal(1) Disciplinary Agencies.A
few States separately administer the issuance and suspension or revoca-
tion of medical licenses, and delegate disciplinary authority to agencies
other than the licensing board. In five jurisdictions the courts are given

288-858 0-88--21
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exclusive or concurrent power to suspend or revoke medical licenses.'"
The State board or department to which the licensing agency is attached
has sole primary jurisdiction for disciplinary actions.'" In some States
where the examining board does not issue licenses, but advises another
agency on qualifications for licensure, it, nevertheless, has the authority to
revoke licenses.'" In Delaware disciplinary matters are delegated to the
Medical Council which consists of a judge and two physicians.194 An in-
dependent Medical Disciplinary Board is elected by physicians licensed in
Washington.195 With these exceptions, disciplinary authority resides in the
same agencies responsible for licensing.'"

Most arguments for separate disciplinary administration proceed from
the comprehensive role that the medical licensing boards play in discipli-
nary actions. The boards may act as promulgators of regulations, investi-
gators of complaints, prosecutors of offenses, triers of fact questions, and
judges of final decisions. This composite role, however, characterizes
many regulatory agencies, and the virtues of such agenciesexpertise,
experience, flexibility, perspectiveseem especially appropriate for licens-
ing boards. Even the 'Zomination of the boards' memberships by physi-
cians and of their selection by medical societies 197 enhances rather than
handicaps their disciplinary role; for licensure discipline must, after all,
reflect and reinforce the goals of traditional medical self-discipline:

* * * ( 1) to impose a penalty which is just and proper; ( 2 ) to
develop measures which will exert a deterrent effect upon others
who might become involved as well as the offender ; and ( 3 ) to
insure that the potentialities for rehabilitation are present.'"

Indeed, the Medical Disciplinary Committee of the American Medi-
cal Association has recommended that the medical boards consider dis-
cipline their primary function : 199

The committee ,.vould suggest that greater emphasis be given to
izsuring competence and observance of law aril ethics after licen-
sure. Agencies already exist which can prepare and correct written
examinations to be given applicants for medical licensure. Addi-
f anally, much more reliance can be placed on our medical schools
of today. * * * Thus it may be an appropriate time to reappraise
the primary function of State medical boards.

* * * * * * *
* * * It is the reconunendation of the committee, therefore,

that * * * State boards of medical examiners seriously consider
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the advisability and necessity of making discipline their primary

responsibility. * * *

(2) Disciplinary Procedures.Especially in light of the extensive

powers of disciplinary agencies, procedural safeguards are important to

assure full protection of individual licensed phythcians. Depending upon

whether a license is regarded as a property right or a revocable privilege,

all the elements of due process may or may not be constitutionally required

in disciplinary proceedings.2" In most States, however, the licensure

statutes provide a licensee with basic rights to receive a copy of the

charges against him and prior notice of any hearing thereon, and to have

such a hearing at which he maybe represented by counsel.201 In addition,

thz omission of any of these rights from the licensure statutes may be

remedied by State administrative practice acts, where they exist. If these

or other rights of due process are not available for initial administrative

proceedings, the statutes generally provide for appeal and judicial

review?'"
Under former statutes without guarantees of procedural safeguards,

the courts frequently implied them. It has been held that a licensee is

entitled to judicial review even without statutory authothafion,2" that

the requirement of a hearing implies a requirement of notice,2" and

that a statute is unconstitutional absent a provision for notice and hear-

ing.2" That the courts still strive to protect licensed physicians' rights is

demonstrated by a recent decision of the California Supreme Court grant-

ing the right of discovery of evidence to physicians charged with "unpro-

fessional conduct" for having performed hospital-approved therapeutic

abortions in cases of maternal rubella. The court extended the right of

discovery to the administrative hearing before the Board of Medical

Examiners, which it analogized to a criminial proceeding, in order to

afford the physicians full opportunity to prepare their defense.2"

Alert to protect the rights of individual physicians, the courts have also

been aware of the impact of procedural requirements on protection of

the public. Thus, it has been held that a board's decision was not invalid

where all the board members were not physically present to hear the

evidence but instead read the record,207 that a jury trial is not constitu-

tionally required for revocation of a license,208 and that a trial court

was justified in refusing to admit new or additional evidence in mitiga-

tion where the evidence could havebeen offered at the original hearing?"

c. Reinstatement of Removed LicensesLicensure statutes generally

provide for reinstatement of suspended orrevoked licenses upon evidence
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that the reason for removal of the license no longer obtains, and that the
former practitioner's privilege to practice may safely be restored.21° Addi-
tional evidence may be required; e.g., that the physician is of "good moral
character" and has not engaged in practice during the period of suspen-
sion or revocation. In some States, in cases of suspension for a definite
period of thne, reinstatement is automafic at the expiration of the period.
But for indefinite suspension or revocation, written application for rein-
statement is necessary,'" and the statutes variously authorize or require
a hearing, an oral or written examination, or an interview to determine
fitness to resume practice. The statute may allow the board to.set terms
and conditions for restoration of a license, but, even without such a pro-
vision, all boards have wide discretion in determining reinstatements!"

Separate provisions in many States govern reinstatement of licenses

removed because of mental disability!" Generally, two requirements
must be satisfied: (1 ) Removal of any adjudication of mental illness or
incompetency, and discharge from hospital ; and (2 ) independent judg-

ment by the board of recovery and ability to practice safely.'" The latter
requirement related to professional competence and pubic safety is in
accord with the criteria recommended above for determining removal

of licenses on grounds of mental disability!"

B. Osteopathic Physicians
Osteopathy began in 1894 as a drugless, nonsurgical system of healing

based on a theory that physical ailments result from misalinement of the

musculoskeletal system. All the original tenets of osteopathy have since
been scientifically disproved, and most have even been rejected by the
osteopathic profession!'" The five accredited osteopathic collegeslo-
cated at Chicago, Des Moines, Kansas City, Kirksville, and Pluladel-
phiahave revised their curricula to virtually eliminatemechanotherapy
and manipulation as subjees of study, and to include scientific medicine,

surgery, pharmacology, and other clinical and preclinical subjects!" In

1955 a study committee of the American Medical Association surveyed

the osteopathic colleges and found no evidence that osteopathic coumes

interfere with the achievement of a sound medical education. This sur-

vey conduded that "teaching in present-day colleges of osteopathy does

not constitute the teaching of 'cultise healing." 'Is
The transformation of osteopathy from cultist healing to scientific

medicine is significant because osteopaths comprise more than 4 percent

of American medical manpower!" The contribution that osteopathic

physicians can make to American medical care depends upon standards

enacted for their licensure, facilities utilized for their training and prac-
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tice, and perhaps, eventually, agreements reached for their integration
into the medical profession.

1. Licensure Provisions

Although osteopathy has made great progress in the direction of scien-
tific medical practice, State licensure statutes for osteopaths retain some
vestiges of its origins as a healing cult. These vestiges may characterize
the scope of functions authorized for licensees, the organizafion and op-
eration of licensing agencies, and/or the qualifications required for
licensure.2"

All States and the District of Columbia license osteopathic physicians.
Four States issue licenses for osteopaths to practice only what is taught
in schools of osteopathy, but one of these States pennits performance of
major surgery if the osteopath has taken the same qualifying examina-
tion as allopathic physicians.221 In 18 States osteopaths are specifically pro-
hibited from performing major surgery or using drugs, but in seven of
these States the use of drugs or performance of major surgery is allowed
if the osteopath has completed certain graduate requirements and in
three of these States if he has taken the same qualifying examination as
allopathic physicians.2"

In the other 28 States and the District of Columbia, an osteopath may
obtain an unlimited license to practice medicine and smgery and in 18
of these States osteopaths take the same qualifying examinations as allo-
pathic physidans.= Nineteen States which permitosteopaths to use drugs
and perform major surgery require completion of a satisfactory intern-
ship.224 In two States osteopaths arc examined by boards containing no
osteopathic members.225 In 31 States boards containing only osteopaths
examine the qualifications of candidates for licensure.22 6 In California
the osteopathic board, which is composed solely of osteopaths, gives no
new licenses,227 and the board of medical examiners now is the exclusive
licengng agency and licenses only MD.'&228 In the remaining States the
boards can contain M.D.'s and D.O.'s.2"

All States require graduation from an acceptable or approved osteo-
pathic college.23° In general the States rely on the American Osteopathic
Association for accreditation of osteopathic schools, but as a matter of
practice some States boards inspect osteopathic schools independently.23'
All the osteopathic colleges in the United States are approved by the
American Osteopathic Association, and all require high school diplomas
and collegiate education for admission.232

Federal funding is now available to facilitate the improvement of
osteopathic colleges, but there is no requirement that these schools must
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meet the accreditation standards of the AMA-AAMC Joint Liaison
Committee in order to qualify for Federal financial assistance.'"

As a condition of renewal of their licenses, 12 States require osteo-
paths to furnish evidence of completion of a 1- or 2-day refresher course."'
These provisions, unique among licensure laws for health personnel,
were enacted at the instance of State osteopathic associations, which
sponsor refresher programs for practicing osteopaths. Although the spe-
cific requirements are inadequate to keep practitioners abreast of expan-
sions in medical knowledge, the provisions are sound in piinciple.2" They
should be made at least as strong as any new continuing education re-
quirements for medical and surgical physicians,'" and perhaps even
stronger, in view of the limitations of osteopathic education and
training.'"

2. Relationship of Osteopath to Hospitals

Full understanding of the status of osteopaths in the United States re-
quires not only review of the licensure laws but also analysis of the rela-
tionship of osteopaths to hospitals. The latter involves clinical training
of osteopathic students, accreditation of osteopathic hospitals, and osteo-
paths' staff privileges in nonosteopathic hospitals.

a. Facilities for Education and TrainingAlthough the licensure stat-
utes for osteopaths ostensibly require educational qualifications equiva-
lent to those for M.D.'s,'" the wealmesses of osteopathic colleges produce
significant differences in actual preparation. Educational limitations of
the osteopathic physician may result from: ( 1) The lack of clinical fa-
cilities large enough to provide adequate training, and close enough to
osteopathic colleges to permit integrated didactic and clinical education;
( 2 ) the shortage of qualified teachers in osteopathic colleges; or (3) the
inadequacy of postgraduate education for osteopathic physicians.'" The
first factor is primarily a product of the quality and location of osteopathic
hospitals:

Most of the osteopathic hospitals are too small to provide ade-
quate clinical material and broad undergraduate teaching pro-
grams, and the colleges have been forced to send their students to
hospitals that are widely separated from them geographically; e.g.,
Chicago College of Osteopathy makes extensive use of the 400-bed
Detroit Osteopathic Hospital in its undergraduate program This
obviously weakens the school's contact with its students and could
be quite disruptive of the continuity of the educational progrant240
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'the other two factOrs are closely related to the first. Since osteopathic
colleges are not difih'ated with universities or university medical centers,
they offer neither the sante resources for clinical training not tho Mt 118 at:
tractions for faculty as medical schools. The limited number atid size of
osteopathic hospitals entail the results of utilizing fewer and smaller
hospitals for internship and residency training than is the case fot post4
graduate training of M.D.'s.241 Moreover, in nonosteopathic hospitak
internships and residencies are awarded first to M.D.'s and then, if places
are available, to D.O.'s.242

b. Hoshital Accreditation and PrivilegesOnce an osteopath is licensed,
the most important determinant of his status is his ability to admit patients
to an accredited hospital. Althorigh osteopathic hospitals may be approved
by State licensing agencies and by the Amerltan Cisteopatitiè Association,
and are eligible for Federal construction grants under the Hil1-1146n
and Hill-HarrisActs,42 nevertheless, Only hospitgls with combined medi-
cal and osteopathic staffs may be acCredited by the joint bOnOssion On
Hospital Accreditation.2" For accredited, nonosth*thic hospitals, staff
privileges are commonly made contingent upon graduation itOm an ap-
proved medical school, or upon membership in the county medical so-
ciety. These rules have frequently been contested in the courts by osteo-
pathic physicians.

In a recent New York case,245 the right of admission to a county medi-
cal society was denied to an osteopath who was licensed in New York and
had subsequently received an M.D. degree in California after the merger
of medicine and osteopathy there. The court held that the medical so-
ciety, in exercising its right to make membership rules not inconsistent
with law, could restrict admission to graduates of medical schools, absent
any showing of either economic necessity of society membership or
monopolistic practices by the society. This holding is in accordance with
the decisions of most appellate courts which have considered the question.
The latter courts have generally held that public hospitals may adopt rea-
sonable rules regarding admission to their staffs, and that exclusion of
osteopaths does not constitute arbitrary or discriminatory action.248

On the other hand, attorneys general in two States have expressed the
opinion that osteopaths are entitled to staff privileges in county hos-
pitals,247 and a similar result has been reached by the courts of at least
three other States."' This position is illustrated by two decisions of the
New Jersey State Supreme Court. The first, Fdcone v. Middlesex Comay
Medical Society,'" involved an osteopath who had been licensed to prac-
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tice medicine and surgery by the New Jersey Board of Medical Exam-
iners ; had subsequently been awarded an M.D. degree in Milan, Italy,
after 7 months' study; and had thereafter served a 16-month, A.M.A.-
approved internship in a medical hospital in the United States. As a
probationary member of the county medical society, he had staff privileges
at two medical hospitals, but when his probationary membership was
revoked, his staff privileges were automatically terminated because both
hospitals required membership in the county medical society for- staff
physicians. In his suit to gain admission to the county medical society, the
court held that a medical society cannot refuse membership to an osteo-
path when the effect of this refusal is to exclude hhn from hospital
privileges and thus from the practice for which he was licensed :

The State has determined that it is in the public interest that
graduates of the Philadelphia College of Osteopathy who success-
fully pass the State board examination be admitted to the practice
of medicine and surgery in this State. The State of New jersey is
the appropriate authority kr the declaration of public policy in
relation to this field and the same may not lawfully be exercised by
any independent agency.2"

The second New Jersey case, Greisman v. Newcomb Hospital,251 in-
volved an osteopath's application for staff privileges in a private non-
profit hospital. A bylaw of the hospital requiring staff members to be
graduates of A.M.A.-approved medical schools was held to be unreason-
able as applied to a licensed osteopath.

3. Merger of Osteopathy and Medicine
In California, medicine and osteopathy have been merged.252 This ac-

complishment is the culmination of many years of effort on the part of the
California Osteopathic Association and the California Medical Associa-
tion to effect a single system of medical practice.2" It suffices here to note
the effects of this merger upon the status of osteopathic physicians and
osteopathic colleges.

Under the California Legislation, osteopathic licenses are no longer
issued?" Since 1962 all graduates of the California College of Medicine,
the former osteopathic college, have been awarded M.D. degrees?" All
living licensed graduates of this and other osteopathic schools have also
been given an M.D. degree, if they would accept it, under a "grand-
father" dause whereby they agreed to cease identifying themselves as
osteopaths. 2M This procedure merged into the regular medical profession

all but 400 of the 2,250 doctors of osteopathy practicing in California"
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The Board of Medical Examiners is now the licensing agency for all
physicians. The Board of Osteopathic Examiners exists only to monitor
the remaining licensed osteopaths in the State.'"

An integral and essential term of the merger was an agreement to
transform the California College of Osteopath into the California Col-
lege of Medicine, a regular medical school accredited by the Joint Liaison
Committee on Medical Education.2" For a time after the merger agree-
ment between the osteopathic and medical associations, the California
College of Medicine operated as an independent institution with financial
support from the two professional associations. In 1965 the college be-
came a medical school of the University of California, and it is now the
fully accredited medical school of the University of California, Irvine.

Another term of the merger agreement related to membership of for-
mer osteopaths in the California Medical Association. It was agreed
that the State medical association would direct its efforts toward admit-
ting former osteopaths into existing county medical societies. Until such
admission could be accomplished, a special medical society was created
as a professional base for these physicians.w°

Problems of specialty status and interstate recognition are more difficult
to resolve. Former osteopathic physicians certified as specialists by osteo-
pathic specialty boards are not eligible for certification by medical spe-
cialty boards, since they have not graduated from approved medical
schools or completed approved internships and residencies. The same
requirement of graduation from an approved medical school blocks the
recognition by other States of California medical licenses issued to former
osteopaths.261 Thus, full medical ficensure of these osteopathic physicians

is operative only in California.

In the State of Washington, negotiations are under way to effect a

merger of osteopathy and medicine similar to that in California. The
Washington State Board of Medical Examiners has approved an M.D.

degree awarded by an osteopathic college, and the Washington State

Medical Association voted in 1967 to amalgamate with those osteopaths

who wish to give up sectarian practice and become part of the medical

community devoted to scientific medical care?" In other States the
Committee on Osteopathy and Medicine of the American Medical Asso-

ciation is exploring the possibility of integrating the two professions, but

the trend toward merger has not entirely eliminated interprofessional

rivalry and resentment."
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C. Chirooractors and Other Cultists
... 

Medical cultism involves the practice of purported "healing'' through
methods or according to theories which do not have a scientifically ac
cepted foundation.264 Although chiropractic is not the only existing cult,
it is the only one which still constitutes a significant hazard to the public. 
Osteopathy, which in its origins was similar to chiropractic, has progres
sively incorporated the rigors of medical science and is currently being 
integrated with scientific medicine. 2611 Homeopathy has also been trans
formed and merged into legitimate allopathic medicine. Naturopathy 
and napropathy are rapidly disappearing by attrition. On the other hand, 
recent estimates place the number of chiropractors practicing in the 
United States between 14,360 and 35,000, and the number of patients 
treated by chiropractors as high as 3 million a year.188

1. The Cult of Chiropractic

Chiropractic had its origin in an alleged cure of deafness by a back
cracking performed in 1895 by D. D. Palmer, an Iowa grocer and (<mag
netic healer." 267 Subsequent growth of the cult's dogma and practice has
been narrated so often 268 that it need only be summarized here.

Chiropractic is represented by its adherents as a complete and inde
pendent healing art which can prevent and cure all human disease.269

The basic tenet of chiropractic is that diseases are caused by a dislocation 
or "subluxation" of the vertebra in the spine.270 This sttbluxation, it is
alleged, is accompanied by a narrowing of the apertures between the ver
tebra, which exerts pressure upon the nerve branches issuing from the 
spinal cord, and supposedly results in disease in parts of the body activated 
by the pinched nerves. Chiropractic treatment is to reduce the subluxa
tion, thereby relieving pressure on the nerves, aiding the return of "nerve 
force," and purportedly curing the patient's illness.2·11

Medical authorities unanimously agree that chiropractic has no valid
ity.272 The cult's theories have never been supported by objective evi
dence, and they have been thoroughly refuted by medical science.273 Be
sides considerable economic consequences, the dangers inherent in this 
healing cult are twofold. First, chiropractic treatment frequently delays 
proper and effective medical care until it is too late.2H Second, chiroprac
tic treatment often produces actual physical damage to patients.2111

Ideally, therefore, the statutes should be repealed to remove the cult's 
shield of legitimacy. Realistically, however, since repeal is unlikely in light 
of the power of the chiropractic lobby, 276 suggestions are made here for

improvements in statutory fonnulatlon and enforcement. But it should be 
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recognized that no matter how high they are set, no matter how strictly
they are enforced, licensure standards cannot mdeem the scientific in-
validity of chiropractic. Moreover, increased official attention to licensure
provisions can only lend credence to public misconception regarding
chiropractors.

In light of these facts, the only legal issue regarding chiropractic is
how best to protect the public from its dangers. The goal of licensure laws
for health professions and occupations, as previously noted,'" is to permit
only those who are properly qualified by their education, training, and
ethics to provide particular kinds of health care. Mandatory medical li-
censure laws have significantly contributed to the elimination of cultism,
quackery, and inferior medical education.'" However, there is one para-
doxical exception to this accomplishmentthe licensing of chiropractors.

2. The Legal Status of Chiropractic
a. Licensure

Among the many triumphs of chiropractic, none is more remarkable
than its achievement of licensure status in all but three States * * *.
The first licensing act was passed by Kansas in 1913. By 1915, five
States had such laws; by 1925, 32 * * * Legislators in most of the
remaining Stets, caught between the clear fact of the falsity of chiro-
practic practice and belief and the equally clear fact that chiropractors
enjoyed licensure in more than half of the States, threw up their hands
in embarrassed confusion. Most decided that the lesser evil was to li-
cense the cult and thus at least bring it under regulation.279
The rationale for mandatory licensure of chiropractorsin all States

except Louisiana and Mississippiis to limit chiropractors' functions to
a sphere in which they are supposedly qualified, to assure that they meet
specified educational requirements, and otherwise to control their activi-
ties. The following review of selected features of licensure statutes demon-
strates that these goals have not been realized.

(1) Definitions, Scope, and Effect.Mandatory licensure statutes
provide varying definitions of the practice of chiropractic."° Several
statutes describe the peculiar theories of chiropractic, but most defme its
practice in terms of the particular methods used by chiropractors. Al-
though these definitions differ considerably in specific details, all are gen-
erally designed to confine chiropractors to manuaJ manipulation or me-
chanical adjustment of the spinal column and to exclude them from the
prescription of drugs, the performance of surgery, or the administration
of other medical therapy. Some statutes, however, either define or allow
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chiropractors to practice chiropractic "as taught in chiropractic schools

or coll eges" 281 or "in accordance with the method, thought, and practice

of chiropractors." 282 The latter phrases, unless restrictively interpreted

by licensing boards or by the courts,2" may open the door to the full prac-

tice of medicine except for major surgery." For chiropractors have pro-

claimed their opposition to definitional constraints upon theirpractice: 2"

There is no special merit in having any single definition of chiro-

practic, for any such would tend to straightjacket [sic] the educa-

tional process * * *. I would urge avoiding any narrow limiting

of the scope and definition of practice which can only tend to pre-

vent growth and understanding. At work is the pragmatic factor

* * * where the scope of practice is determined by practitioners

in their offices.

Because of this tendency of practicing chiropractors to expand the

actual scope of their functions, a special burden is placed upon State

legislatures to specify prohibited activities,286 and upon State licensing

agencies to enforce suchproscriptions."
In mos t jurisdictions where they are licensed, chiropractors are permit-

ted to use the titles of "doctor" 2" or "physician." 289 Some statutes, how-

ever, limit licensees to the title "doctor" or the prefix "Dr.," which must

be accompanied by the words "chiropractor" or "chiropractic" or by the

letters "D.C." " These titles only increase the possibilities of public con-

fusion created by chiropractic licensure." More particularly, designa-

tions of chiropractors as having achieved doctorate degrees seem to mis-

represent the nature of chiropractic educafion.'
(2) Educational Qualifications.Chiropractic education and train-

ing are appallingly inadequate, as has been well documented by both in-

dependent 2" and chiropractic 2" studies. There are currently 1 2 schools

of chiropractic recognized by the two chiropractic associations, but none

is accredited by any agency recognized by the National Commission on

Accrediting or the U.S. Office of Education, and no school has full ac-

creditation even by the American Chiropractic Association or the Inter-

national Chiropractic Association. The faculties of these schools are

poorly qualified, and the ratio of faculty to students is extremely low.'

Admission requirements, although also low, are dubiously enforced. A

study of actual admission applications showed that chiropractic schools do

not observe their own admission rules, and admit students with less than

high school educations and questionable cmdentials."

+wan*

i
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Licensure statutes which specify educational attainments prior to ad-
mission to chiropractic schools are about evenly divided between require-
ments of high school graduation or its equivalent and requirements of 2
years of college.2" For chiropractors, however, perhaps the most signifi-
cant licensure requirement is passage of basic science examinations in
jurisdictions where they are required.293 In those States in which the same
examinations are given to medical and chiropractic students, and the
examinations are uniformly graded by the same board, an average of
81.4 percent of all physicians pass their first examination, whereas an
average of 84.5 percent of chiropractors fail.= Chiropractic students
show improved performance on examinations separately administered
and graded by boards of chiropractors,30° so that, nationally, about a third
of them pass this test of nondinical scientific knowledge."' However,
basic science requirements, like other licensure standards, may be sub-
verted through licensure by interstate reciprocity between "tough" and
"easy" jurisdictions.= Similarly, since chiropractic licensure is entirely
a 20th-century creation, a substantial number of chiropractors are in-
sulated from such standards by "grandfather" clauses which exempt
chiropractors already ( and usually illegally) in practice when licensure
statutes were passed.=

(3 ) Alternate Licensure.The experience of the last half century
with attempts to control chiropractic through licensure laws leads to the
condusion that more effective safeguards are needed.304 The Louisiana
Medical Practice Act may well serve as a model. Basically, the Lonisi2na
licensure statute prohibits the practice of chiropractic unless the practi-
tioner is also a medical doctor.= This requirement provides a more effec-
tive safeguard than &ensure of chiropractors because it assures that the
practitioner will possess the education and training necessary to under-
stand his diagnosis and prescribed therapy in terms of medical principles
as well as those of chiropractic. Medical education and training should
be required of adherents to chiropractic because:

There should be no such thing as limited education and training
when one is dealing with human illness. You cannot limit the extent
to which a disease process or an ailment will affect the human body.
The person who assumes the responsibility for treating human beings
must be prepared to treat the whole person. He must be qualified to
provide the care of the whole person. He cannot restrict himself to
just one system of treatment; he must employ all techniques that will
be of benefit to the patient.=



6. Otlwr Regulation and R.eco,nitlcnt-With similar rcuoning, a .few 

c:aurts have hdd chiropractors to medical atandan& of performance in
cues of civil criminal negligence:

If a person undertakes to cure dlGle who acarch for health and 
who- are because of their plight, more or lea susceptible of following 
the advice of anyone who claims the knowledge and means to heal, 
be cannot escape the consequences othi.1 groa ignorance of accepted 
and established treatment of diseases • • •. '°'
Chiropractors may also be subject to the same State and municipal 

public health regulations which apply to physicians. Most chiropratic 
licemure statutes so provide, and require or permit licensed chiropractors 
to execute various health reports and certificates. 800 These provisions 
uually include death certificates and four States specificaDy include birth 
certificates.'°' On the other hand, chiropractors are proluoitcd by statute 
from signing any reports or·certificata in New Jersey,'" birth or death 
certificates in Maryland,n1 and birth certificates in TennG1CC.m Al
though most statutes do not deal with hospital ps·ivilegcs, the North 
Carolina statute gives licensed chiropractors ac:cm to public hospitals,11

1 

and in North Dakota these liccnscts may practice in any public or private 
halpital or other institution * * * when requested so to do by any patient 
or the guardian of any patient.'" 

Chiropractic has achieved an impressive array of other legal and of
ficial recognitions. For example, Federal funds are available to chiro-

. practic students and practitionen under programs established by the 
Social Security Act (but no Medicare or Medicaid), the U.S. Employee's 
Compensation Act, and the GI bills of rights.• In addition, the U.S. 
Bureau of the Budget claaifies chiropractic as one of the four major heal
ing prof esaions; the U.S. Immigration Service admits foreign chiropractic 
ltlldmts outside of quotas; the Selective Semce Act� pcnnittcd the 
defament of chiropractic student.s;'tt and the lntc:mal Revenue Service 
permits income tax deductions for chiropractic feea. Hr Chiropractic serv
ices qualify for indemnification under �t State workmen's compensa• 
don acts, and under a great many imurancc policies. 11.1 These official 
recognitions of chiropractic tend to promote chiropractic rather than 
Bmit its scope and effect, which i.1 the prcmbe of liccmure. The basic 
assumption of liccnsurc of chiropracto�that Jicensure facilitates regu-
lation-should be reexamined.

· '
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SUMlv.IARY Ar�D CON<JLUSIONS 

Licensure laws clearly affect the delivery of medical care by physicians. 
By setting minimal qualifications for entering into and remaining in the 
medical profession these laws affect educational curriculums, approval 
of educational institutions and programs of �duate education, delega
tion of responsibilities to allied and auxiliary personnel, geographic mobil
ity, and substantive and procedural rules governing actions for violation 
of these minimal standards. 

This study of Iicensure laws affecting physicians, osteopaths, and 
chiropractors indicates, among other things, that: 

1. Current statutory provisions impose constraints on medical school
curricular innovations; 

2. Specific statutory requirements restrain :r..eeded developments in
graduate medical education, such as elimination of the internship as a 
separate entity and substitution therefor of appropriate programs of 
graduate medical educa1.1on integrated with undergraduate medical 
education; 

3. Initial licensure examination requ�rements of the States do not
measure many of the qualities relevant to fitness to practice and are 
not necessarily relevant to c.urrent goals of undergradaute medical 
education; 

4. Legal requirements for programs in continuing medical educa
tion to prevent educational obsolescence are absent; 

5. Incomplete interstate recognition of medical licenses results in
barriers to geographic mobility of physicians; 

6. Licensure requirements for foreign medical graduates are not
generally geared specifically to fitness w practice high quality American 
n1edicine; 

7. Delegation of tasks to allied and auxiliary personnel is governed
by statutes which may be restrictive, ambiguous, or unrelated to 
accepted custom and usage; 

8. Statutory interpretations relevant to delegations of tasks by physi
cians to allied and auxiliary personnel are not always based on the 
realities of the delivery of modern. medical care; 
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9. Osteopaths cannot, under present laws, be integrated fully into
the practice of medicine so as to permit their addition to the pool of
physician manpower; and

10. Attempts to control unscientific schools of practice or cultism by
licensure cannot give unscientific practices a scientific basis but can
endanger the public by giving unscientific schools, such as chiropractic,
protection though the sanction of law.
Resolution of these problems will require legislative, rather than

judicial action. Judicial action permits resolution of problems only on a
case-by-case basis, with decisions limited to the facts and circumstances
of each case. Since licensure laws are quasi-criminal in nature, judicial
decisions in these cases are unlikely to result in the establishment of broad
principles which would transcend the immediate facts before the courts.

The legislative process, however, can establish broad principles. It can
consider facts, evidence, and social policy without the procedural limita-
tions of the judicial process. Moreover, it can delegate many interpretative
functions to the administrative process in which the tribunals have both
expertise and flexibility.

Among the many problems presented by the medical licensure laws,
without question, the issue of delegation of tasks is a highly significant,
if not the most significant, problem requiring resolution. It involves not
only the medical profession, but also nursing and other allied and auxiliary
professions and occupations. Resolution of the problem of delegation will
require consideration of the legal regulation and scope of functions of all
the professions and occupations comprising the manpower matrix render-
ing personal health care. If the legal authority affecting the functions of
physicians and other health professions and occupations is amended, the
composition of the official licensing agency and its relation to other
agencies of government must be reconsidered. Careful study, analysis,
and consultation among the health professions will be necessary to develop
guidelines for legislative resolution of the issue of delegation and other
problems in licensure.

FOOTNOTES

x Sigerist, "The History of Medical Licensure," in M. I. Roemer, Editor, Henry E.
Sigerist On the Sociology of Medicine 308, 317 (1960) ; Shindell, "The Legal Status
of the Physician," 193 J.A.M.A. 601, 602 (1965). For a comprehensive review of the
historical evolution of licensure laws in the United States, see generally Shryock,
Medical Licensing in America, 1650-1965 (1967).

*For the ratfonale and justification of licensure legislation, see Introduction, supra.
A. Flamer, Medical Education in the United States and Canada (1910).

4 L. Coggeshall, Planning for Medical Progress Through Education 4 (1965).
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"See app. 1, "Statutory Definitions of the Practice of Medicine."
See app. 2.A, "Statutory Exemptions from Medical Licensure."
The Attorney General of Wisconsin has recently ruled that a physician employed

by a Veterans Administration hospital does not have to be licensed by Wisconsin for
his service within the Federal hospital, but he muse be licensed by the State in order
to participate in a rotating training program cooperatively conducted by the VA hospi-
tal and a non-Federal hospital. However, requirements for appointment to the VA
assured that the physician would qualify for a temporary educational certificate of
licensure by reciprocity. Op. Att'y Gen. (Aue. 31, 1966).

' For performance by such personnel of functions delegated by physicians and/or
authorized by statutes, see dr. 1, § A.Lb ; ch. 2.

' Cases involving the illegal practice of medicine by nonscientific practitioners are
legion. E.g., Beck v. Cooper, 147 Kans. 710, 78 P. 2d 884 (1938) ; People v. Hickey,
157 Misc. 592, 283 N.Y.S. 968, aff'd, 249 App. Div. 611, 292 N.Y.S. 177, appeal
denied, 279 N.Y. 788, 18 N.B. 2d 870, aff'd 280 N.Y. 559, 20 N.B. 2d 14 (1936).

" For reviews of these efforts, see reports of the A.M.A. Congresses on Quackery, the
most recent of which was held in 1966.

For legal regulation of chiropractors and other nonscientific practitioners, see ch.
1, § C, infra.

12 See note 5, supra and accompanying text.
Licensed physicians may even provide dental service, and several dental practice

acts specifically exempt physicians from their application. E.g., Georgia Code § 84-723
(1955) ; Tex. Rev. Civil Stat. art. 455 lb (4) (1960).

" See National Commission on Community Health Services, Health Isa Community
Affair, 77-100, 211-215 (1966).

For an account of the use and benefits of this practice in Standish, Mich., see Los
Angeles Times, Nov. 24, 1966, pt. V, p. 3, col. 8.

" Licensure of allied and auxiliary personnel is discussed in ch. 2, infra.
See generally ch. 2, infra.

" See note 75 and accompanying text, ch. 2, infra.
Barber v. Reinking, 68 Wash. 2d 122, 411 P. 2d 861 (1966), discussed in ch. 2,

§ A.1.b., infra.
" No. 35307, Justice Court of Redding Judicial District, Shasta County, Calif.

(December 1966).
Transcript at 861.

" There would seem to be small probability of appellate reversal on the law in this
case, since the instructions given the jury were essentially those requested by the
defense. Telephone conversation with Robert W. Baker, Esq., District Attorney of
Shasta County, Redding, Calif., January 1967.

Compare the difficulties experienced with the so-called "community rule" in
malpractice eases, discussed in ch. 4, § IlB, infra.

57 Cal. Id 74, 366 P. 2d 816, 17 Cal. Rptr. 488 (1961) .
Calif. Bus. & Prof. Code § 2137.1.
See generally American Hospital Association, Hospital Accreditation References

(1964).
See app. 2.B, "Statutory Exemptions for Supervised Delegations."

a See Magit v. Board of Med. Examiners, 57 CaL 2d 74, 366 P. 2d 816, 17 Cal,
Rptr. 488 (1961) , discussed in text accompanying note 24, supra.

See Barber v. Reinktng, 68 Wash. 2d 122, 411 P. 2d 861 (1966), discussed in ch.
2, § A.1.b., infra.
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" See People v. Whittaker, No. 35307 Justice Court of Redding Judicial District,
Shasta County, Calif. (Deamber 1966), discussed in text accompanying note 20,
supra.

' Medical licensing agencies are discussed in ch. 1, § A.2, infra. Existing regulatory
powers of many of these agencies seem sufficiently broad to authorize their promulga-
tion of rules governing delegation of medical functions.

" See app. 3, "Composition of AgencyTotal Number" column.
= See app. 3; "Composition of AgencyM.D.'s" column.
" See app. 3, "Composition of AgencyOther Occupations" column.
'Idaho Code § 54-1805 (1947) (Commissioner of Law Enforcement) ; Ky. Rev.

Stat. § 211.040 (1962) (Commissioner of Health) ; Mississippi Code Ann. § 7024
(Supp. 1964) (Elected by State Board of Health) ; N.H. Rev. Stat. § 329.4 (1966)
(Director of Division of Public Health Services, ex officio) ; Pa. Stat. Ann. Title 71,
§ 122 (Supp. 1966) (Commissioner of Professional and Occupational Affairs, and
Secretary of Health) ; West Virginia Code § 30-2A-1 (Supp. 1967) (State Director
of Health, cx officio).

" Calif. Bus. & Prof. Code §§ 2100, 2101 (une public member who is not a licen-
tiate in medicine, osteopathy, or chiropractic).

' See app. 3, "Appointment by Governor" and "Recommendation by Medical
Society" columns.

"Ky. Rev. Stat. § 211.040 (1962) ; Mississippi Code § 7024 (Supp. 1964) ; Utah
Code Ann. § 58-1-6 (1953).

"District of Columbia Code § 2-109 (1967) (Commission on Healing Arts) ; Ill.
Rev. Stat. ch. 91, § 16b-1 (Smith-Hurd 1966) (Director oi Registration and Educa-
tion) ; Nebr. Rev. Stat. § 71-117 (1966) (Department of Health) ; N.Y. Educ. Law
§ 6503 (Board of Regents) ; R.I. Gen. Laws § 5-26-2 (Supp. 1966) (Director of
Health) ; Utah Code Ann. § 58-1-6 (1953) (Director of Registration).

' Alabama Code Title 46, § 258 (Supp. 1965) ; N.C. Gen. Stat. § 90-3 (1965).
' See app. 3, "Recommendation by Other Professional Societies" column.
" Pa. Stat. Ann. Title 71, § 122 (1962).
' Maryland Code Ann. art. 43, § 120 (1965).
" Council of State Governments, Occupational Licensing Legislation in the States

38 (1952).
' Ibid.
° New York requir.:3 only eligibility for licensure. N.Y. Educ. Law § 6503.
' See app. 3, "Requirement of Practice in State" column.
" See app. 3, "Limitation on Faculty" column.
* Compare the unique Nebraska provision that no member of the board may be

connected with a wholesale or jobbing house dealing in medical supplies. Nebr. Rev.
Stat. § 71-115 (1966).

' Of course, the statutes must distinguish between accredited medical schools and
schools of chiropractic and other such educational institutions. The exclusion of faculty
members of proprietary institutions and institutions offering degrees not recognized by
the U.S. Office of Education is sound policy.

' See, e.g., Ariz. Rev. Stat. § 32-1402 (Supp. 1966) which replaced former sec.
32-1403(D) in 1964. But the repeal in Arizona is almost nullified by the concurrent
requirement that board members must have engaged in the full-time practice of medi-
cine in the State for 5 years preceding appointment.

" Ill. Rev. Stat. ch. 127, § 60a (Supp. 1966).
" Alaska Comp. Laws § 35-3-82 (1949) ; Ariz. Rev. Stat. § 32-1402(A) (Supp.

1966) ; Ark. Stat. § 72-602B(a) (1957 ) ; Georgia Code §§ 84-902, 903 (Supp. 1966) ;
Idaho Code § 54-1805 (1947) ; Mass. Gen. Laws, ch. 38, § 1 (Supp. 1966) ; Mont.
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Rev. Codes § 66-1001 (1961) ; South Carolina Code § 56-1351 (1962 ) ; Virginia
Code § 54-282 (1967) ; West Virginia Code § 30-2A-1 (Supp. 1967) .

" Cf. Darling v. Charleston Community Memorial Hosp., 33 Ill. 2d 326, 211 N.B.
2d 253 (1965), in which the Supreme Court of Illinois stated that a physician must
exercise ca..: and skill appropriate to the risk, and that the "community standard" can
no longer justify less than adequate medical care.

" See app. 3, "State Department" column.
" Ibid.

See app. 3, "Financing of AgencySpecial Fund" column. Special financing of
the board's operations may explain the statutory provisions for nominal compensa-
tion for board members. Compensation ranges from a low of $5 per diem plus travel
expenses in Alaska, Alaska Comp. Laws § 35-3-95 (1949), to a high of $30 per
diem plus expenses in Texas, Tex. Rev. Civil Stat. art. 4502 (1966). Per diem
rates of $10, $15, and $25 are common for this highly skilled and exacting service.

" See app. 3, "Financing of AgencyGeneral Fund" column.
" See app. 3, "Other Occupations Licensed by Same Agency" column.
" See ch. 1, § C, infra.

See text accompanying notes 28-30 supra.
" States without age requirements are: California, Georgia, Hawaii, Idaho, In-

diana, Iowa, Minnesota, Mississippi, Missouri, Montana, Nevada, New Mexico,
Oregon, Washington, and West Virginia.

" E.g., Hirsh v. San Francisco, 143 Cal. App. 2d 313, 300 P. 2d 177, 185 (1956 ) ;
State Bd. of Med. Educ. & Licensure v. Simon, 62 Dauph. 215 (Pa. Ct. C.P. 1951) ;
Hawker v. New York, 170 U.S. 189 (1898).

" Cf. Hallinan v. Comm'n of Bar Examiners, 65 A.C. 485, 491, 421 P. 2d 76, 81,
55 Cal. Rptr. 228, 233 (1966), in which the California Supreme Court stated:

Fundamentally, the question involved in both situations is the sameis the ap-
plicant for admission or the attorney sought to be disciplined a fit and proper person
to be permitted to practice law, and that usually turns upon whether he has committed
or is likely to continue to commit acts of moral turpitude. At the time of oral argu
ment the attorney for respondent frankly conceded that the test for admission and
for discipline is and should be the same. We agree with this concession. Therefore,
in considering the kinds of acts which would justify excluding a candidate for ad-
mission we may look to acts which have been relied upon to sustain decisions to disbar
or suspend individuals previously admitted to practice.

S e e Comment, "Entrance and Disciplinary Requirements for Occupational Li-
censes in California," 14 Stan. L. Rev. 533, 538 (1962).

" See note 161, infra.
Alabama, Alaska, Arizona, Arkansas, -Colorado, Delaware, Florida, Georgia,

Kansas, Kentucky, Louisiana, Missouri, Montana, Nebraska, Nevada, New Jersey,
North Carolina, North Dakota, Ohio, Oklahoma, South Carolina, Tennessee, and
West Virginia.

For full citizenship requirements for licensure by endorsement, which differ only
in Nevada, and North Dakota, see app. 5, "Citizenship" column.

" Connecticut, Hawaii, Idaho, Indiana, Iowa, Maryland, Massachusetts, Michigan,
Minnesota, New Hampshire, New Mexico, New York, Oregon, Pennsylvania, Rhode
Island, South Dakota, Texas, Vermont, Virginia, Wisconsin, and Wyoming (at
discretion of board).

New Hampshire, New Jersey, and Wyoming provide for temporary licenses to
those who have filed declarations. N.H. Rev. Stat. § 329-15 (1966) ; N.J. Stat.
§ 45:9-14 (1963) ; Wyo. Stat. § 33-333(a) (iii) (Supp. 1965). In Rhode Island
and Wyoming full citizenship must be acquired in the minimum allowable time in
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order to obtain permanent licensure. E.g., RI. Gen. Laws § 5-37-2 (Supp. 1966) ;
Wyo. Stat. § 33-333(a) (iii) (Supp. 1965).

" Medical Licensure Statistics for 1966, 200 J.A.M.A. 1055, table 11, p. 1068
(1967).

" Mont. Rev. Codes § 66-1003 (1962) ; Nev. Rev. Stat. § 630.160 (1963).
" California, District of Columbia, Illinois, Maine, Utah, and Washington.
"Sashihara v. Board of Pharmacy, 7 Cal. App. 2d 563, 46 P. 2d 804 (1935).
" Fisher and Nathanson, Citizenship Requirements in Professional and Occupational

Licensing in Illinois, 45 Chi. Bar. Rec. 391 (1964).
" Dent v. West Virginia, 129 U.S. 114 (1889).
" Fisher and Nathanson, supra note 73, at 397.
"Hawaii Rev. Laws § 64-3 (b) (Supp. 1963) (I year).
" Jurisdicfion of the medical licensing agency is not acquired because of the resi-

dence or citizenship of licensure applicants, but because of its duty to protect the
health and welfare of the people of the State.

" See ch. 1, § A.5, infra.
" Ariz. Rev. Stat. § 32-1423(7) (Supp. 1966).
" Okla. Stat. Title 59, § 493 (Supp. 1965).
81 See ch. 1, § A.6.a(2), infra.
"E.g., Mo. Stat. Ann. § 334100(11) (1966).
" See app. 4.A, "High School" and "College" columns.
"E.g., Calif. Bus. & Prof. Code § 2192 and app. 4.A.

See generally Citizens Commission on Graduate Medical Education, The Graduate
Education of Physicians (1966) ; L. Coggeshall, Planning for Medical Progress
Through Education (1965) ; Ruhe, Analysis of Medical Practice Acts of the Various
States, Address to the Federation of State Medical Boards of the U.S., in Chicago,
Feb. 11, 1967.

"Calif. Bus. & Prof. Code § 2192; Wash. Rev. Code § 18.71.055 (Supp. 1963).
"I See app. 4.A, "Medical School Curricula" columns; Ruire, supra note 85.
" G engerelli, "Education in the Sciences," 194 J.A.M.A. 583, 584 (1965).
" See app. 1.A, "Basic Science Certificate" column.
For basic science requirements for licensure by eLdorsement, which differ only in

Oklahoma and Vermont, see app. 5, "Basic Science Certificate" column
" See Wright, "The Point of View of Medical Examining Boards" in Basic Science

in Medical Education and in Qualification for the Practice of Medicine 51, 52 (1966).
" Id. at 53.
" In 15 jurisdictions the statute establishing the basic science board is sufficiently

broad to permit the board to accept examinations of the National Board of Medical
Examiners or State medical boards in lieu of its ownAlabama, Alaska, Arizona,
Arkansas, Connecticut, District of Columbia, Iowa, Kansas, Minnesota, Nebraska,
Oklahoma, Rhode Island, Tennessee, Washington, and Wisconsin.

" Iowa, South Carolina, and Texas do not require that the medical school be
approved. In Hawaii an acceptable alternative to graduation from an approwld medi-
cal school is active practice in another State or medical service with the U.S. Army,
Navy, or Public Health Service for 7 of the 11 years preceding licensure application.
Hawaii Rev. Laws § 64-3(d) (2) (Supp. 1963).

Approved Canadian medical schools are also accepted hi all U.S. jurisdictions
because they are accredited and approved by the same accrediting body as are
American Medical Schools.

" E.g., Tennessee Code Ann. § 63-611 (1956).
" One problem which the State boards or the national accrediting body may face

in the future results from the policy in some States of favoring their own residents in
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admission to State-supported medical schools. This policy, although understandable,
can have a detrimental effect on the quality of medical students in some cases and
could potentially affect the quality of the school as well as the number of graduates..
See "Doctor or Dropout," 41 J. Med. Educ. 1134 (1966) ; Association of American
Medical Colleges, 2 Datagrams No. 3 (1965), for correlations indicating that stu-
dents in medical schools with low expenditures and geographic restrictions have
lower median scores on the medical college admission test.

" See Sigerist, supra note 1.
" See app. 4.A, "Internship" column.
For internship requirements for licenktre by endorsement, which differ only in

Arkamas and Missouri, see app. 5, "One Year Internship" column.
" Ark. Stat. § 72-605(f ) (1957) ; Okla. Stat. Title 59, § 493 (Supp. 1965) Vt.

Stat. Ann. Title 26, § 1396 (1967).
" New Hampshire and Rhode Island Medtcal Licensure Statistics for 1966, 200

J.A.M.A. 1055 table 10, p. 1067 (1967).
Hawaii Rev. Laws § 64-3 (f) (Supp. 1963) (certificate of familiarity with Han-

sen's disease from State Institution treating Os-disease); Wash. Rev. Codel 18.71.050
(2) (3) (Supp. 1963) (experience in obstetrics and pathology).

" Alaska Comp. ,Laws § 35-3-85 (1944) (4 years) ; Nev. Rev. Stat Title 54,
1 630.160 (1963) (7 years).

" See generally authorities cited, supra mite O-
m Citizens Commission on Graduate Medicai fducation, supra note 85, at 62.

Ariz. Rev. Stat. § 32-1423 (4) (Supp. 1966); NJ. Stat. § 45:9-8(3) (1963).
"I Cf. Citizens Cotnmission on Graduate Medical Education, supra note 85, at

63: "We recommend that State licensure acts * * 0 be amended to eliminate the
requirement of a separate internship and to substitute therefor an appropriately
described period of graduate medical education."

"The requirements are described in the annual Directory of Approved Internships
and Residencies published by the American Medical Association.

1" See Sigerist, supra note 1.
' See generally authorities cited, supra note 85.

See note 33, supra and accompanying text.
See notes 48-52, supra and accompanying text.

It should be noted that college and university faculty members are generally assigned
responsibility for administering statutory basic science examinations, and medical
school faculty members participate in development of the examinations given by the
National Board of Medical Examiners.

' Arizona, California, Iowa, Minnesota, Montana, Nebraska, Nevada, North
Dakota, Oregon, Pennsylvania, Rhode Island, South Carolina, Tennessee, West
Vitxinia, Wisconsin, and Wyoming.

Ariz. Rev. Stat 1 32-1428 (e) (Supp. 1966).
Wyo. Stat. 1 33-333(b) (Supp. 1965).

" The membership of the National Board includes representatives from the Federa-
tion of State Medical Boards of the United States, the Council on Medical Education
of the American Medical Association, the Association of American Medical Colleges,
the American Hospital Association, the U.S. Armed Services, and the Veterans Admin-
istration. In addition, members at large are elected from among leading physicians
throughout the Nation. See generally Womack, The Evolution of the National Board
of Medical Examiners, 192 J.A.M.A. 817 (1965).

The nine States which do not recognize National Board certification for initial
licensure are: Arkansas, Delaware, Florida, Georgia, Indiana, Lousiana, Michigan,
North Carolina, and Texas. However, Delaware, Indiana, North Carolina, and Texas
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accept National Board certification if the diplomate has been licensed by another
State, and Georgia accepts certificates of the National Board issued prior to October
1953.

"See Fordham, "Medical Licensure; A Comparative View," 192 J.A.M.A. 140
(1965).

111 Calif. Bus. & Prof. Code § 2321; Oreg. Rev. Stat. § 677.120 (5) (1966).
118 Letter from the National Board of Medical Examiners to the authors, Feb. 16,

1967.
11' 14 National Board Examiner, No. 2, p. 3 (Nov. 1966).
1" Arkansas, Louisiana, and Nevada have no provisions for the licensure of foreign

medical graduates. In Delaware the licensure statute requires graduation froni an
approved medical school in the United States or Canada, but exceptions may be made

.on the unanimous recommendation of the licensing agency. Delaware Code Ann. Title
24, § 1733 (b) (Supp. 1966).

This discussion of licensure of foreign medical graduates is not applicable to gradu-
ates of approved Canadian medical schools, who are generally treated the same as
United States graduates because their schools are accredited by the same accrediting
body as are American medical schools.

"1 E.g., Mo. Stat. Ann. § 334.045 (1966) ; Okla. Stat. Title 59, § 498(d) (1961) ;
South Dakota Code § 27.0308 (1952) . See Medical Licensure Statistics for 1966,
supra note 99, at appendix table 10 p. 1104.

' Wis. Stat. § 147.15(1m) (1965).
' See ch. 1, §§ A.3.a(1)(3 ), supra.
"Delaware Code Title 24, § 1733(a) (4) (Supp. 1966) ; Hawaii Rev. Laws § 64-3

(b) (1963) ; West Virginia Code § 30-3-4(c) (1966). See also Calif. Bus. & Prof.
Code § 2193(d) requiring 1 year of internship in the State.

' See notes 76-78, supra and accompanying text.
' West Virginia Code § 30-3-4(c) (1966).
12r For discussion of the propriety of importing physicians from other countries to

the United States, see 2 The President's Commission on Heart Disease, Cancer and
Stroke: A National Program to Conquer Heart Disease, Cancer, and Stroke 281
(1964). ,

"See app. 4.B, "ECFMG Certification" column.
' See app. 4.B, "Internship or Residency" column.
' Ariz. Rev. Stat. § 32-1424 (4) (Supp. 1966) (2 years) ; Calif. Bus. & Prof. Code

§ 2193(d) (2 years) ; Hawaii Rev. Laws § 64-3(d) (3 ) (Supp. 1963) (3 years) ;
Iowa Code § 148.3(1 ) (b) (1962) (3 years) ; Ky. Rev. Stat. § 311.570(1) (1962 )
(5 years) ; Virginia Code § 54.306.3 (1967) (2 years).

' Wis. Rev. Stat. § 147.15(1m) (1965).
"See app. 4.B, "Existing License" column.
' Ariz. Rev. Stat. § 32-1424 (5) (Supp. 1966).
' See app. 4.B.
135 Cf. ch. 1, § A.3.b (5), supra.
13' See, e.g., Mo. Ann. Stat. § 334.070 (1956) ; Tex. Civ. Stat. art. 44-99 (1966).
' See, e.g., Alabama Code Title 46, § 265 (1968) ; Mo. Ann. Stat. § 334.060

(1966 ) ; Tex. Civ. Lat. art. 4498(a) (1966).
' See, e.g., Calif. Bus. & Prof. Code 2111; N.Y. Educ. Law § 6510(4).
' The five States without renewal requirements are Kentucky, Massachusetts, Mis-

sissippi, New Jersey, and Ohio.
"For discussion of reinstatement of licenses after disciplinary suspension or revo-

cation, see ch. 1, § A.6.c. infra.
"E.g., Colo. Rev. Stat. § 91-1-23 (1963) ; Nebr. Rev. Stat. § 71-110(3) (1966) .
1" Calif. Bus. & Prof. Code § 2376.5.
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Ariz. Rev. Stat. § 32-1429 (F) (Supp. 1966).
Cf. ch. 1, § A.6.a., infra.

1" See Prosser, The Law of Torts § 40, at 195 (2d ed. 1955 ) ; ch. 4, § infra.
1" See editorial, "The Quality of Medicine Is Strained," 200 J.A.M.A. 1122 (1967).
141 Hawaii will, however, accept certification by the National Board of Medical

Examiners. Hawaii Rev. Laws § 64-3 (Supp. 1963).
' See generally app. 5.
149 Although some licensure statutes refer to reciprocity agreements between States,

no formal agreements exist. Reciprocity is determined by regulations of the licensing
boards or by informal arrangements between jurisdictions.

1" See app. 5, "Requirements" and "Other Factors" columns. A few States also
require that the existing license for which endorsement is sought must have been
procured without fraud, or within a specified number of years preceding the current
application, and/or that it must never have been suspended or revoked. In some States
an applicant who has failed the State licensing examination cannot thereafter be
granted a license on the basis of credentials from another State.

Alabama, Arizona, California, Delaware, District of Columbia, Idaho, Illinois,
Iowa, Kansas, Kentucky, Maryland, New Hampshire, New York, Oklahoma, Pennsyl-
vania, and Wyoming.

1" Connecticut, Indiana, Massachusetts, Montana, Nebraska, Ohio, South Carolina,
and Virginia.

152 Dent v. West Virginia, 129 U.S. 114 (1888). For a more comprehensive state-
ment of the constitutional scope of the States' polce power, see Nebbia v. New York,
291 U.S. 502 (1934).

See ch. 1, § 3.b(3), supra.
1" See note 115, supra and accompanying text. As there indicated, 42 jurisdictions

currently accept National Board certification in lieu of State examination for initial
licensure, and 46 accept such certificates for endorsement of other State licenses.

U.S. Const. art. IV, § 1. In no instances have medical licenses, or any other State
licenses limiting certain activities to qualified individuals, been construed as "public
acts" entitled to full faith and credit by sister States. See Jackson, "The Full Faith and
Credit Clause; The Lawyer's Clause of the Constitution," 45 Colum. L. Rev. 1 (1945).

U.S. Const..art. I, § 8, clause 3. Whether a State's restrictions upon the entrance
of physicians could be held to violate the commerce clause would depend on whether
the applicable regulation of the practice of medicine was construed to affect interstate
commerce, and whether the regulation was considered to impose an undue burden on
such commerce. In the absence of precisely relevant precedent, these questions cannot
be definitely answered since they involve some of the most complex issues in constitu-
tional law. See, e.g., "A Symposium on State Taxation of Interstate Commerce," 46
Va. L. Rev. 1051 (1960).

" F. S. Mott & M. I. Roemer, Rural Health and Medical Care 377 (1948).
" See app. 5, "At the Discretion of the Board" column. The six States without

discretionary qualifications of their reciprocity requirements are Alaska, Arkansas,
Georgia, Louisiana, Nevada, and Vermont.

1" Iowa Acts 1963, ch. 122, § 11 at 201-02; Minn'. Stat. § 147.04 (Supii. 1966).
" It is possible that statutory grounds for suspension or revocation of an existing

license may influence the interpretation of statutory requiremettS for the issuance of a
new license, especially criteria such as "good moral Character." See note 64, supra
and accompanying text. And, in gener4 the sai-lie statutory iitocedures may be uscd
by an aggrieved physician to test a licensing agency's initial refusal to license Win or
subsequent decision to discipline him. the present section, however, considers iaoth
grounds and procedures only in disciplinary contexts.
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" See generally app. 6, "Some Offenses Subject to Disciplinary Action" colunm.s;
app. 7, "Grounds" column.

" A.M.A. Medical Disciplinary Committee, Report to the Board of Trustees 41
(1961). This report was based upon the same statutory survey as app. 6 of the present
report. For subsequent amendments of the statutes, see app. 7.

Czarra v. Board of Med. Supervisors, 25 App. D.C. 443, 451 (1905).
"Id. at 453.

E.g., Board of Med. Examiners v. Mintz, 233 Oreg. 441, 378 P. 2d 945 (1963).
See also "Cases on Revocation of Physicians' Licenses" (Am.. Med. Association,
mimeograph, undated) ; 41 Am. Jur. Physicians and Surgeons § 46 (1938); 70
C.J.S. Physicians and Surgeons § 31 (1955) ; Annot., 5 A.L.R. 94 (1920), 79 A.L.R.
323 (1932), 163 A.L.R. 909 (1946).

Sage-Allen Co. v. Wheeler, 119 Conn. 667, 678-79, 179 Atl. 195, 199-200
(1935).

" A.M.A. Med. Disciplinary Comm., supra note 163, at 45, 46.
" In most States the statutes give the licensing board discretionary authority to

suspend or revoke licenses on the grounds listed. In only a few States does the board
have a statutory "duty" to suspend or revoke licenses; e.g., Georgia Code § 84-916
(Supp. 1966).

1" Compare the reported incidence of various complaints against physicians,
Med. Disciplinary Comm., supra note 163, at 18, with the grounds most frequently
involved in disciplinary actirms, Id. at 25.

See generally A.M.A. Med. Disciplinary Comm., supra note 163.
Ariz. Rev. Stat. § 32-1401 (8) (t) (Supp. 1966).

" For more complete statement and discussion of the standard applicable to civil
malpractice cases, see ch. 4, § IIB, infra.

Ariz. Rev. Stat. § 32-1401(8) (h) (Supp. 1966).
' N.J. Stat. § 45: 9-16(h) (1963) .

Oregon Rev. Stat. § 677.190(19) (1961).
1" R.I. Gen. Laws § 5-37-4(j) (Supp. 1966).

For discussion of abortion laws, see Leavy and Kummer, "Abortion and the
Population Crisis: Therapeutic Abortion and the Law; Some New Approaches," 27
Ohio St. L. J. 647, 654 (1966) ; Roemer, "Due Process and Organized Health Serv-
ices," 79 Pub. Health Rep. 661, 666 (1964).

179 In 1967 Colorado (which previously allowed abortion to preserve health) and
North Carolina amended their abortion laws along the lines of the Model Penal Code
§ 207.11 (1957). Colo. Rev. Stat. 1963, as amended by § 40-2-50 (1967) ; N.C. Gen.
Stat., Art. II, ch. 14 (1967). California adopted a statute permitting abortions to
preserve a woman's health and in cases of rape and incest. Therapeutic Abortion
Act; Calif. Sess. Laws 1967, ch. 327. In all these States, license revocation will now
be authorized only for abortions outside the exceptions to the criminal law.

Oreg. Rev. Stat. § 677.190 (2) (1961) .
S:ate v. Buck, 200 Oreg. 87, 262 P. 2d 495 (1953). 'For discussion of this case,

see Leavy and Kummer, supra note 178, at 654.
Mississippi Code § 8893.1(5) (Supp. 1964).

IN Mental disability grounds are indicated in app. 6, "Mental illness" column, and
app. 8; recent amendments are specially noted in app. 7, "Grounds" column.

Alaska Code Title 46, § 270 (Supp. 1965).
185 Wyo. Stat. § 33-340(e) (1959).

breg. Itty, ptat. § 677.225 (1961) ; cf. Oreg. Rev. Stat. § 677.190(18) (1961).
Calif. Bus. & Prof. atte g 2416.

g If Pod 54-317 1(2) (1966).
4, 4441
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1" Compare the proposal that periodic reexamination and/or regular participation
in continuing education programs be made "requirements for continuing member-
ship in organized medicine and other medical associations." Gunderson, "Medical
Responsibilities in a Changing World," 170 J.A.M.A. 280, 282 (1959).

Educ. Law § 6514- .1(d).
"1 Conn. Gen. Stat. Rev. § 40-5 (1958) District of Columbia Code §§ 2-123, 2-131

(1967) ; Iowa Code §§ 147.58 (1962) ; La. Rev. Stat. Title 37, § 1285 (1950) ; Wis.

Rev. Stat. § 147.20(2) (1965).
Ann. Stat. ch. 91, § 16a (Smith-Hurd 1966) ; Nebr. Rev. Stat. § 71-149

(1966) ; R.I. Gen. Laws Ann. § 5-37-4 (Supp. 1966).
12° Alabama Code Title 46, §§ 259, 270 (Supp. 1965) ; Tennessee Code Ann.

§§ 63-606, 63-618 (1956).
1" Delaware Code Title 24, §§ 1701, 1741 (1953 and Supp. 1966).
" Wash. Rev. Code § 18.74.080 (Supp. 1963).
" For the designation and composition of medical licensing agencies, see ch. 1,

§ A.2.a., supra; app. 3.
Sf,a ch. 1, § A.2.a,b., supra.

" A.M.A. Med. Disciplinary Comm., supra note 163, at 60.
" Id. at 55, 68.

See F. Grad, Public Health Law Manual 62-74 (1965) ; Reich, The New Prop-
erty, 73 Yale L. J. 733 (1964).

"See app. 6, "Privileges of Defendant" columns; app. 7, "Procedures" column.
2°2 See app. 6, "Appeal" column; app. 7, "Procedures" column.
2°3 Horton v. Clark, 316 Mo. 770, 293 S.W. 362 (1927).
2°4 Ramsay v. Shelton, 329 III. 432, 160 N.B. 769 (1928).
"Board of Med. Examiners v. Lewis, 149 Ga. 716, 102 S.E. 24 (1920).
"Shively v. Stewart, 65 A.C. 514, 518-19, 421 P. 2d 65, 68, 55 Cal. Rptr. 217,

220 (1966) :
The criminal law analogy is appropriate here. The medical board has the resources

of the State at its command to enable it to secure complete information and to prepare
its case before filing an accusation. Since the agency is the accuser, a party to the
proceeding, and ultimately makes a decision on the record, its concentraion of func-
tions calls for procedural safeguards. Petitioners have been charged with crimes and
should have the same opportunity as in criminal prosecutions to prepare their defense.

Moreover, when, as in this case, a busy professional board must be assembled to hear
the charges, it is of the utmost importance that full preparation be promoted so that
needless continuances can be avoided.

"Cooper v. Board of Med. Examiners, 35 Cal. 2d 242, 217 P. 2d 630 (1960).
" State v. Hanson, 201 Iowa 579, 207 N.W. 769 (1926).
"Schoenen v. Board of Med. Examiners, 245 A.C.A. 972, 54 Cal. Rptr. 364

(1966).
2" E.g., Ariz. Rev. Stat. § 32-1452(A) (1) (Supp. 1966) ; N.M. Stat. § 67-5-26

(B) (1961) ; Wis. Rev. Stat. § 147.26(2) (1965).
211 E.g., Ariz. Rev. Stat. § 32-1452(A) (1) (Supp. 1966) ; Calif. Bus. & Prof. Code

§ 2376.5.
suP E.g., Calif. Bus. & Prof. Code § 2376.5; N.M. Stat. § 67-5-26(C) (1961) ; Wis.

Rev. Stat. § 147.26(2) (1965).
Separate reinstatement criteria and procedures especially characterize recently

enacted mental disability provisions. See app. 7.
"E.g., Calif. Bus. & Prof. Code § 2416; N.M. Stat. § 67-5-26(A) (1961).

" See text accompanying notes 185-189, supra.
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" 2 McNerny, Hospital and Medical Economics 1274 (1962) ; Northrup, Perspec-

tives from the Past: Sixty-jive Years of Progress, 60 J. Am. Osteopathic Association

81 (1960).
2 McNerny, op. cit., supra note 216, at 1275.

" A.M.A. Comm. on Osteopathy & Medicine, Report (1955), reprinted in Appoint-

ment of Doctors of Osteopathy as Medical Officers, Hearings on H.R. 483 Before a

Subcom. of the Senate Comm. on Armed Services, 84th Cong., 2d Sess. 79, 87 (1956).

" Of the 305,115 physicians in the United States as of Dec. 31, 1965, the degree of

Doctor of Osteopathy was held by 13,027. U .S. Department of Health, Education,

and Welfare, Health Resources Statistics, 1965, 98 (1965).
See generally Holman, Osteopathy and the Law, 195, No. 10 J. Am. Med. Asso-

ciation 283 (Mar. 7, 1966).
See app. 9.
Ibid.
Ibid.

" Ibid.
Ibid.

"Ibid.
Cal. Bus. & Prof. Code § 3600.
Cal. Bus. & Prof. Code § 2100-2101.

" See app. 9.
" Ibid.

Dixussion with former President of Louisiana State Medical Association.

"Kisch and Viseltear infra note 253.

In general interstate recognition of osteopathic licenses is based on equivalence of

education. See, e.g., Oreg. Rev. Stat. § 681.0S0 (1961) ; Wash. Rev. Code § 18.57.130

(1959).
Health Professions Educational Assistance Act of 1963, 42 U.S.C. §§ 292-292b,

292d to 292j, 293-393h, 294-294e (1963).
Ariz. Rev. Stat. § 32-1825 (B) (1956) ; Fla. Stat. § 459.19 (1965) ; Me. Rev.

Stat., Title 71, § 6 (1954) ; Mich. Stat. § 14.573 (1956) ;Nev. Rev. Stat. § 633.110 (3)

(1963); N. Mex. Stat. § 67-8-17 (1953) ; North Dakota Code § 43-14-17(2)

(1959); Ohio Rev. Code § 4731.37 (1964) ; Okla. Stat., Title 59, § 641 (1961) ;

Tennessee Code § 63-908 (Supp. 1966); Vt. Stat., Title 26, § 1836 (1967); West

Virginia Code § 30-14-10 (1966).
In nearly all the 12 States cited in note 234, supra, attendance at the annual

educational program conducted by the State osteopathic association, or its equivalent,

satisfies the requirement of refresher education.
See ch. 1, § A.4., supra.
See ch. 1, § B.2.a., infra.
See ch. 1, § B.1., supra.
2 McNerny, supra note 216, at 1281-82.

'1' Id. at 1275-76.
"I Id. at 1278.

Id. at 1275-78, 1281-83, 1442.
2" 42 U.S.C. §§ 291 et seq. (1963).

See American Hospital Association, Hospital Accreditation References (1964).

" Kurk v. Medical Soc'y, 276 N.Y.S. 2d 1007, 223 N.E. 2d 499 (1966), aff'g 24

App. Div. 2d 897, 264 N.Y.S. 2d 859 (1965), rev'g 46 Misc. 2d 790, 260 N.Y.S. 2c1

520 (1965).
"Newton v. Board of Comm'rs, 86 Colo. 446, 282 Pac. 1068 (1929) ; Richardson

v. Miami, 144 Ha. 294, 198 So. 51 (1940); Lambing v. Board of Comm'rs, 45 Idaho
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468, 263 Pac. 992 (1928) ; Munroe v. Wall, 66 N.M. 15, 340 P. 2d 1069 (1959);
Wallington V. Zinn, 146 W. Va. 147, 118 S.E. 2d 526 (1961) ; Duson v. Poage, 318
S.W. 2d 89 (Tex. Civ. App. 1958) ; Harr is v. Thomas, 217 S.W. 1068 (Tex. Civ. App.
1920).

2' Iowa and Michigan, cited by Holmart, supra note 20, at 281.
Stribling v. Jolley, 362 Mo. 995, 245 S.W. 2d 885, modified, 241 Mo. App. 1123,

253 S.W. 2d 519 (1952) ; Morgan v. State, 155 Nebr. 247, 51 N.W. 2d 382 (1952) ;
New Jersey cases cited notes 249, 251, infra and accompanying text.

244 62 N.J. Super. 184, 162 A.2d 324 (1960), aff'd, 34 N.J. 582, 170 A.2d 791, 89
A.L.R. 2d 952 (1961 ).

162 A.2d at 337. Cf. Group Health Ins. v. Howell, 40 N.J. 436, 193 A.2d 103
(1963), discussed in ch. 5, § infra, in which a restrictive enabling act for medical
care plans was held to be an unconstitutional delegation of the legislature's licensing
power to the State medical society.

76 NJ. Super. 149, 183 A.2d 878 (1962), aff'd, 40 N.J. 389, 192 A.2d 817(1963).
'I Cal. Bus. & Prot. Code § 3600.
" For an historical account of the forces and interests involved in this unique ac-

complishment, see Kisch and Viseltear, Doctors of Medicine and Doctors of OsteopaAy
in California; Two Separately Legitimized Medical Professions Face the Problem of
Providing Medical Care, a case study prepared by the U.C.L.A. School of Public
Health and published by the Division of Medical Care Administration, U.S. Public
Health Service, Washington, D.C. (1967).

Cal. Bus. & Prof. Code § 3600. This section of the Osteopathic Practice Act no
longer provides for licensing osteopaths, but states that the law governing licenses of
the Board of Osteopathic Examiners is to be found in the division of the code relating
to the practice of medicine.

Kisch and Viseltear, supra note 253.
Cal. Bus. & Prof. Code § 2396.
Kisch and Viseltear, supra note 253.

11' Ibid.

a. Ibid.
Ibid.
See ch. 1, § A.5., supra; text accompanying note 245, supra.
A.M.A. News, Jan. 9, 1967, at 9, col. 2.
See A.O.A.-A.M.A. Relationships (undated "White Paper" published by the

American Osteopathic Association).
2 4 Cultists should be distinguished from religious healers, such as Christian Science

practitioners, who are accepted from the operation of medical &ensure laws. See ch.
1, § A.I.a., supra. This exemption is based upon constitutional freedom or religion
and the legal right of competent adults to refuse medical treatment

See ch. 1, § B., supra.
Stanford Research Institute, Chiropractic in California 3 (1960) (estimated

25,000 chiropractors in United States in 1957) ; Smith, "Chiropractit:: Science or
Swindle?" 43 Today's Health 56 (1965) : "Today chiropractors may be treating as
many as S million people a year for ailments ranging from headaches to cancer. . . .
The 1960 census listed 14,360 chiropractors in the United States but the American
Chiropractic Association claims there are 25,000 and a public relations firm for the
chiropractors says there are 35,000."

24 American Medical Association, Chiropractic: The Unscientific Cult 5 (1965).
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E.g., American Medical Association, supra note 267; Boyd, The Cult of Chiro-
practic (2d ed. undated) ; Doyle, "Science v. Chiropractic" (1953) ; Smith, supra note
266; Sta lvey, "What's New in Chiropractic?" 57 N.Y. State J. Med. 49 (1957).

" Set England v. La. State Bd. of Med. Examiners, 246 F. Supp. 993 (ED. La.
1965), aff'd mem. 384 U.S. 885 (1966).

"l° Id. at 995: "There seem to be two schools of chiropractic. The members of the
International Chiropractic Association apparcutly believe that there is one cause
of diseasesubiuxation of the vertebraand one curemanipulation of the spine
to relieve the subluxation. The American Chiropractic Association, while not as
absolute in its approach to the problem of disease, nevertheless feels that chiropractic
is a complete and independent healing art which not only can prevent disease, but can
cure disease if the manipulation of the spine begins in time."

"' See authorities cited notes 268, 269, supra.
"I See, e.g., Bayer, Medicine Men and Men of Medicine (1940) ; Reed, The Healing

Cults (1932) ; Statement of Deans of University of Rochester School of Medicine and
Dentistry, Cornell University School of Medicine, Albert Einstein College of Medicine,
and New York Medical College, presented to the Rules Committee of the New York
State Assembly, Mar. 25, 1963; authorities cited note 268, supra.

"3 Medical Society of the State of New York, Myth and Menace: The Truth
about Chiropractic (1948) ; authorities cited notes 268, 272, supra.

"` See e.g., Smith, supra note 266 at 59; Statement of Chief Medical Examiner,
City of New York; President, Medical Society of the County of New York; and
Chairman, Joint Committee of the New York State Bar Association and the Medical
Society of the State of New York, presented to the Rules Committee of the New
York State Assembly, Mar. 25, 1963.

"I See e.g., A.M.A. Department of Investigation, Data Sheet on Chiropractic 3
(1966) ; Boyd, supra note 268 at 56-57; Marsel, "Can Chiropractic Cure?" [19461
Hygiene 6.

"I Illustrative is the most recent enactment of chiropractic licensure in 1963 by the
New York Legislature, despite the adamant and unanimous opposition of the edu-
cational, medical, and scientific communities. Massachusetts followed suit in 1966.
(Personal communication from Law Department, A.M.A.)

' See Introduction, supra; ch. 1, § A., supra.
"8 See ch. 1, § A.1.a., text accompanying notes 9, 10, supra.
"' Smith, supra note 266, at 59.
"" See Boyd, supra note 268, at table 1; A.M.A. Department of Investigation,

Scope of Chiropractic Practice in the United States (1966).
". Calif. Deerings Gen. Laws Act 4811; Fla. Stat. § 460.11 (1965 ) ; Pa. Stat. Ann.

Title 63, § 602 (b) (Purdon, 1959).
"1 E.g., Mont. Rev. Codes § 66-569 (1962) ; N.C. Gen. Stat. § 90-151 (1965).
I" The California courts have held that the scope of chiropractic is not enlarged by

such statutory language. Crees v. Medical Examiners, 213 Cal. App. 2d 195, 28 Cal.
Rptr. 621 (1963) ; People v. Mangeofi, 97 Cal. App. 2d 935, 218 '2. 2d 1025 (1950) ;
People v. Fowler, 32 Cat App. 2d 737, 84 P. 2d 326 (1938). Cf. Elicited v. Swayze,
15 Wash. 2d 281, 130 P. 2d 349 (1942), holding that licensure standards may be
more demanding than training given in chiropractic schools, as long as they have
"real and substantial relation" to the protection of public health and welfare.

"'Boyd, supra note 268, at 27.
"I Anderson Report, Issues Confronting The Delegates and Members of the Ameri-

can Chiropractic Association as They Seek to Solve the Problems of Chiropractic
Education 8, 9-10 (1964).
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" in addition to basic prohibitions of drugs and surgery, one or more licensure
statutes also proscribe the practice of obstetrics, osteopathy, physiotherapy, dentistry,
optometry, or chiropody; the use of X-rays for therapeutic purposes; or the piercing
of tissue for any purposes. See authorities cited note 280, supra. The New York
statute contains a rather comprehensive list, and this statute is also (me of the few
which designate certain types of diseases which may not be treated by chiropractic.
N.Y. Educ. Law § 6558(3).

" Since statutory enforcement is notoriously lax in those States in which the
licensing agency is a board of chiropractors, consideration should be given to enforce-
ment by nonchiropractic agencies as a prerequisite for any improvement

" Mont. Rev. Codes § 66-509 (1962), specifying that licensed chiropractors
"shall be permitted to use the prefix Dr. or Doctor as a title!" .

Fla. Stat. § 460.11(3) (1965) ; Idaho Code § 54-714 (1957) ; Nev. Rev. Stat.
§ 634.120(3) (1963), specifically permitting licensees to use the term "chiropractic
physician." But see N.D. Century Code § 43-06-11 (1960): "A licensed chiropractor
may not use the title physician, or surgeon, but may use the title doctor of chiropractic,
or D.C."

See, e.g., Colo. Rev. Stat § 23-2-18 (1963) ; Conn. Gen. Stat. § 20-32 (1958) ;
Hawaii Rev. Laws § 60-14 (1963) ; Kans. Stat. § 65-2885 (1964) ; Maine Rev. Stat
ch. 66, § 7 (1954) ; N.J. Stat. § 45:9-14.5 (1963) ; North Dakota Century Code
§ 43-06-11 (1960) ; Virginia Code § 54-279 (1950) ; West Virginia Code § 3006
(1966) ; Wyo. Stat. § 33-142 (1957). Cf. Iowa Code § 151.6 (1962) ; N. Mex. Stat.
§ 67-1-22 (1953) ; Tennessee Code § 63-117 (1956), which require chiropractors
to identify themselves in other ways.

" See Boyd, supra note 268, at 46-47.
"See ch. 1, § C.2.a.(2), infra.

Boyd, supra note 268, at 19-23; Smith, supra note 266, at 59-61; authorities
cited notes 295,296, infra.

See Anderson Report, supra note 285, at 32.
Stanford Research Institute, supra note 266; A.M.A. Department of Investiga-

tion, "Educational Background of Chiropractic School Faculties," 197 J. Am. Med.
Association 999 (1966).

A.M.A. Department of Investigation, Special Report: Requirements for Admis-
sion to Schools of Chiropractic, 190 J. Am. Med. Association 763 (1964).

'1" A high school diploma or its equivalent is required by the statutes of Alabama,
Arizona, Arkansas, California, Colorado, Iowa, Kentucky, Minnesota, Missouri,
Nebraska, Nevada, New Hampshire, New Mexico, New York (until 1968), Rhode
Island, South Dakota, Tennessee, Texas, and Vermont Two years of approved
college is the statutory requirement in Alaska, Connecticut, Delaware, Florida,
Hawaii, Illinois, Indiana, Maine, Montana, New Jersey, New York (after 1968),
North Carolina, North Dakota, Ohio, Oklahoma, Oregon, Virginia, West Virginia,
Wisconsin, Wyoming. The statutes of Georgia, Marylasad, Pennsylvania, and Utah
require either 1 year of college or college credits in specified courses. See A.M.A.
Department of Investigation, Scope of Chiropractic Practice in the United States

(1966).
Cf. ch. 1, § A.3.b.(2), supra.
Such comparative data may no longer be av4able if the American Chiropractic

Association succeeds in its efforts to prevent identification of the schools from which
examination applicants come. Smith, supra note 266, at 59.

Accordingly, the International Chiropractic Association is attempting to prevent
the same boards from grading the examinations of medical and chiropractic students.

Ibid.
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' Doyle, supra note 266, at 10.
*" See Smith, supra note 266, at 59-60.
" Id. at 59.
a" For example, although chiropractors were not licensed by New York until 1963,

over 3,000 were illegally practicing in the State as of 1957. Stalvey, supra note 268, at

56. See also Medical Society of the State of New York, supra note 273.

' "There is no special statute covering chiropractic [in Louisiana] * * * persons

desiring to practice chiropractic in Louisiana must qualify under the provisions of the

Medical Practice Act." England v. Louisiana State Board of Medical Examiners, 246

F. Supp. 993, 995 (BD. La. 1965), aff'd mem. 384 U.S. 885 (1966). The refusal

of the Louisiana Legislature to provide special licensure for chiropractors has been sus-

tained against constitutional objections. Ibid.
'4 Stalvey, supra note 268: at 58.
3" Gian-Cursio v. State, 180 So. 2d 396, 398 (Fla. 1965), quoting State v. Hernes,

144 Fla. 272, 274, 197 So. 787, 788 (1940).
" See generally A.M.A. Department of Investigation, Scope of Chiropractic Prac-

tice in the United States (1966).
' Mont. Rev. Codes § 66-508 (1947) ; N.D. Century Code § 43-0616(2) (1959) ;

Oreg. Rev. Stat. § 684.030 (1961) ; S.D. Code § 27.0508 (1939).
' N.J. Stat. § 45: 9-14.5 (1963).
' Maryland Code art. 43, § 510 (1957).
' Tennessee Code § 63-415 (1956).
' N.C. Gen. Stat. § 90-153 (1965). The same right of access to public supported

institutions is granted by the South Carolina State Board of Chiropractic Examiners,

Rules and Regulations § 17.
a" N.D. Century Code § 43-0617 (1959) .
' Stalvey, supra note 268, at 57.
" Ibid.
' Rev. Rul. 55-261, 1955-1 Cum. Bull. 307; I.T. 3598, 1943 Cum. Bull. 157.
' Stalvey, supra note 268, at 57.



Appendix 1

Statutory Definitions of the Practice of Medicine

[Excerpts from State Medical Practice Acts prepared by the American Medical Asso-

ciation Legal Department (Bernard Hirsh, General Counsel) November 1966, and

updated by UCLA as of June 19671

ALABAMACodeTitle 46, Section 262
Any person who treats or offers to treat diseases of human beings in this State by

any system of treatment, whatsoever, without having obtained a certificate of quali-

fication from the State board of medical examiners, shall be found guilty of a

misdemeanor.

ALASKACompiled LawsSection 35-3-94
Any person shall be deemed as practicing within the meaning of this act, who shall

have and maintain an office or place of business for the purpose of treating the sick

or injured for pay, or who shall publicly display his or her name and words physi-

cian or surgeon, MD., Dr., or Doctor in public view or shall assume or advertise any

title which shall show or tend to show that the person assuming or advertising the

same is willing or qualified to treat the sick or injured, or who for a fee shall prescribe,

direct, or recommend for the use of any person, any drug or medicine for the treat-

ment, cure or relief of any disease, infirmity, bodily injury, or defect, or for a fee

perform any surgical operations for the cure, relief or reduction of any disease, bodily

injury, deformity, or defect

ARIZONARevised StatutesSection 32-1402

A person shall be regarded as practicing medicine and surgery, or either, if he, by

any indication or statement, claims his ability or willingness to, or does, diagnosticate

Or prognosticate any human ills, real or imaginary, Or claims his ability Or Willing IleSS

to, or does, prescribe or administer any medicine, treatment or practice, or performs

any operation, manipulation or application for compensation.

ARKANSASStatutesSection 72-604
The term "practice of medicine" shall mean:

(a) Holding out oneself to the public within this State as being able to diagnose,

treat, prescribe for, palliate or prevent any human disease, ailment, injury, deform-

ity or physical or mental condition, whether by the use of drugs, surgery, manipula-

tion, electricity, or any physical, mechanical, or other means whatsoever;

(b) Suggesting, recommending, prescribing or administering any form of treat-

ment, operation or healing for the intended palliation, relief or cure of any physical

or mental disease, ailment, injury, condition or defect 7f any person with the in-

tention of receiving therefor, either directly or indirectly, any fee, gift or compen-

sation whatsoever;
(c) The maintenance of that office, or other place to meet persons, for the pur-

pose of examining or treating persons afflicted with disease, injury or defect of mind

or body;

4
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(d) Using the title M.D., M.B., Physician, Surgeon, or any word or abbreviation

to indicate or induce others to believe that one is engaged in the diagnosis or

treatment of persons afflicted with disease, injury or defect of body or mind.

CALIFORNIABusiness and Professions CodeSection 21-37

The physician's and surgeon's mtificate authorizes the holder to use drugs, or
what are known as medical preparations, in or upon human beings and to sever or
penetrate the tissues of human beings and to use any and all other methods in the
treatment of diseases, injuries, deformities, or other physical or mental conditions.

COLORADO--Revised StatutesSection 91-1-6
For purposes of this article the term "practice of medicine" shall mean:
(a) Holding oneself to the public within this State asbeing able to diagnose, treat,

prescribe for, palliate or prevent any human disease, ailment, pain, injtwy, deformity,

or physical or mental condition, whether by the use of drugs, surgery, manipulation,
electricity, or any physical, mechanical or other means whatsoever; -

(b) Suggesting, recommending, prescribing or administering any form of treat-
ment, operation or healing for the intended palliation, relief, or cure of any physical

or mental disease, ailment, injury, condition or defect of any person with the inten-
tion of receiving therefor, either directly or indirectly, any fee, gift or compensation

whatsover ;
(c) The maintenance of an office, or other place to meet persons, for the purpose

of examining or treating persons afflicted with a disease, injury or defect of body or

mind;
(d) Using the title M.D., D.O., Doctor, Surgeon, or any word or abbreviation to

indicate or induce others to believe that one is engaged in the diagnosis or treatment
of persons afflicted with disease, injury, or defect of body or mind;

(e) Performing any kind of surgical operation upon a human being; or
(f) The practice of midwifery.

CONNECTICUTGeneral StatatesTitle 20, Section 20-9
No person shall, for compensation, gain or reward, received or expected, diagnose,

treat, operate on or prescribe for any injury, deformity, ailment or disease, actual or
imaginary, of another person, nor practice surgery, until he has obtained a certification

of registration.

DELAWARECodeTitle 24, Section 17-31
As used in this chapter, "practice of medicine or surgery" means to :

(1) Open an office for such purpose; or
(2) Announce to the public, or to any individual, in any way, a deaire or willing-

ness or readiness to treat the sick or afflicted in any country in this state; or
(3) Investigate or diagnosticate, or offer to investigate or diagnosticate, any

physical or mental ailment, or disease of any person; or
(4) Give surgical assistance to, or suggest, recommend, prescribe or direct for

the use of any person, any drug, medicine, appliance or other agency, whether ma-

terial or not material, for the cure, relief, or palliation of any ailment or disease of

mind or body, or for the cure or relief of any wound, fracture, or bodily injury, or
deformity, after having received or with intent of receiving therefor, either directly

or indirectly, any money, gift, or other form of compensation.
It shall also be regarded as practicing medicine within the meaning of this chapter

if anyone uses in connection with his name the words or letters, Dr., Doctor, Professor,

M.D., D.O. or either, or any other type of word, letter, or other designation which may

Opply pr designate him as a practitioner of medicine, or surgery, in any of its branchea.
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FLORIDAStatutes--Title 30, Section 458.13
Any person, except as hereinafter provided, shall be deemed to be practicing medi-

cine within the purview of this chapter, who holds himself out as being able to diagnose,

treat, operate or prescribe for any human disease, pain, injury, deformity or physical
condition, or who shall O'er or undertake by any means or method, to diagnose, treat,
operate or prescribe for any human disease, pain, injury, deformity or physical
condition.

GEORGIACode--Section 84-901
The terms "practke of medicine," "to practice medicine," "praclidng medicine,"

and "practice medicine," as used in this chapter, are hereby defined to mean holding
oneself out to the public as being engaged in the diagnosis or treatment of disease,
defects orinjuries of human beings, or the suggestiol., recommendation, or prescribing
of any form of treatment for the intended palliation, relief, or cure of any physical,
mental or functional ailment or defect of any person with the intention of receiving
therefor, either directly or indirectly, any fee, gift or compensation whatsoever, or
the maintenance of an office for the reception, examination and treatment of persons
suffering from disease, defect or injury of body or mind, or attaching the title MD.,
Oph. D, D.O.P., Surgeon, Doctor either alone or in connection with other words, or
any other words or abbreviations to his name, indicating that such person is engaged
in the treatment or diagnosis of disease, defects or injuries of human beings.

HAWAIIRevised LawsSection 64-1
For the purposes of this chapter the practice of medicine shall include the we of

drugs and medicines, water, electricity, hypnotism or any other means or methods, or
any agent, either tangible or intangible, for the teeatment of disease in the human
subject.

IDAHOCodeSection 54-4802
Any person shall be regarded as practicing medicine and surgery who shall adver-

tise in any manner, or hold himself or herself out to the public, as a physician and
surgeon, or either, or who shall investigate, diagnose or treat, or offer to investigate,
diagnose or treat, any physical or mental ailment or disease, real or imagined, of any
person with a view to relieving the same, as is commonly done by physicians and
surgeons, or suggest, recommend, prescribe or direct for the use of any person, sick,
injured or deformed, any drug, medicine, device or appliance for the intended relief,
palliation or cure of the same, or who shall suggest, recommend, prescribe or direct
an operation on any such sick, injured or deformed person or who shall perform, or
offer to perform, any such operation whether or not such person receives therefor,
either directly or indirectly, any fee, gift or compensation of any kind whatsoever or

any manner whatsoever.

ILLINOISRevised StatutesChapter 91, Section 161
If any person shall hold himself out to the public as being engaged in the diagnosis

or treatment of ailments of human beings; or Fh1M suggest, recommend or prescribe

any form of treatment for the palliation, relief or cure of any physical or mental
ailment of any person with the intention of receiving therefor, either directly or in-

directly, any fee, gift, or compensation whatsoever; or shall diagnosticate or attempt
to diagnosticate, operate upon, profess to heal, prescribe for, or otherwise treat any
ailment, or supposed ailment, of another; or shall maintain an office for examination

or treatment of persons afflicted, or alleged or supposed to be afflicted, by .u:t ailment;

or shall attach the title Doctor, Physician, Surgeon, M.D., or any other word or
abbreviation to his name, indicative that he is engaged in the treatment of human

288-858 0-68-2$



350 REPORT OF THE MAL= MANPOWER COMMISSION

ailments as a business; and shall not then possess in full force and virtue a valid
license issued by the authority of this State to practice the treatment of human ail-
ments in any manner, he shall be guilty of a misdemeanor.

INDIANAStatutes AnnotatedSection 63-1311
To open an office for such purpose or to announce to the public in any way a readi-

ness to practice medicine in any county of the State, or to prescribe for, or to ',lee
surgical assistance to, or to heal, cure or relieve, or to attempt to heal, cure or relieve
those suffering from injury or deformity, or disease of mind or body, or to advertise,
or to announce to the public in any manner a readiness or ability to heal, cure or
relieve those who may be suffering from injury or deformity, or disease of mind or
body, shall be to engage in the practice of medicine within the meaning of this act.
It shall also be regarded as practicing medicine within the meaning of this act, if
anyone shall use in connection with his or her name, the words or letters, Dr., Doctor,
Professor, M.D., or Healer, or any other title, word, letter, or designation intending
to imply or designate him or her as a practitioner of medicine or surgery in any of
its branches.

IOWACode--Section 148.1
For the purpose of this title the following classes of persons shall be deemed to be

engaged in the practice of medicine and surgery:
(1) Persons who publicly profess to be physicians or surgeons or publicly profess

to assume the duties incident to the practice of medicine or surgery.
(2) Persons who prescribe, or prescribe and furnish medicine for human ailments

or treat the same by surgery.
(3) Persons who act as representatives of any person in doing any of the things

mentioned in this section.

KANSASGeneral StatutesSection 65-2802
The healing arts include any system, treatment, operation, diagnosis, prescription,

or practice for the ascertainment, cure, relief, palliation, adjustment, or correction
of any human disease, ailment, deformity, or injury, and includes specifically but
not by way of limitation the practice of medicine and surgery; the practice of
osteopathy; and the practice of chiropractic.

KENTUCKYRevised StatutesSection 311.375
No person shall, in connection with the practice of medicine, surgery, osteopathy,

optometry, dentistry, chiropody, pharmacy, chiropractic, psychology or psychiatry,
nursing, anesthesiology, physio or physical therapy, or any other profession or business
having for its purpose the diagnosis, treatment, correction or cure of any human
ailment, condition, disease, injury or infirmity, hold himself out as a doctor or em-
ploy or use in any manner the title Doctor or Dr., unless he actually has graduated and
holds a doctor degree from a school, college, university or institution authorized by
its governing body to confer such degree.

LOUISIANARevised StatutesTitle 37, Section 1261.
"The practice of medicine, surgery, or midwifery" means the holding out of one-

self to the public as being engaged in the business of diagnosing, treating, curing, or
relieving any bodily or mental disease, condition, infirmity, deformity, defect, ailment,
or injury in any human being other than himself whether by the use of any drug,
instrument or force, whether physical or psychic, or of whatever nature, or any other
agency or means; or the exaMining, either gratuitously or for compensation, of any
person or material from any person for such purpose whether such drug, instrument,
force, or other agency or means is applied or used by the patient or by aay other per-
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son; or the attending of Puy woman in childbirth without the aid of a licensed

physician, surgeon or midwla , or the using of any title other than optician, to indicate

that he is engaged in the business of refracting or fitting glasses to the human eye.

MAINERevised StatutesChapter 66, Section 7

Unless duly registered by said board, no person shall practice medicine or surgery

or any branch thereof, or hold himself out to practice medicine or surgery or any

branch thereof, for gain or hire within the State of diagnosing, relieving in any degree

or curing, or professing or attempting to diagnose, relieve or cure any human disease,

ailment, defect or complaint, whether physical or mental, or of physical or mental

origin, by attendance or by advice or by prescribing or furnishing any drug, medicine,

appliance, manipulation, method or any therapeutic agent whatsoever or in any other

manner unless otherwise provided by statute of this State.

MARYLANDCodeArticle 43, Section 139
Any person shall be regarded as practicing medicine within the meaning of this

subtitle who shall append to his or her name the word or letters Dr., Doctor, M.D.,

or any other title in connection with his name, with the intent thereby to imply that

he or she is engaging in the art of or science of healing, or in the practice of medicine

and any of its branches. Any person who practices medicine or the art or science of heal-

ing shall be considered as a practitioner of medicine or surgery. As used herein the

phrase "art or science of healing" and the phrase "practice of medicine" shall be con-

strued to include: operating on, professsing to heal, prescribing for or otherwise diag-

nosing or treating any physical ormental ailment er supposed ailment of another; or for

hire, gratuity or compensation, either directly or indirectly paid, undertaking by an

operation or treatment of whatever nature, to cure, heal, diagnose or treat any bodily

or mental ailment or supposed ailment of another; or for hire, gratuity or compensa-

tion, either directly or indirectly paid, by or for any patient, undertaking to treat, heal,

cure, drive away or remove any physical or mental ailment; or supposed ailment of

another, by mental or other process, exercised or invoked on the part of either the

medical practitioner or the patient or both.

MASSACHUSETTSGeneral LawsChapter 112

The statutes relating to the registration of physicians do not contain a specific

definition of the practice of medicine.

MICHIGANStatutesSection 14.537
Any person who shall practice medicine or surgery in this State, or who shall

advertise in any form or hold himself or herself out to the public as being able to

treat, cure or alleviate human ailments or diseases, and who is not the lawful pos-

sessor of a certificate of registration or license issued under and pursuant to the laws

of Michigan, or without first complying with the provisions of this act, shall be

deemed guilty of a misdemeanor.

MINNESOTAStatutesSection 147.10
Any person shall be regarded as practicing within the meaning of this chapter who

shall append the letters M.D. or M.B. to his name, or for a fee prescribe, direct, or

recommend for the use of any person, any drug or medicine or other agency for the

treatment or relief of any wound, fracture, or bodily injury, infirmity or disease.

MISSISSIPPICodeSection 8888
The practice of medicine shall mean to suggest, recommend, prescribe or direct

for the use of any person, any drug, medicine, appliance, or other agency, whether

material or not material, for the cure, relief, or palliation a any ataxi ar disease
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of the mind or body, or for the cure or relief of any wound or fracture or other bodily
injury or deformity, or the practice of obstetrics or midwifery, after having received,
or with the intent of receiving therefor, directly or indirectly, any bonus, gift,
profit or compensation.

MISSOURIStatutesSection 334.010
It shall be unlawful for any person not now a registered physician within the mean-

ing of the law to practice medicine or surgery in any of its departments, or to profess
to cure and attempt to treat the sick and other afflicted with bodily or mental in-
firmities, or engage in the practice of midwifery in this state, except as herein provided.

MONTANARevised CodesSection 66-1007
Any person shall be regarded as practicing within the meaning of this article who

shall append or affix the letters M.B. or M.D. or the title Dr. or Doctor or any other
sign or appellation in a medical sense to his or her name, who shall publicly profess
to be a physician or surgeon, who shall publicly profeu either on his own behalf, in
his own name, in his trade name, or on behalf of any other person, corporation,
association, partnership, either as manager, bookkeeper, solicitor, or other agent, to
cure, treat, relieve or palliate any ailment, disease, or infirmity of the mind or body
of another by ming or prescribing any drug, medicine, or surgical treatment, or who
shall recommend, prescribe, or direct, for the use of any person, any drug, medicine,
appliance apparatus, or other agency, whether material or not material, for the cure,
relief, or palliation of any ailment or disease in the mind or body, or for the cure of
relief of any wound, fracture, or bodily injury, or other deformity, after having
received, or with the intent of receiving therefor, either directly or indirectly, any
bonus, gift, or compensation.

NEBRASKARevised StatutesSection 71-1, 102
For the purpose of this act, the following classes of persons shall be deemed to be

engaged in the practice of medicine and surgery:
(1) Persons who publicly profess to be physicians, surgeons, or obstetricians,

or publicly profess to assume the duties incident to the practice of medicine, surgery
or obstetrics, or any of their branches;

(2) Persons who prescribe and furnish medicine for some illness, or treat the
same by surgery;

(3) Persons holding themselves out to the public as being engaged in the
diagnosis or treatment of diseases, ailments or injuries of human beings;

(4) Persons who suggest, recommend or prescribe any form of treatment for
the intended palliation, relief or cure of any physical or mental ailment of any
person;

(5) Persons who maintain an office for the examination or treatment of persons
afflicted with ailments, diseases or injuries of the human mind or body; and

(6) Persons who attach to their names the title M.D., Surgeon, Physician,
Physician and Surgeon, Doctor, or any word or abbreviation indicating that they
are engaged in the treatment or diagnosis of ailments, diseases or injuries of human

beings.

NEVADARevised StatutesSection 630.020
As used in this chapter "practice of medicine, surgery and obstetrics" means

(a) To open an office for such purpose; or
(b) To give surgical assistance to any person; or
(c) To suggest, recommend, prescribe or direct for the use of any person, any

drug, medicine, appliance or other agency, whether material or not material, for
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the cure, relief, or palliation of any ailment or disease of the mind or body, or for
the cure or relief of any wound, fracture, bodily injury or deformity.
It shall also be regarded as practicing medicine within the meaning of this chapter if

anyone shall use in connection with his name ,tte words or letters M.D. or any other
title, word, or other designation intended to imply or designate him as a practitioner
of medicine or surgery or obstetrics in any of its branches.

NEW HAMPSHIRERevised Statutes Section 329 :1

Any person shall be regarded as practicing medicine under the meaning of this chap-
ter who shall diagnose, operate on, prescribe for or otherwise treat any human ailment,
physical or mental.

NEW JERSEYStatutesSection 45:9-5.1
The phrase "the practice of medicine or surgery" and the phrase "the practice of

medicine and surgery" shall include the practice of any branch of medicine and/or
surgery, and any method or treatment of human ailment, disease, pain, injury, deform-

ity, mental or physical condition, and the term "Phisician and Surgeon" or "Physician
or Surgeon" shall be deemed to include practitioners in any branch of medicine and/or
surgery or method of treatment of human ailment, disease, pain, injury, deformity,
mental or physical condition.

NEW MEXICOStatutes--Section 67-5-10
For the purposes of this act the words "practice of medicine" shall mean to open an

office for such purpose or to announce to the public or any individual in any way, a
desire or willingness or readiness to treat the sick or afflicted, or to investigate or to
diagnose, or offer to investigate or diagncze any physical or mental ailment or disease
of any person, or to suggest, recommend, prescribe or direct for the use of any person
any drug, medicine, appliance or other agency, whether material or not material for
the cure, relief or palliation of any ailment or disease of the mind or body, or for the
cure or relief of any wound, fracture or bodily injury or deformity, after having
received, or with the intern of receiving therefor, either directly or indirectly any
bonus, gif t or compensation.

NEW YORKEducation LawSection 6501
A person practices medicine within the meaning of this article, except as hereinafter

stated, who holds himself out as being able to diagnose, treat, operate or prescribe for
any human disease, pain, injury, deformity or physical condition, and who shall either
offer or undertake, by any means or method, to diagnose, treat, operate or prescribe for
any human disease, pain, injury, deformity, or physical condition.

NORTH CAROLINAGeneral StatutesSection 10-18
Any person shall be regarded as practicing medicine or surgery within the meaning

of this article who shall diagnose or attempt to diagnose, freat or attempt to treat,
operate or attempt to operate on, or prescribe for or administer to, or profess to treat
any ha :Lan ailment, physical or mental, or any physical injury to or deformity of
another person.

NORTH DAKOTACode--Section 43-17-01
"Practice of medicine" shall include the practice of medicine, surgery and obstetrics.

The following persons shall be regarded as practicing medicine:
(a) One who holds himself out to the public as being engaged within this State

in the diagnosis or treatment of disease or injuries of human beings;

\
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(b) One who suggests, recommends, or prescribes any form of treatment for the
intended relief or cure of any physical or mental ailment of any person, with the
intention of receiving, directly or indirectly, any fee, gift or compensation;

(c) One who maintains an office for the examination or treatment of persons
afflicted with disease or injury of the mind or body;

(d) One who attaches the title MD., Surgeon, Doctor, or any other word or
abbreviation to his name, indicating that he is engaged in the treatment or diagnosis
of the diseases or injuries of human beings shall be held to be engaged in the
practice of medicine. .

OHIORevised CodeSection 4731.34
A person shall be regarded as practicing medicine, surgery, chiropody or midwifery

within the meaning of these sections who uses the words or letters Dr., Doctor, Pro-
fessor, M.D., D.S.C., Prod. D., MX., or any other title in connection with his name
which in any way represents him as engaged in the practice of medicine, surgery,
chiropody or midwifery, in any of its branches or who examines or diagnoses for
compensation of any kind, or prescribes, advises, recommends, administers, or dispenses
for compensation of any kind, direct or indirect, or drug or medicine, appliance, cast,
application, operation, or treatment, or whatever nature, for the cure or relief of a
wound, fracture or bodily injury, infirmity, or disease.

OKLAHOMAStatutes--Title 59, Section 492
Every person shall be regarded as practicing medicine within the meaning and

provision of this act who shall append onto his name the letters M.D., Doctor, Pro-
fessor, Specialist, physician, or any other title, letters or designation which represents
that such person is a physician, or who shall for a fee or compensation treat disease,
injury or deformity of persons by any drugs, surgery, manual or mechanical treatment
whatsoever.

OREGONRevised StatutesSection 677.030
A person is regarded as practicing medicine and surgery if he does one of the

following:
(1 ) Advertise, or hold out to the public, or represent in any manner that he

is authorized to practice medicine or surgery in this state;
(2 ) For compensation, directly or indirectly received, or to be received, offer

or undertake to prescribe, give or administer, any drug or medicine for the use
of any other person;

(3) Offer or undertak to perform any surgical operation upon any person;
(4) Offer or undertake to diagnose, cure or treat :In any manner or by any

means, methods, devices or instrumentalities any disease, illness, pain, wound,
fracture, infirmity, deformity, defect or abnormal physical or mental conditions

of any persons ;
(5) Append the letters M.D. or M.D. to his name, or use the word Doctor,

Physician, or Surgeon, or Psychoanalyst, Professor, or Healer, or Specialist, or any
abbreviation or combinations thereof, or any letter or words of similar import in
connection with his name, or any trade name in which he is interested, and the
conduct of any occupation or profession pertaining to the diagnosis or treatment
of human diseases or conditions mentioned in this section.

The statutes also define "diagnose" as meaning to examine another person in any
manner to determine the source or nature of a disease or other abnormal physical or
mental condition, or to hold oneself out or represent that a person is so examining
another person. The statute also defines "prescribe" as meaning to direct, order or
designate the use of or manner of using.

,
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PENNSYLVANIAStatutes--Title 63, Sections 401 and 401A
It shall not be lawful for any person in the State of Pennsylvania to engage in the

practice of medicine and surgery, or pretend to a knowledge of any branch or branches
of medicine and surgery, or to hold himself or herself forth as a practitioner in medi-
cine and surgery, or to assume the title of Doctor of Medicine and Surgery or Doctor
of any specific disease, or to diagnose diseases, or to treat diseases by the use of
medicine and surgery as defined in this act or by any other means, or to sign any
death certificate, or to hold himself or herself forth as able to do so, without complying
with the provisions of this act.

The term "medicine and surgery" is defined to mean the art and science having
for their object the cure of diseases of, and the preservation of the health of, man,
including all practice of the healing art with or without drugs, except healing by
spiritual means or prayer.

The term "healing art" is defined to mean the science of diagnosis and treatment
in any manner whatsoever of disease or any ailment of the body.

RHODE ISLANDGeneral LawsSection 5-37-1
Any person shall be regarded as practicing medicine within the meaning of this

chapter who holds himself out as being able to diagnose, treat, operate, or prescribe
for any person ill or alleged to be ill with disease, pain, injury, deformity or abnormal
physical or mental condition, or who shall either profess to heal, offer or undertake,
by any means or method, to diagnose, tavat, operate, or prescnle for any person for
disease, pain, injury, deformity or physical or mental condition.

SOUTH CAROLINACode--Section 56-1354
Any person shall be regarded as practicing medicine within the meaning of this

chapter who
(a) Shall as a business treat, operate on or prescribe for any physical ailment of

another,
(b) Shan engage in any branch or specialty of the healing art or
(c) Shall diagnose, cure, relieve in any degree or profess or attempt to diagnose,

cure or relieve any human disease, ailment, defect, abnormality or complaint,
whether of physical or mental origin, by attendance or advice, by prescribing, using
or furnishing any drug, appliance, manipulation, adjustment or method or by any
therapeutic agent whatsoever.

SOUTH DABOTACode--Section 27.0310
Any person who shall append or prefix the letters, KB. or MD., or the title of

Doctor or Dr. or Specialist, or any other sign or appellation in a medical sense, to his
name, or shall profees publicly to be a physician or surgeon, or who shall recommend,
prescribe, or direct for the use of any person any drug, medicine, apparatus, or other
agency for the cure, relief or palliation of any ailment or disease of the mind or body,
or the cure or relief of any wound, fracture, or bodily injury or deformity, after
having received, or with intent of receiving therefor, either directly or indirectly, any
bonus, gift or compensation, shall be regarded as practicing within the meaning of
this chapter.

TENNESSEECodeSection 63-608
Any person shall be regarded as practicing medicine within the meaning of this

chapter who shall treat, or profess to treat, operate on, or prescribe for any physical
ailment or any physical injury to or deformity of another.
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TEXAS- -Revised Civil StatutesArticle 4510
Any pezson shall be regarded as practicing medicine within the meaning of this

law:
(1) Who shall publicly profess to be a physician or surgeon and shall diagnose,

treat, or offer to treat, any disease or disorder, mental or physical, or any physical
deformity or injury by any system or method, or to effect cures thereof;

(2) Or who shall diagnose, treat or offer to treat any disease or disorder, mental
or physical or any physical deformity or injury by any system or method and to
effect cures thereof and charge therefor, directly or indirectly, money or other
compensation.

ITTAHCode--Section 58-12-17
Any person who shall diagnose, treat or profess to treat, or prescribe or advise

for, any physical or mental ailment of, or any physical injury to, or any deformity
of, another; or who shall operate upon another for any ailment, injury or deformity,
shall be regarded as practicing medicine or treating human ailments.

VERMONTStatutesTitle 26, Section 1311
A person who advertises or holds himself out to the public as a physician or surgeon,

or who assumes the title or uses the words or letters Dr., Doctor, Professor, M.D., or
M.B. in connection with his name, or any other title implying or designating that he
is a practitioner of medicine or surgery in any of its branches, or shall adverfise or
hold himself out to the public as one skilled in the art of curing or alleviating disease,
bodily injuries, or physical or nervous ailments, or shall prescribe, direct, recommend,
or advise, give or sell for the use of any person, any drug, medicine or other agency
or application for the treatment, cure or relief of any bodily injury, infirmity, or
disease, or who follows the occupation of treating diseases by any system or method,
shall be deemed a physician, or practitioner of medicine or surgery.

VIRGINIACodeSections 54-273 and 54-275
"Practice of medicine" is defined to mean the treatment of human aihnents, dis-

eases, or infirmities by any means or method.
Any person shall be regarded as practicing the healing arts and some school or

branch thereof within the meaning of this chapter who opens an office for such
purpose, or advertises or announces to the public in any way a readiness to practice
in any county or city of the State, or diagnoses the condition of, prescribes for, gives
surgical assistance to, *Teats, heals, cures or relieves persons suffering from injury or
deformity or disease of mind oi body, or F.dvertises or announces to the public in any
manner a readiness or ability to heal, curt or relieve those who may be suffering from
any human ailment or infirmity, or who uses in connection with his name the words
or letters Doctor, Dr., M.D., D.O., D.C., D.N., Healer, Physical Therapist, R.P.T.,
P.T., or any other title, word, letter or designation intending to designate or imply
that he is a practitioner of the healing arts or any school or branch thereof, or that
he is able to heal, cure or relicve those who may be suffering from any injury, deformity
or disease of mind or body.

WASHINGTONRevised CodeSection 18.71.010
The practice of medicine and surgery consists of the use of drugs or medicinal

preparations in or upon human beings, severing or penetrating the tissues of human
beings, and the use of any and all other methods in the treatment of diseases, in-
juries, deformities, or other physical or mental conditions.

t
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WEST VIRGINIACodeSection 30-32
The term "practice of medicine and surgery" as used in this article shall be

construed to mean the treatment of any human ailment or infirmity by any method.
To open an office for such purpose or to announce to the public in any way a readi-
ness to treat the sick or afflicted shall be deemed to engage in the practice of medicine
and surgery.

WISCONSINStatutes--Section 147.01
To "treat the sick" is to examine into the fact, condition, or cause of human health

or disease, or to treat, operate, prescribe, or advise for the same, or to underthke,
offer, advertise, announce, or hold out in any manner to do any of said acts, for com-
pensation, direct or indirect, or in the expectation thereof.

"Disease" include; any pain, injury, deformity, or physical or mental illness or
departure from complete health and proper condition of the human body or any of
its parts.

WYOMINGStatuteaSection 33-327
Any person shall be regarded as practicing medicine, within the meaning of this

act, who shall in any manner hold himself out to the public as being engaged within
this State in the diagnosis and treatment of diseases or injuries or deformities of
human beings; or who shall suggest, recommend or prescribe any form of treatment
for the intended palliation, relief or cure of any physical or mental ailment of any
person with the intention of receiving therefor, either directly or indirectly, any fee,
gift or compensation whatsoever; or who shall maintain an office for the reception,
examination and treatment of any person suffering from disease or injury in body or
mind; or who shall attach the title of M.D., Surgeon, Doctor or any other word or
abbreviation to his name indicative that such person is engaged in the practice of
medicine.
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Appendix 2.A

Statutory Exemptions From Medical Licensure
Bey to tabulated exemptions:
1. Physicians licensed in other States, called in for particular cases or specified

patients.
2. Physicians licensed in neighboring States whose practice extends across State

lima
3. Licensed practitioners from other States, acting as consultants to physicians.
4. U.S. Government employees, including any or all of the following: military,

public health, Veterans Administration.
5. Full-time medical professors in State.
6. First aid (including the administration of domestic remedies in a family, gratu-

itous services, and the rendering of service to a sick or injured person in an emergency) .
7. Practitioners of religion, including Christian Science.
8. Members of other licensed health professions.

A. ChiroPody (i4diatrY) J. Physical therapy
B. Chiropractic
C. Dertfisiry'
D. Naturopathy
E. Nursing
F. Optician
G. Optometry
H. Osteopathy
I. Pharmacy

Narz.An "X" indicates a general exemption provision for all the licensed health
professions of the State.

9. Medical students, interns, and residents.
10. Employees in State institutions.
11. Persons rendering service under supervision of a licensed practitioner.
12. Manufactures: or salesmen of health items, e.g. eyeglasses, artificial limbs, drugs.
13. Female midwives (not licensed).
14. Others.

a. Guest of State medical association or approved medicalschool.
b. Foreign (from outside United States or Canada) doctors teaching full time

in approved medical school
c. Persons in psychology, education, and social work.
d. Clairvoyants, hypnotists, and magnetic healers.
e. Herbalists.
f. Physicians temporarily taking charge of another physician's practice.
g. Laboratories.
h. Medical corporations.

K. Cosmetology
L. Massage
M. Dietetics
N. X-ray and laboratory technicians
0. lofidwives
P. Veterinary medicine
Q. Dental hygiene
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Statutory exemptions from medical licensure

[See key to tabulated exemptionsl

1 2 3 4 5 6 7 8

Alabama Code, Title 46, §§ 268, 269, 295.. . x x x x x OO

Alaska Stat. 1§08.64.365, 08.64.370 x x .. x x ... ..
Arizona Rev. Stat. i§32.1421 - x x .. x x A, B, C, D, E, F, G, Ii,

I, J.
Arkansas Stat. § 72-604(2) x x x x A, B, C, E, G, H, J, K,

L
California Bus. and Prof. Code §§ 2137.1- x x .. x x C

2147.6.
Colorado Rev. Stat. *91-1-6(3) x x x x A, B, C, E, G, and X.. .
Connecticut Gen. Stat. Title 20, § 20-9 x x x x x A, C, and X
Delaware Code Ann. Title 24, §§1731(c), x x x .. A,C,F,I,K,L

1742.
District of Columbia Code §§ 2-133, 2-134.. x x x .. x x J, L, M, N..
Florida Stat. *458.130 x x x .. x x A, B, C, D, E, G, H,I,

0.
Georgia Code Ann. *84-906 x x .. x x C, E, F, H, 0..
Hawaii Rev. Laws, ch. 64, *2 x x x x
Idaho Code *54-1802, 1807, 1813, 1816 x x .. x I and X
Illinois Smith-Hurd. Ann. Stat. Ch. 91, *16f. x x C, G, I, and X

116v.
Indiana Burns Stat. Ann. *63-1310.1311.. - x x x .. x x E, G, I, and X
Iowa Code *148.2 x x .. - .. A, B, C, E, G, H, I

See footnotes at end of table.
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x . x ..

x

x x b

x x
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x x

- x .. a
x x .. x ..
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Statutory exemptions from medical licensureContinued

1 2 3 4 5 6 7 8 9 10 11 12 13 14

Kansas Stat. Ann. 165-2872 x x x x A, C, E, G, I, L. .. X X CKentucky Rev. Stat. 11311.550(8), 311.56.... X x . x A, B, C, E, G, I, 0 X X
Louisiana Rev. Stat. Title 37, 11290 x x x x C, H, I X
Maine Rev. Stat. Ann. Title 32, 13260, 13751.

tO X X
Maryland Ann. Code, Art. 43, 11139, 140.... lx X X X x A, B, C, F, G, H, J, L,

o.
X X

Massachusetts Ann. Laws, Ch. 112, 17.. X x x x x I,L X dMichigan Stat. Ann. 114.5380 x x . x x A, G, H OOOO 5
Minnesota Stat. Ann. 1147.09 X X x
Mississippi Code Ann. 11 8887, 8888 ...
Missouri, Vernon's Ann. Stat. 11 334.150, X . x . x x A, B, C, E, G, I

334.155.
Montana Rev. Codes 1166-1006, 1007.... ... x x . . . . B, H, I x x
Nebraska Rev. Stat. 171-1, 103. X x x .. x x A, B, C, G, H, and X x
Nevada Rev. Stat. 1 630.360 x x . x x A, B, C, E, G, H, P..... e
New Hampshire Rev. Stat. Ann. 1329:21. X X x x x A, E, L x . x
New Jersey Stat. Ann. 145:9.21 X x x x A .___, _C, E Gp It ji, L x f, gNew Mexico Stat. 167-5-10
New York Edw. L. 1 6512 X x

x
x

..

.

x
x

x B, C, G, H
x A Ci. G_.._, ...._, _, - P

x x
X X X

x
. h

North Carolina Gen. Stat. 11 90-18, 90-19.. x x . x x A, B, C, G, H, I. x
Ncwth Dakota Century Code Ann. 43-17-020 X x x .. x x A, B, C, G, H x

Cr3
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Ohio Rev. Code 14731.36
Oklahoma Stat., Title 59, §492
Oregon Rev. Stat. § 677.060

Pennsylvania, Purdon's Stat. Ann., Title 63
1409.

Rhode Island Gen. Laws §§5-37-14, 15 .
South Carolina Code, Title 56, §§ 56-1355,

1372.
South Dakota Code §27.0303.
Tennessee Code Ann. §63-608
Texas, Vernon's Ann. Stat., Art. 4501 ..
Utah Code Ann. §58-12-17
Vermont Stat. Ann., Title 26, §§ 1312, 1313
Virginia Code, Title 54, Ch. 12, §§ 54-274

54-276.7.
Washington Rev. Code H18.71.030, 18.71.095.
West Virginia Code § 30-3-2
Wisconsin Stat. 1117. 19
Wyoming Stat. §33-341

Total. ...

1 If nciprocity. 'Psychiatric.

1 x

x

X

X

X

7.

x

.. X

X

x

1X X X

X X .. x
x : " x

x x
X X X

x x
x x

x x x x
1 x x x x

X

X

X

.. C .

x C, G
x A, B, C, D, E, G, H,

X

x C,E,F,G,I,O

x C, H
X A,B,F, G,H2O,P

A, B, C, B, G, I, L

x B, H. ..
x C, E, G, I, L, 0

x C, H
x A, B, C, E, G, 0, Q

12 15 40 47 2 40 43 41

1100,

X

X

X

X

X

X

X

X X

X .
.11=0 OEM 111.10 011, 11

27 6 4 14 6



Appendix 2.B

Statutory Exemptions for Supervised Delegations

ARIZONA Rev. Stat. § 32-1421 (Supp. 1966) :
This chapter shall not be construed to apply to or inhibit: * * * (6) Any person

acting at the direction of or under the supervision of either a doctor of medicine
or under the supervision of (a U.S. commissioned medical officer or a physician
licensed by another State) * * *, so long as he is acting in his customary capacity,
not in violation of any statute, and does not hold himself out to the public generally
as being authorized to practice medicine.

COLORADO Rev. Stat. § 91-1-6(3) (1963) :
Nothing in this section shall be construed to prohibit, or to require a license

hereunder with respect to, any of the following acts: * * * (m) The rendering of
services under the personal and responsible direction and supervision of a person
licensed under the laws of this State to practice medicine or to practice a limited
field of the healing arts, but nothing in this exemption shall be deemed to extend
the scope of any license.

KANSAS Stat. § 65-2872 (1964) :
The practice of the healing arts shall not be construed to include the following

classes or persons: * * * (g) Persons whose professional services are performed
under the supervision or by order of or referral from a practitioner who is licensed
under this act.

OKLAHOMA Stat. tit. 59, § 492 (Supp. 1966) :
* * * (N)othing in this article shall be so construed as to prohibit * * * service

rendered by a physician's trained assistant, a registered nurse, or a licensed practical
nurse if such service be rendered under the direct supervision and control of a
licensed physician.
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Appendix 3

Licensing agencies for physicians

State and
statute

Licensing
agency

State
department

Total
num-
ber

Composition of agency

Re-
Limi- quire-

Other lie tation ment s
M.D.'s mama- mem- on of

tions be rs faculty prac-
tice
in

State

Method of selection

Appointment Recommendation by
by

Gov- Medi- Other Board
ernor Other cal prof- it- Other

society societies self

Financing of
agency

Other occupa-
tions licensed
by same agency SNeial

kind
Gen-
eral
fund

Alabama, title
der II 2581
292.

Alaskk if 85-
842, 35+84,
35-3-95.

Arizona, 1 32-
1402-32-1405.

Arkansas, I 72-
002, 72-618.

California,
If 2100-2122.

State Board of
Medical Ex-
aminers.

Medical Board .

Board of Medi-
cine.

Start Medical
Board.

Board of
Medical Ex-
aminers.

all.noll..0.10.110411. am,

.411111100HMO100..011111

See footnotea at end of table.

10 10 X

5 5 X X

X X Osteopaths,
Podiatrists,
Chiropodists.

None

5 5 X X x
9 9 X X X X

12 11 1 3 2 X X

vuerSis

do

Physical Thera- X
pia&

X PoYehologists, X
Podiatrists,
Physical
Therapists,
Registered
Dispensing
Opticians,
Drugless
Prsetioners,
Midwives.

CAD
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Licensing agencies for physiciansContinued

State and
statute

Licensing
agency

State
departmen t

Composition of agency Method of selection

Re- Appointment Recommendation by
Total Pub- Limi- quire- by
1111131- Other lie tation meats
bar M.D.'s occupa- mem- on of Gov-

tions bers faculty prac- ernor Other
tice

in
State

Medi- Other Bowl
cal prof- it- Other

society societies self

Financing of
agency

Other occupa-
tions licensed
by same aeencY

Colorado,
if 91-14.
91-1-30.

Connecticut,
ft 2045, 20-8.

Delaware, title
2 4, If 1721,
1706.

District of
Columbia,
title 2, 11 2-
109, 2-135.

Florida,
ft 458.01,
458.02.

Georgia,
11 84402
84-905.

State Board of Secretary of 9
Medical Ex- State.

ambers.
Medioal Ex- State De- 6

ThfnfTIr partanent
Board. of Health

State Board of 12 11
Medical Ex-
aminers and
Medkal
Council of
Delaware.

Department of Department
Occupations of Occu-
and Profee- pations and
sions. Profes-

sions.
State Board of

Medical
Examiners.
.do Secretary

of State.

5 ..
X

X 411.011.1.1...0 X

1 .. OW X X

X X _ Osteopaths,
Chiropodists,
Midwives.

Me& X X MMAM None_

EiCif eral 0
fund 'If

1.8

X

--- X X .... Osteopaths. _ X

5 4 1 X X

10 10 X X X

10 10 X X X

F

0

General limns- X 0
lug stencY
not limited to
health proke- co
sions.

Physical X
Therapists.

None X

.o1C3P.



Hawaii,
64-4, 64-5.

Idaho,
11 54-1805

f54-18Ce.

Illinois, ch. 91,
16b-1; ch.

g 127, 60a.

Indiana,
if 634304.
63-1M.

Iowa,
11 147.12-
147.25.

Kansas,
if 65-2812
65-2323.

Kentucky,
11 311.040-
311.070,
311.610.

Louisiana,
title 37,
Ic 1262-12*.

Maine, ch. 66,
1 I.

Board of
Medical
Examiners.

Department
of Regis-
tration

7 7 7 .do X

Agencies.
State Board of

Medicine.
Department

of Law
7 6 1 X X Physical X

Therapists.
Enforce-
ment.

Department of
Registration
and Educe-
tion.

Department
of Regis-
tration
and Edn-
cation.

7 5 2 1 (s) X X X General licens- X
lug atena7
not limited to
health profes-
Mons; Mid-
wives.

Bose. of 7 5 2 1 Chiropractors, X
Medical Physical
Registaation
and Exam-
iners.

Therapists,
Podiatrists,
Professional
Corp's.

State Booed of 8 6 2 X X X Osteopaths__ X
Medical
Examiners.

State Board of 11 5 6 X X I Osteopaths, X
Healing Ohiropractora.
Arts.

State Board of State De- 10 6 3 1 X X Osteopaths____
Health. Partment

of health

State Bard of 5 5 X X Midwives, X
Medical Podiatrists.
Zuminers.

Board of 6 6 X X X None._____ X
Registration
in Medicine.

Bee footnotee at mid of table.
Cis

40'



State and
data te

Maryland,
Art. 43,

12% 121.
Massachusetts,

eh. 33, L

Michigan,
ch. 120,
33 14.531,
14.535.

Minnesota,
f 147.01.

7024.

MiS301111,

34.120.

Montana,
3 61-1001.

Licensing agencies for physiciansCosithwed

.4
0

Licensing
allencY

State
department

Total
BUM-
ber

Composition of agency Method of selection Financing of
Meng

Re-
Pub- Limi-quire-

Other lb tation ments
M.D.'s occupL- mem- OD of

tions bers facury pite-
tioe

in
State

Appointment
by

Recommendation by
Other occupa-
tions licensed

by same agency Special
bind

(Un-
era 1
fund

Gov-
ernor Other

Moll- Other Board
cal prof- it- Other

society societies self

Board of 8 8 X X XX do X

Medical
Examiners.

Board of
Registration
in Medicine.

State De-
partment
of Health.

7 7 X X Osteopaths__ X

State Board of 10 10 X X X None__ X

Registration
in Medicine.

2

State Board of 8 7 1 X X Osteopaths, X

Medical
Physical

Examiners.

State Board of
Health.

State Board
of Health.

10 8 1 1 X

Therapists,
Ifldwives,
Masseurs.

Osteopaths, X
Podiatrists,
Osteopathic

0

ra
Surgeons.

State Board of 7 7 X X Osteopaths... X

Registration
for the Heal-
ing Arts.

State Board of 7 7 X Physical X

Medical
Examiners.

Therapists,
Podiatrists.

"MOW.



&nuke',
3171-112--
71-122.01.

State Depart-
ment of
Health.

6 6 4 2 X X OsteoPathot
Chiropnctors,
Dentists,
Optometrists,
Pharmacists,
Podiatrists,
Physical
Therapists,
Embahners,
Veterinarians.

ova* title State Board of 5 6 X X None X

54, If 630.060- Medical
630.110. Examiners.
OW State Board of 6 6 1 X X Physical X

Hampshire,
I 329.5.

Registration
in Medicine.

Therapists,
Osteopaths.

ow Jersey,
3 45:9-1.

State Board of
Medical
Examiners.

12 9 3 X X X Osteopaths, X
Chiropractors,
Podiatrists,
Midwives.

ow Mexico,
S 67-5-1
ett-5-3.

Board of
Medical
Examiners.

5 3 X X X X None.....

ow York,
Si 6603, 6616,
Bducation
Mow.

State
Education
Department.

State
Education
Depart-
ment.

9 9 X General Deans-
ing agency
not limited to
health
professions.

X

arth
Cerolina,
II 90-2, 90-3.

Board of Med-
ical Exam-
inea.

7 7 1 None. X
....11.1141111M

Math Dakota,
I 48-17-03.

State Board of
Medical Ex-
hum

9 9 X X * do. XMIN MAIINN 41.

Ohio, 4731.01- State Medical 8 7 1 X Osteopaths, X

4731.03. Board.
Podiatrists,
Physical
Therapists.

See foOtnotes at end of table. 4.4
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State and
statute

Licensing
stineY

State
department

Licensing agencies for physiciansCaltinued

Composition (decency Method of selection

Re- Appointment Recommendation by
Total Pub- Limi- quire- by
num- Other lie tation mats
ber M.D.'s wawa- mem- on of Cloy-

dons bars faculty prao- ernor Other

in
State

Medi- Other Board
cal prof. it- Other

society societies self

rimming of
sialeY

Other mama-
tions licensed
by same agency ii=a1 Gen-

eral
fund

Oklahoma,
title 50,
ch. 11,
ii 484 482-

Oregon,
677.200,

677.290.
Pennsylvazds,

title 71,
172.

Rhode Island,
11 15-284 to

South Caro-
line, 56-
1351, 56-1358.

South Dakota,
ft mow,
27.0813.

State Board of
Medical Ex-
aminer&

Board of Med-
ial Ex-
miners.

State Board
of Medical
Edtuztion
and Li-
censee.

Division of
Professional
Regnlation.

State Board of
Medical Ex-
amines.

State Bosrd of
Medical and
Osteopathic
EI20211115.

Deport-
ment of
State.

Depart-
ment of
Health.

7 7 --- X X X

7 6 1 _ X X

7 5 2 X X

3 3

X

5 4 1 --

.40.0.M.

41010...10,

None. X

Osteopaths X

General Bans- X
tag Meng
not limited to
heelth pro-
lesions.

Nataropstbr,
Homeopaths,
Magnetic
Healers.

Osteopaths, X
Physical
Therapist&

V

X

02
02

PO'

do

, t
,4

Otr
C 3



Tennessee,
61-001 to

58-004.
Tem, Art.

4495-4502.
"Utah,

ft W1-5
51-1-6,
11-1-22.

Vermont,
title 20,
11 13514352,
U55.

11 56-262--
WA%
54-294.

Wnhington,
IS-24.063.
Bee also
ft 13.71.040-
13.71.050.

West Virginia,
H 30-2A-1,
30-2A-5.

Wisconsin,
11147.12,
147.13.

Wyoming,
II 33-323
38-X32.

State Board
of Medical
Examiners.

MOMIDO.d060

Deportment
of Ragistra-
tion.

Board of
Medical
Registration.

Board of
Medical
Examiners.

Board of
Medical
Eramlnen,
Division of
Proforional
Liosnsure.

The Medical
Lit:ensure
Board.

State Board of
Medical
Examiners.

do

5 5 X X X 11. 11114111.110. 11. Nonas OINMIIMa X---
12 .1111101.4111.. Osteopaths-- XMM .11.101N11, W .NolMOIN

Depart-
mint of
Regina-
don.

5 5 ---- X X X General
licensing
agencynot
limited to
health
professions.

7 7 X X X ...-- X --- Noun-- X----

16 11 2 1 X X X Osteopaths,4101IMMINWMIMPN. ----
Chiropractors,
Podiatrists,
Natcropaths,
Physical
Therapists.

Depart-
ment of
Motor
Vehicles.

5 5 ---- X X General X
licensing
agency-41ot
limitod to
health
profusion".

11 8 2 51 X X Podiatrists-- X

8 7 1 X X X X .. Physical X
Therapists,
Osteopaths,
Podiatrists.

5 4 1 X _ - Osteopaths--- X

'The lack of &notation indicates the absence of a statutory provision:
:May be full time.
:Must be fall thus.

4 Must be faculty members.
Ex officio.

.10116.1.



Appendix 4

Educational and professional qualifications for licensure (M.D.'s)

I
A. U.S. medical graduates B. Foreign medical graduates 3,

Pi
Medical school Graduate

State and statutory Bask curricula Graduate English Basic medical ECFMG Stahl 0
Eith College science Medical Intern- medical prod- science Medical ethics- end& board Existing 77g

sch2o1 certill- school Months, ship educa- dam card& school tion eats gamins- license 8.1

cats Subjects weeks, or tion cate require- don
citation

hours ment le

14

Alaska, I 35-3-85._ _
Alabama, title 46, I 2E0_ X 2 years_ X

X
X
X ____ w.

X
X 1

X
X

X 71 CO
1 1

X
x 1

Arizona, 13 33-1423-32- X X X X X 2 X 2 X X X 2 X (I) Ili
142e.

Arkansas i 73-605_-_ - X X __ _ X 3 ...........-.. (19) (19) (1) (19 (16) (19 PO X

California, fl 21118.5-2173, X 3 years_ _____ X X X X X 2 X X t
2191, 2192, 2193, 2193.5.

75

Colorado, If 91-1-7--91-1- __ X X .......- X _ ___ X X 712 X X 0

10.
Connecticut, I 20-10____ X 2 years_ X X X X (7) X r 3 X i
Delaware, title 24, II 1733- X __do_ X X X 1 X CO 0

1733.
0

Dktriet of Columbia, X X X X X X 1 X (7) X

title 2, 3 2-122. IS

2c
X _ ...... __-_.___ X X 11 X X a

atFlorida, I 458.05____ _ X X _
Georgia if 84-907, -910, X 2 yean.. __ X X X 1 X (I) 04

-911. Z
Hawaii, I 64.3 X 4 X X 3 3 X (7)

Idaho, I 54-1806 X X_ X X 9 X X (7)

Illinois, ch. 91, I 5 X 2 years X X X X 1 0 X

Wilms, if 63-1306, X _..do X X 72 ._ __ X X
-1306e.

=17.



Iowa, 1 146.3 X
'Canna, il 65-2624, X

65-2604.

inntuck7; i 311570 X
Louisiana, title X7 I 1271- ______
Nab" ob. 66, 1 4_
)(Ryland, art. 43, 1 124 X
lissoachusetts, ob. 112, X

I 2.
Weldon, eh. 120, X

I 14.533.
lilinnuots, I 147.02._ X
Baa6011191. I 5179.
llimpouri, I :34.031._ X
l l o n t a n s , I 6 6 - 1 0 0 1 1 X
Must% if -171, 104; X

71-103, 71-12.
Nowda, title 54, --

ii smieo, 630.170.
Noir Hanwebirs, 1 329:12. X
Now Amy, if 45:9-4 I

46:9-6.1.
Now Make,
Nmr York i 4606- X

educational law.
NorthCarolina, II WI-

t490-11.
North Dskota, 1 43-17-16_ X
01110, i 473100_ ..... X
Oklahoma, title 50 I 493- X
Oregon, I 677.100_ X
Psonsylvanis, title 63 X

I 405.
Rhode Island, I 5-37-2-- X
South Carolina, I 56-1357_ ___

Bee footnotes at end of table.

X_ X X 6
X____ X X

X
X

.... . .. X
X

X 1 X
T 31,

X
(1)

X X X X 5 X X
2 years X (*0) (I) (30) (30) (3°) (3°) (IS)X X 111 (7)
X- X X X 7 3 X X X
2 years X X X X (I)

1_ X X X X X 1 X X X

2 years_ X X X 72 X (7)-----
X

___ __ --
X X (7)

--
2 years_ X

__ _ _
X

_
7 1 XX (7)-----L._ X

_ ___
X

__
X 7 1 X X2 yam X X X

.
X

____
X X (7). _ --

X X X1 (76) (19 (Is) PO (s) 09 09--- -- ema.uDMI 20

2 years. X X X 1 X (7)--
X

--
X 2

.
.tp-....X 2 1 X--do._ ---- .........--...... ......--...- -

X X --- X X X (7)---
2 yam- X

--
X

----
71-2 XX (7) X--- ----- .

X __-___ X ................ .. WM.... ... ...00..N.0 I (7)

2 years- --- X X X 1 X X
....do ____. X . .... - 2 X X
X___-__ X X -___ ___ X7 AN.0 X X 111 (7)2 y_ear X X X X ARAD I I 1 X (7)

do X X X X 1 X (1)

. -do. X X IN Mb.. s (7) ........11. ..0 X X 72 X (7)
X 6 (7) X (1)

,1



Educational and professional qualifications for &ensure (M.D.'s)Continued

A. U.S. medical graduates

State and statutory
citation High

school

Basic
College science Medical

certifi- school
cats

Medical school
=dada

Intern-
Months, ship

Subjects weeks, or
hours

South Dakote, § 27.0302_ X X-_-__ X X
Tennease, I 63-611. X X
Texas, arts. 4801, 4503_ X 2 years- X X I X X
Utah, ft 58-12-2, 16-12-5, X 3 years_ X X ___ ---- X

58-12-9, 56-27-6.
Vermont, title 26 ii 1301, X 2 years- X I X

IVA, 1308.
Virginia, fei H-306, X --- I

611-306.3.
Washington, li 18.17.060, X --do-- X X X ---- X

13.17.066.
West Virginia, f 30-3-4__ X do X
Whoonsin, a 147.15-- X 3 years X X

X

X

X

B. Foreign medical graduates

Graduate
Graduate English Basic medical ECFMG State
medical proll- eeience Medical educe- cart& board Existing
educe- ciency certifi- school tion cate examine- license

tion cite require- tion
ment

MINNMO..

W701311778, I 33-333 X

.0..........10

.........m...Nairaximm...0.0140 X

X s I X elINIMMEMENIO.O.

............0..a.reanwermeoaMbarlio.NarOONwea X
Noal.DOMMIIMMOOM.01.1.1......11. X

s In lieu of internship, a specified number of years of practiee is acceptable.
3 In lieu of inteenahip, graduate medical educetion meaptable to the board or at the

discretion cc board.
'Internship voluntary or disaretionery with board.
'In lieu of graduation from approved medial school, practice in another State cc

medical melee with Armed Ames or Publics Health Service for TofU years preceding
application.

'Certificate of familiarity with Hansen's Dimas required.

I Approval of medical school not required.
I Required eaccrding to statistics based upon actual practices aa opposed to the

statutes alone compiled by the Council on Medical Education, Medioal Liceneure
Statistics for 1966. 200 3:A.M.A. 1066, 11.05

s Supplementary requhament of experience in obstetrics and pathology.
Length of internship not specified by statute.

is Not accepted.

0

0

00

icsa

"mlekl



Appendix 5

Endorsement Policies of Medical LicensingBoards
For Graduates of American and Canadian
Medical Schools including List of Officers of
State Licensing Boards, June 6, 1966
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Endorsement Policies of Medical Licensing Boards For Graduates of American and Canadian Medical
Schools including List of Officers of State Licensing Boards, June 6, 1966

COUNCIL ON MEDICAL EDUCATION

Appandix Table 2.Endorument Policies of Medical Licensing Boards for Graduates of American and Canadian Medical Schools:

13

The Examining
X Beard of
1 Alabama
2 Alaska
3 Arizona
4 Arkansas
5 California

i I

Reciprocates With, or Endorsee CortMcates Granted by

1: 4
00

5 Canal Zone
7 Colorado
It Connecticut

Dalawars
10 Dist. of Col. . . . 0 do 00

11 Florida
12 Gsorgia
13 Guam
14 Hawaii
15 Idaho

No reciprocity or endorsement policies .

+ + + + + . + + +. +. -I-. 4 4 4 4 -* 4 4 4 - 4 : 4 -* : *-

+ + + + + 4 + + 4 + - + + + + + + + + + + + + + + + +
Noreciprocal relations . . . . *40

15 Illinois
17 Indiana
la Iowa
13 Kansas
20 Kentucky
21 Louisiana
22 Maine
23 Maryland
24 Massachusetts
25 Michigan

. . . . . .
+ 4 - + + + + + + + + + + + + + + + + + + + + + + + + +

o o.

go
oe . .

+ + + + + + + + + + + + + + + + 4 - + + + + + + +
+ 4 + + + + + + + 4 + + + + + + + + + + + + + + + +

4-- 4-- 4-- 4-- 4-- 4-- 4-- 1-- 4-- 4-- 1-. +. 4-- 4-- 4-* +. +. 4-- 4-- 4: 4: +. 4--

+ + + + + + + + + + + . . + + + + + + + + + + + + + + +

..2"



Minnesota
Mississippi
Missouri
Montana
Nebraska

Nevada
New Hampshire
New Jersey
New Mexico
New York

.+.15 4_

.4: .4:

+11 4.15 4.

00 0.8 o

36
37
36
36
40

41
42
43
44
45

46
47
46
46
50

51
52
53
54
55

North Carolina + + + + +
North Dakota + -4- + + +
Ohio + + 4. + + +
Oklahoma -PI -

:Oregon + 4 4 4. 4. 4. .4:

Pennsylvania . .
Puerto Rico
Rhode Island + .-1:

South Carolina + + +
South Dakota + + +
Tennessee + +
Texas + +
Utah + +
Vermont + +
Virginia + +

4.

4

+.+ +

Virgin Islands
Washington
West Virginia
Wisconsin
Wyoming

No reciprocal relations

+ + + ++ + + + + + 4: 4: 4:
+ + +

. -
00 00+ + + + + + + + + ++ + + + + + + + + + + + + + +

This sumtmry should bs verified by direct communication with the secretary of

+ Indicates reciprocal or endorsement relationships have been es-
tablished; .. indicates no reciprocal or endorsement relationships have
been established. (See column "At the Discretion of the Board.")

1. 0-Declaration of intention of citizenship in citizenship column
indicates full citizenship required: in other columns it implies a require.
ment.

2. In most cases there is a small additional recording or registra-
tion fee.

3. Year of practice after licensure required.
4. Internship accepted in lieu of one year of practice.
5. Just preceding application.
6. All applicants must be graduates of a Medical school approved

by the American Medical Association.
7. Graduates of approved schools in the US and Canada can be li-

censed by reciprocity if the state credential on which the application is
based was issued in the same manner as the credential issued by the
California or Virginia Board.

S. Not required if applicant has been in practice more than 5 years.
9. Canadian citizens are required to filo first papers.

10. Not applicable to citizens of Canada.
11. Oral examination required when application is based on a (Nolo-

mate certificate dated five or morn years prior to filing application.
12. Must be residents of the Canal Ione or Republic of Panama.
13. Oral examination (or interview) required.



Endorsement Policies of Medical Licensing Boards For Graduates of American and Canadian Medical

Schools including List of Officersof State Licensing Boards, June 6, 1966-Continued

COUNCIL ON MEDICAL EDUCATION

Appendix Table4.-Con.

Reciprocates With, or Endorses Certificates Granted by Requirements

1

12.ill 1.1I Ie

ai a 1 I 1 1 . 12 3 1 I I1 i 1 2I t
2 1111i r ii !!.11 i 1: 1 i

.1

0

12:118a Ic.g.
- ,

I 14

I I
1 1 I 1 1 i 1

i 5 1ii 1111z z z z 1 1 1 1o i i ; i 1 1 tt if is i 11 ix N I i 1 .1

z

.4.- .4.- .4.- .4.- .. + .4: .4: +.. .4.- .4: .4.- .4: .4: 4: .4: .4.- .4: . . +.. 1: $ $ r S No110 2
1

14

Z

. .
+ + 9 9 3 9 150 3 V

.4.- .4.- + .-1: .4 .- I : : I : : 1 : 4: .4 : .4 : .4 : : I : .4 : :4: :4: .. .. 9 100 4 t"

. . . . - - -1-/ +11 . - .ai it' 9 10014 5
41

Z
2 12 10 6

+ + + + + + + + + + + + + + + + + + + + + + + + it 9 ._. 9 50 7 It
>

+ + + + + + + + + + + 4- + + + + + + + + + + -4- 4- + + 9. . 3. D 100 0 Z

. . . . .. .. .. .. .. + + 6
2 9 150 9

9 1' .. 50 10 3

. : 9 . . 9 11
%

+. +. :I: .4.+ + + + .4.. :.1+.: :I: :I: + :I: :I: :1: :I: :I: :I: + :- 1: *. - 1 : : 1 : : 1 : - 1 - : I : .. . 9 o 9 ifil 12

+ + + + + + + + + + + + -; + + + + .+. + + .. 9 o .. so 13 0

. . . . . . . . . . 4. . 9 . . 0 50 22 14 0
It. . . . . . + + . . 43) . . 0 150 15 It

-
+ -Ps - 9 . . 150 15 ;

.4- .-1- .-1.- :4- -1-. .- 1- -I-. 4 .. .- I : + -I: :4-. -I-. :4.- -I-. -1-. 4 -. -I-. -I-. -I-. -I-. -1.-. .4-. --4: + + .14 CI 100 26 17 m

4 As 4 . .6 6 14 0 100 rr is 3
z. . . . . . .. . . . . . . . + + 9 9 14.69 5041 111

- . - - . - - - + + 9 .. 9 75 2 0

+ + + + + + + + + + + + + + + + + + + + + + + . .. 14 e 100 21

+ + + + . . + 4 . + + + + 4 -.. 4 . 4 . - I - + 4 . + + 4 . 4 . + + + 4: 4- .. 6 14 . . 100 22

+ + . . . . . . D 50 23

+ .4- .4. .4- +. 4-* +. 4 : .4 : + +. +. .4 : +. +. .4 : A-. +. + +. +. : 1 : +. + + . 0 0 75 24

+ + + + + + + + + + + 4-* + + + -I- + 4- + 4- 4. + 4. + + - . 'ewe 1, s loo se 2 0

110134



*-4-

O D 100
el 50

14 e
p e 100
p e 50

111

O 0
0
0
p
2 D

200
50
50

100
40

as
27

30

31
32
33
34

se 35

+ + + + + - + + + + + . . + + + + + + + + + + + + + + es 100+ + + + + - + + + + + + + + + + + + + + + + + 0 1 17 100+ + + + + + - + + + + + + + + + + + + + + + 1 e 100+ + e p e 100
+ - + + - + + 4 - . : + + + 4 - + + + 0 0 0 100

311
1111 37

3.
43

+ + 4- + + + + + + + + + + - + + + + + + + + + + + ++ + + + + + + + + 4- + + + + + + + + + + + + 9 9

IND 751
e 30O 050

p e 1001090

41
42

1111 43
44
45-

+ -
+ -

+
-4-

+ ++ + + + + + + + ++ +
- - - - - - -

+ . . + + + + + + + ++ + + + + + + + + +
the licensing board of the state in which the physician is interested. See page 1074.

+ + ++ +
.

e 100
O 0 100

50
.4 0 50

211 0 100

ss
o 25
O e 100

100 1/.1*
.C; r 75 11/

IBS

14. In addition, California requires a $10 filing f and $30 Initial fee.
15. Practical clinical examination required.
16. At the disci etion of the board.
17. Permanent license withhld until completion of internship.
18. May be waived zit the discretion of the board.
19. Reciprocity extended at the discretion of boards to candidates

whose qualifications would entitle them to admission to examination
and who took examination equivalent to that required by this board.

20. If the applicant passes the examination in the state from which
he transfers after the completion of his internship, no practice is re-
quired.

21. Internship accepted at the discretion of the board as the equiv-
alent of two years' practice.

22. Residence for one year required.
23. Supplemental examination required in certain cases when ac-

cepting the examination of a state with whom reciprocal relations have
not been established.

24. Must meet requirements of the board and hold a valid license
obtained by written examination.

25. For matriculants after Oct 15, 1937.
26. Endorses 32 states fully; remaining partially.
27. Amount charged by the endorsing state.
28. Puerto Rico license accepted if obtained prior to June 30, 1963.



Corresponding Officers of Boards
States and

Alabama: Dr. Ira L. Myers, Secretary,
State Office Building, Montgomery 4.

Alaska: Dr. W. M. Whitehead, Secre-
tary, 188 South Franklin, Juneau.

Arizona: Mr. Paul R. Boykin, Execu-
tive Secretary, Post Office Box 128,
Scottsdale.

Arkansas: Dr. Joe Verser, Secretary,
Harrisburg.

California: Dr. Wallace D. Thompson,
Secretary, 1021 0 Street, Room
A-547, Sacramento.

Canal Zone: Dr. S. B. Clark, Health
Director, Balboa Heights.

Colorado: Dr. Leo Lloyd, Secretary,
1545 Tremont Place, Denver 80202.

Connecticut: Dr. Stanley B. Weld,
Secretary, 160 St. Ronan Street, New
Haven.

Delaware: Dr. Andrew M. Gehret,
Secretary, State Health Building,
Dover.

Dist Act of Columbia: Mr. Paul Foley,
Deputy Director, 1145 19th Street
NW., Washington 20036.

Florida: Dr. Homer L. Pearson, Sec-
retary, 901 NW., 17th Street, Miami
36.

Georgia: Mr. Cecil L. Clifton, Secre-
tary, 166 Pryor, Street SW., Atlanta
30334.

Guam: Mr. Thomas Grant, Executive
Secretary, Marianos Islands, Agana.

Hawaii: Dr. Samuel L. Yee, Secretary,
Box 3469, Honolulu 96801.

Idaho: Mr. Armand L. Bird, Executive
Secretary, 358 Sonna Building, Boise.

Illinois: Mr. John B. Hayes, Acting Di-
rector of Registration, State House,
Springfield.
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of Medical Examiners in the United
Its Posesions

Indiana: Dr. Paul T. Lamey, Secre-
tary, 1021 State Office Building, In-
dianapolis 46204.

Iowa: Mr. Ronald V. Saf, Executive
Secretary, 503 Empire Building, Des
Moines 50309.

Kansas: Dr. F. J. Nash, Secretary, 364
New Brotherhood Building, Kansas
City.

Kentucky: Mrs. Edna Frank Caudill,
Director, Division of Medical Licen-
sure, 275 East Main Street, Frank-
fort.

Louisiana: Dr. J. Morgan Lyons, Sec-
retary, 521 Hibernia Bank Building,
New Orleans 12.

Maine: Dr. George E. Sullivan, Sec-
retary, Box 748, Waterville.

Maryland: Mrs. Rose F. Barry, Exec-
utive Secretary, 1211 Cathedral
Street, Baltimore 21201.

Massachusetts: Dr. David W. Wall-
work, Secretary, State Office Build-
ing, Cambridge Street, Room 1511,
Boston.

Michigan: Dr. E. C. Swanson, Execu-
tive Secretary, 118 Stevens T. Mason
Building, Lansing 8.

Minnesota: Dr. J. P. Medelman, Sec-
retary, 230 Lowry Medical Arts
Building, St. Paul 55102.

Mississippi: Dr. A. L. Gray, Secretary,
Box 1700, Jackson 39205.

Missouri: Mr. John A. Hailey, Execu-
tive Secretary, Box 4, State Capitol
Building, Jefferson City.

Montana: Dr. William F. Cashmore,
Secretary, 307 North Jackson Street,
Helena.

Nebraska: Mr. R. K. Kirkman, Direc-
tor, 1009 State Capitol Building, Lin-
coln 9.



LICENSURE OF PHYSICIANS

Nevada: Dr. Richard A. Petty, Secre-
tary, 3660 Baker Lane, Reno.

New Hampshire: Dr. Mary M. Atchi-
son, Secretary, 61 South Spring
Street, Concord.

New Jersey: Dr. Vincent P. Butler,
Secretary, 28 West State Street,
Trenton.

New Mexico: Dr. R. C. Derbyshire,
Secretary, 227 East Palace Avenue,
Santa Fe.

New York: Dr. Donald C. Walker,
Secretary, Room 367, State Educa-
tion Building, Albany 12224.

North Carolina: Dr. Joseph J. Combs,
Secretary, 716 Professional Building,
Raleigh 27601.

North Dakota: Mr. Lyle Limond, Sec-
retary, Box 1198, Bismarck.

Ohio: Dr. Donald F. Bowers, Secre-
tary, 21 West Broad Street, Colum-
bus 43215.

Oklahoma: Dr. E. F. Lester, Secretary,
403 Sequoyah Memorial Building,
Oklahoma City 5.

Oregon: Mr. Howard I. Bobbitt, Exec-
utive Secretary, 609 Failing Building,
Portland 97204.

Pennsylvania: Mrs. Alva R. Cockley,
Secretary, Box 2649, Harrisburg
17120.

Puerto Rico: Dr. Herminio Mendez
Herrera, Secretary, Box 3271, San-
turce.
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Rhode Island: Mr. Thomas B. Casey,
Administrator, 366 State Office
Building, Providence.

South Carolina: Mr. Nathaniel B. Hey-
ward, Executive Secretary, 1707
Marion Street, Columbia.

Sor.th Dakota: Mr. Richard C. Erick-
son, Executive Secretary, 711 North
Lake Avenue, Sioux Falls 57104.

Tennessee: Dr. Alfred D. Mason, Exec-
utive Secretary, 1331 Union Avenue,
Mid City Building, Memphis 38104.

Texas: Dr. M. H. Crabb, Secretary,
1714 Medical Arts Building, Fort
Worth 2.

Utah: Mr. Floy W. McGinn, Director,
318--A State Capitol Building, Salt
Lake City 1.

Vermont: tr. C. H. Goyette, Secretary,
2 Park Street, Bane.

Virgin Islands: Dr. Benjamin A. Nath,
Secretary, Charlotte Amalie, St.
Thomas.

Virginia: Dr. R. M. Cox, Secretary, 509
Professional Building, Portsmouth.

Washington: Mr. Thomas A. Carter,
Administrator, Capitol Building,
Olympia 98501.

West Virginia: Dr. Newman IL Dyer,
Secretary, 1800 Washington Street,
Charleston 25305.

Wisconsin- Dr. Thomas W. Tormey,Jr.,
Executive Secretary, 1414 South
Park Street, Madison.

Wyoming: Dr. Robert Alberts, Secre-
tary, 2301 Central Avenue, Cheyenne.

Corresponding Officers of Boards of Examiners in Basic Sciences

Alabama: Dr. E. Carl Sensenig, Chair-
man, 1919 17th Avenue, South, Bir-
mingham 3.

Alaska: Dr. John J. Dalton, Secretary,
555 Willoughby, Juneau 99801.

Arizona: Dr. Millard G. Seeley, Secre-
tary, Univenity of Arizona, Tucson.

Arkansas: Dr. A. W. Ford, Secretary,
Education rasilding, Little Rock.

Colorado: V.:. Esther B. Starks, Secre-
tary, 1459 Ogden Street, Denver
80218.

Connecticut: Mrs. Regina G. Brown,
Executive Assistant, 258 Bradley
Street, New Haven 06510.

District of Columbia: Mr. Paul Foley,
Depuzy Director, 1145 19th Street
NW., Washington 6.

Florida: Mr. Theodore A. Alford, Box
17236, Tampa 33612.

Iowa: Dr. Eimer W. Hertel, Secretary,
Waverly.

Kansas: Dr. Elbert W. Crandall, Secre-
tary, Kansas State College, Pittsburg.



REPORT OF THE HEALTH MANPOWER COMMISSION

Michigan: Mrs. Anne Baker, Secretary,
116 Stevens T. Mason Building, Lan-

sing.
Minnesota: Dr. Raymond N. Bieter,

Secretary, 126 Millard Hall, Univer-
sity of Minnesota, Minneapolis 55455.

Nebraska: Mr. R. K. Kirkman, Direc-
tor, Room 1009, State Capitol Build-
ing, Lincoln 9.

Nevada: Dr. Lowell L. Jones, Secretary,
Box 8355, University Station, Reno

89507.
New Mexico: Mrs. Marguerite Cantrell,

Secretary, Post Office Box 1522, Santa
Fe. -

Oklahoma: Dr. E. F. Lester, Secretary,
403 Sequoyah Memorial Building,
Oklahoma City 5.

Oregon: Mr. R. L. Collins, Secretary,
Box 5175, Eugene.

"wo

Rhode Island: Mr. Thomas B. Casey,
Administrator, 366 State Office Build-
ing, Providence.

South Dakota: Dr. W. McA. Kleibacker,
Secretary, 909 Mulberry Street, Yank-
ton 57678.

Tennessee: Dr. Roland H. Alden, Secre-
tary, 62 South Dunlap Street, Mem-

phis. .

Texas: Mrs. Betty J. Anderson, Execu-
tive Secretary, 1012 Sam Houston
State Office Building, Austin.

Utah: Mr. Floy W. McGinn, Director,
Department of Registration, 318 State
Capitol Building, Salt Lake City
43!-114.

Washington: Mr. Thomas A. Carter,
Secretary, Capitol Building, Olympia.

Wisconsin: Dr. B. H. Kettelkamp, Sem.
tary, River Falls.
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Medical disciplinary proceedingsContinued

Procedures for disciplinary action

Powers of revoking body Privileges of defendant Appeal

Some offenses subject to disciplinary action
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HavraiL_ X X X X X X X X X .......... X X

Idaho_ X X X X X X X X X X X X X X X X X X X ;
Illinois 4 X X X X X X X X X X X X ....... X X 3
Indiana '. ..... ______ X X X x x X X X x x X ---- ........ ONINImb

Iowa. X X X X X X X X X X X i
Kansas 6 X X X X X X X X X X X X X X .....--- X

Kentucky 2 X X X X X X X ------ X X X X X -..--- X - NO -MaMM

Louisiania 2 X X X x x X X X X ......,---
Maine s X X x x. X X X ...a.m.....

Maryland X X X X X X X X X X X
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Michigan ' X X X X X X X X X X X _ ..... _

Minnesota X X X X X X

Mississippi 7----- X X X X X X X
X

Missouri 1.- ..... ---__ X X X X X X X X X X X ic X X.
Montana X .-- X X 411.
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New Hamsphire
New Jersey 2 X X X
New Mexico X X
New York 9 X
North Carolina X X X
North Dakota._ X X X
0 hio X
Oklahoma.. X X X X
Oregon.. X X X X
Pennsylvania " X
Rhode Island " X
South Carolina_ X
South Dakota X X
Tennessee 1 X X X X
Texas X X X X
Utah " X X
Vermont " X
Virginia_ X X X X
Washington " X X X
West Virginia X X
Wisconsin 2. 16 X X X
Wyoming X X X X

Total 30 26 40 29

X WOOD OMNI. X

13

I Board of Examiners for the Healing Arts and the Board of Medical Examiners.
2 Revocation by court.
s Medical Council.

Department of Registration and Education.
Board of Medical Registration and Examination.
Board of Healing Arts.
Board of Health.

I Board of Registration and Medicine.
Department of EducationB oard of Regents.
Bureau of Medical Education and. Licensare.

" Department of Health.
n Board of Medleel and Osteopathic Examiners.

n."

" Department of Registsation.
u Board of Medical Registration.
" Medical Disciplinary Board.
" Board of Medical Examiners may revoke license when defendant is convicted of a

crime.

Norm
A. Conviction of crime.
B. Any condition which impairs intellect and judgment to such extent as

to incapacitate for performance of profesennal duties.
C. Violation of State law.
D. Conviction of illegal practices.



State

Appendix 7

Disciplinary action. Digest of legislative changes, 1957-65

Procedures

1. Investigation with as little publicity as practicable,
consistent with fair and impartial hearing, but person
.whose qualification is under consideration may elect
full public hearing. Alabama Code, title 46, see. 271

(1960).

izona

i.Arkansas

California 1 1. Authority of Board to place certificate holder on
probation includes the power to require certificate
holder to submit to complete diagnostic examination
by one or nore physicians and surgeons appointed by
the Board. Board must also consider reports of medical

Grounds

11. If the person whose qualification is under consideration
is found to be mentally incompetent to a degree and of a
character which renders such person unsafe or unreliable

as a practitioner. Alabama Code, title 46, sec. 270 (1960).

(Same as before; added merely that State licensing board
shall be advised of suspension or revocation.)

1. Gross malpractice, repeated malpractice or any mal-
practice resulting in 'the death of a patient. Ariz. Rev.
Stats., sec. 32-1401 (1964).

1. Becoming physically or mentally incompetent to prac-
tice medicine to such an extent as to endanger the
public. Ark. Stats., sec. 72-613(10) (1965). (This instead
of possession, use, or distribution of narcotics.)

2. Aiding or abetting an unlicensed person to practice
medicine, sec. 72-613(3). (This instead of presentation

or use of a license fraudulently obtained.)
11. Adjudication of insanity or mental illness or the volun-

tary commitment or admission to a State hospital of any
licentiate shall operate as a suspension of the right to
practice of any certificate holder under this chapter, such
suspension to continuejuntil restoration to or declaration



examination by physician of certificate holder's choice. of sanity or mental competence * * * Before reinstate-

Calif. B &P Code, sec. 2372.5 (1965). ment, Board may require an oral or written examination
or both to determine fitness to resume practice. Calif.
B &P Code, sec. 2416 (1965). Alw sec. 2417: If certificate
holder becomes mentally ill to extent he requires super-
vision or restraint or to the extent that he is dangerous
to himself or others, Board may suspend judgment, place
him on probation, suspend right to practice for period
not exceeding 1 year, revoke certificate or take such
other action as Board deems proper.

lorado. .. 1. Public announcement of new rules; announcement of
authority under which rules are promulgated; oppor-
tunity for hearing on rules; "a rule shall not be deemed
within the statutory authority and jurisdiction of the
agency merely because such rule is not contrary to the
specific provisions of the statute." Colo. Rev. Stats., sec.
3-16-2 (1959).

2. Provision for revocation of license without notice and
hearing, with hearing procedures immediately afterwards,
where licensee has been guilty of deliberate or willful'
violation or where the public health, safety or welfare
imperatively demand emergency action. Colo. Rev.
Stats., sec. 3-16-3 (1959).

3. Judicial review. Provision for postponement of order
of agency in cases of irreparable injury and for injunc-
,tion against agency on showing of irreparable injury.
Colo., sec. 3-16-5 (1959).

See footnote at end of table.

_.,
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Disciplinary action. Digest of legislative changes, 1957-65Continued 1-3

Procedures Grounds 1:4

F
1. Any physical or mental disability which renders the 14

further practice of medicine by the licensee dangerous.
Del. Code Ann., sec. 1741(7) (1960).

1 2. Mental incompetence or mental illness, when deter- 0mined by any final order or adjudication of any court of
competent jurisdiction automatic suspension and such
suspension shall continue (anything in the act to the mil-
trary not withstanding) until court adjudication that he 0
is restored to reason or until discharged from hospital as
restored to reason. Del. Code Ann., sec. 1741(8) (1960).

1. Power of Board to grant rehearings, if applied for within 1 1. Adjudged insane by court of competent jurisdiction
30 days, on questions of fact determined by the Board. (within or without the State). Disqualification obtains so
Fla. Stats., sec. 458.12(f)(3). long as such adjudication remains in force and the dis-

mmall"

abilities of such person have not been judicially restored;
unless the Board shall, after a full hearing, order othcrwise.
Fla. Stats., sec. 458.12(k)(1).



2. Provision for temporary suspension of license without
hearing in cases where the officers of the Board deem
the evidence unequivocal, provided full hearing is held
within 60 days, in cases of fraud in practice of medicine,
conviction of felony, addiction to narcotics and liquor,
procuring, aiding or abetting in procuring an abortion,
adjudged insane. Fla. Stats., sec. 458.121(7).

Georgia 1. Sustaining any physical or mental disability which
makes further practice dangerous. Georgia Code Ann.,
sec. 84-916(15) (1957).
2. Filing with Board of final order of adjudication by
court as to licentiate's mental incompetence requires
automatic suspension of license until licentiate is adjudged
restored to reason by court or discharged from hospital
as restored to reason. Georgia Code Ann., sec. 84-916.

Iowa 1. As an alternative to procedure of filing with District
Court petition for revocation of license, medical exam-
iners, after notice and hearing, may issue an order
directing the Commissioner of Public Health to revoke,
suspend, or place on probation. Iowa Code, sec. 148.6
(1957).

2. Provision for voluntary surrender of license if accom-
panied by statement of intention. Same effect as a
revocation. Iowa Code, sec. 148.8 (1957).

See footnote at end of table.



Disciplinary action. Digest of legislative changes, 1957-65Continued

State Procedures Grounds
0
0.3

Maine 11. If a licensed physician becomes mentally ill and is 0
under the care of a licensed physician in this State, the
attending MD must make an immediate report to the
Department of Health and Corrections whether or not
tf patient is hospitalized by any method in any hospital.
Department shall immediately make an investigation of
the mental condition of patient and file a report with 1-3

Board of Registration in Medicine as to patient's ability
to practice. If report says ability to practice is seriously
interfered with, 5 days' notice of hearing. Two-thirds vote
of Board required to suspend license. Board may volun- ,t10
tarily restore license when it receives report from Depart-
ment that patient's condition no longer interferes with his
ability to practice.

When a physician is hospitalized outside the State of 0
Maine and Board learns of this fact, :t may require De-
partment to investigate. Maine Rev. Stats., ch. 271, sec.
7A (1963).

Maryl an d 11. Insanity and narcotics addiction added as grounds for
revocation. Revocation proceedings already adjudicated
are not to be -eviewed, but both party and Board have
right of appeal from decision of Circuit Court to Court
of Appeals. Maryland Stats., sec. 145 (1957).



Minnesota

Mississippi 1. Procedural steps spelled out in detail. Board's power to
subpoena, petition of aggrieved party for court review,
provisions for restoration of revoked license. Mississippi
Code, sec. 8893 (1964). Notice and opportunity to be
heard. Prompt hearing.

Missouri 1. New power of Board to place licensee "on probation"
in addition to revocation cc suspension. Mo. Ann.
Stats., sec. 334.100 (1963).

Montana 1. An appeal from the Board's decision is tried by the
District Court before a jury of 6 physicians. Rev. Code
of Montana, sec. 66.1004 (1961). This amendment
deletes the former requirement that of the 6 not less than
2 shall be of the same school of medicine.

Nebraska 1. Procedural requirements re mental illness or mental
deterioration: Investigation by Director of Department
of Health; if reasonable cause to believe found, Board
appoints committee of 3 qualified psychiatrists to examine
and report to Board. Nebr. Rev. Stats., sec. 71-1, 104.02
(1965).

License may be reinstated if Board finds doctor
mentally qualified to engage in practice. Sec. 71-1,
104.03 (1965); right to appeal to courts, sec. 71-1,
104.05.

See footnote at end of table.

1. Temporary certificate can be revoked only for violation
of provisions of this act or provisions of Minn. Stat., sec.
147.02 re immoral conduct. Minn. Stats., we. 147.19
(1957).

1. Abortion that is not medically indicated. Mississippi
Code, sec. 8893(5) (1964). N.B. Formerly, an abortion
that is not necessary to preserve the life of the woman.

1 1. Automatic suspension of license when licensee is found
not qualified to practice medicine because of mental illness
or mental deterioration. Nebr. Rev. Stats., sec. 71-1,
101.01 (1965).

Refusal to submit to examination by psychiatrist is
grounds for suspension of license, sec. 71-1, 104.04.

.4114,P.
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Disciplinary action. Digest of legislative changes, 1957-65Continued

State

New Jersey. .

New Mexico

Procedures Grounds

* 1. Clerk of court "entering the order of commitment of
some court of competent jurisdiction .mtablishing the
insanity or mental illness * * *" required certified

copy to Board of Medical Examir ers. N. Mex. Stats.,
sec. 67-5-25 (1961).

Suspension shall continue and Board shall not restore
former practitioner to privilege of practice until: (1)
Board receives competent evidence that the former
practitioner if not mentally ill; and (2) Boa(' is satisfied
that privilege may be safely restored. Board may set

- 'terms and conditions for restoration. N. Mex. Stats.,
sec,. 67-5-26 (1961).

1. Physician has been found guilty of employing unlicensed
persons to perform work which, under this chapter can
legally be done only by persons licensed to practice
medicine and surgery or chiropractic in this State. N.J.
Rev. Stats., sec. 45: 19-16 (1957).

2. Physician has been found guilty of gross malpractice or
gross neglect in the practice of medicine, which bas
endangered the health or lifc of any person. N.J. Rev.
Stats., sec. 45: 19-16 (1957). (Before this amendment,
malpractice was not a ground for suspension or revoca-
tion).

* I. On grounds of entry of a "decree by a court of com-
petent jurisdiction within or without the State establishing
the imanity or mental illness of any person holding
license". N. Mex. Stats., sec. 67-5-24 (1961).

Vlaffle&l.

1



New York

North Dakota

Oklahoma

1. Committee on medical grievances to consist of 10 mem-
bers appointed by the Regents on recommendation of the
commissioner plus such additional members as the
Regents may determine. Nominations from medical
societies. Committee shall hear all charges and Depart-
ment may, on receipt of record from committee, revoke
license. Notice and hearing. Judicial review. N.Y.
Education L., sec. 6515 (1962).

1. Powers of Board to suspend for periods not to exceed 5
years and to restore license; to place licensee on proba-
tion for periods of 1 to 5 years, provided that for second
offense probation may be for indefmite period of time.
Okla. Stab., sec. 506 (1963).

See footnote at end of table.

1. Advertising a ground for revocation but not publication,
distribution, and circulation by any group organized and
existing as a nonprofit insurance plan pursuant to article
9-C of the State insurance law, or classified professional
directories among its subscribers and members, stating
group and participating physicians, osteopaths and
physiotherapists, stating their adthesses, telephone num-
bers, and special bran% of medicine practiced. N.Y.
Education L., sec. 6614(2) (1962).

1. New ground added: Sustaining any physical or mental
disability which renders the further practice of medicine
dangerous. N. Dak. Code sec. 43-17-31 (1957).

2. Performance of any dishonorable, unethical, or unpro-
fessional conduct likely to deceive, defraud, or harm the
public. N. Dak. Code, sec. 43-17-1. (1957). Formerly,
negligent malpractice resulting in permanent injury to
patient.

3. Use of any false or fraudulent statement in any document
connected with practice of medicine. Id.

4. Knowingly performing any act which in any way assists
any unlicensed person to practice medicine. Id.



Disciplinary action. Digest of legislative changes, 1957-65Continued

state Proceduies Grounds

Oregon--

Pennsylvania.

1. Procedure for disciplinary action spelled out: Suspend
judgment; probation; suspend privilege to practice; re-
voke license; such other action as Board deems proper.
Board may change terms of probation and "may include
any reasonable condition for the purpose of protection
of the public on the rehabilitation of the licentiate or
both." Oreg. Rev. Stats., Sec. 677.205 (1957).

1 2. Clerk of court making an order of commitment re-
quired to mail certified copy of court order adjudging
person to be mentally ill to Board of Medical Examiners.

Superintendent of State hospital to which licentiate has
voluntarily applied for admission required to send certi-
fied copy of the record of the voluntary admission of licen-
tiate to Board, and Board required to inform county clerk
of suspension. Oreg. Rev. Stats sec. 677.225 (1961).

1. Board of Medical Education and Licensure may refuse
to grant or revoke license for conviction for producing,
aiding, or abetting in producing a criminal abortion.
Pa. Stats. Ann. Title 63, sec. 410 (1963).

1 2. Automatic suspension on the legal commitnaent to an
institution because of "mental incompetency from any
cause." Pa. Stats. Anr. . Title 63, sec. 410 (1963).

3. Board may act on proof of grossly unethical practice or
of any form of pretense which might induce persons to
become prey to professional exploitation or for violation
of rules of Board. Pa. Stats. Ann., Title 63, sec. 410.

1. New ground: Gross carelessness or manifest incapacity
in the practice of medicine or surgery. Oreg. Rev. Stats.
Sec. 677.190(19) (1961).

1 2. Adjudged mentally ill or admitted on a voluntary basis
to any State hospital which treats or cares for the mentally
ill, except for treatment as an outpatient, for X-ray
examination or therapy or for residence not exceeding
25 consecutive days. Oreg. Rev. Stats. sec. 677.225 (1961).

Restoration to praciice shall not take place until Board
receives competent evidence that practitioner is not
mentally ill and Board is satisfied, with due regard to the
public interest, that practitioner's privilege to practice may
be safely restored. Oreg. Rev. Stats., sec. 677.225 (1961).



Rhode Island

virginia 1. Remedies of applicant. May apply to circuit court for
writ to show cause why certificate should be refused.
Burden of proof on petitioner to establish right to be ex-
amined or to be granted a license. Virginia Code, sec.
54-318 (1966). Further appeal to Supreme Court of
Appeals.

2. On receipt of information that practitioner may be sub-
ject to punitive action, Board shall appoint com-
mittee of 3 members. Practitioner to have opportunity
for informal conference., Then hearing if Board feels there
is basis to charges. If committee feels that information is
without foundation, then it may notify practioner that
he is exonerated. If true but facts do not merit formal
hearing, Board may reprimand or censure or place practi-
tioner on probation. Right to a hearing if practitioner
desires in latter 2 cases. Virginia Code, sec. 54-318.1

(1966).

1. Refusal, revocation, or suspension for krOss ftrito-
fessidnal conduct deline4 ki include, inter alia,
Knew/41y performing any act, *Nell in atiy way aids

or pssisis ag un4erip.&I Persoii to practice medicine in
violatio# of this chaPfer,

Gross incompetence i# the practice of his profession.
bén,1 Laws, ch. 37 sec. 5-37-4 (p962).

If Know i ngly and willfully commits felony or misdemeanor
involvitig iporal turpitude.
Aids or abets or has professional connections with any

person known to be practicing the healing arts illegally.
Conducts his practice in a manner contrary to the

standards of ethics of his branch of healing arts or in
such manner as to make his practice a danger to the
health and welfare of his patient or the public. Virginia
Code, sec. 54-317 (1966).

1 2. Board may refuse to issue a license or may suspend
license of any person "adjudged insane or incompetent by
a court of competent jurisdiction, either within or without
this State, and such adjudication is in effect and such
person has not been declared restored to sanity or coin.
petence." Virginia Code, sec. 54-317.1 (1966).

1 3. Duty of practitioner of healing arts who treats pro-
fessionally for alcoholism or drug addiction or for mental,
emotional, or personality disorders any person licensed
under this chapter to report same to Board if he feels
continuance in practice by this person, would constitute a danger
:o the health and wdfare of his patients or the publk. Virginia
Code, sec. 54-317.2 (1966). Any person making report or
testifying in a judicial proceeding as a result of this report
is immune from civil and criminal liability unless acting
in bad faith or with malicious intent.

-,1,4
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Disciplinary action. Digest of legislative changes, 1957-65Continued

State Procedures Grounds

1. Old provision that when a license or certificate is sus-
pended, the suspension shall be for a definite term not to
exceed 2 years.

Also, old provision that a license or certificate may be
voluntarily surrendered. Wis. Stats., sec. 147.20(61) (7).

2. A license or certificate may be temporarily suspended by
the Board without formal proceedings and its holder
placed on probation for a period not to exceed 3 months.
Where he is known or the Board has cause to believe that
such holder has violated provisions of sec. 147.20(1) (7
typical grounds), Board may warn and reprimand holder
of license and may request State medical grievance com-
mittee to act. Board shall not have authority to suspend
license for more than 2 consecutive 3-month periods. All
actions under this section subject to review. Wis. States.,
sec. 147.20(7) (1966).

1. New section in 1959 re fee-splitting. No mention of dis-
ciplinary proceedings here, but violation of this section
could be subsumed under Wis. Stats., sec. 147.20(g) "en-

gaging in conduct unbecoming a person licensed to prac-
tice or detrimental to the best interests of the public."

separate billing required.
physician partnership permitted.
contract exceptions between hospital and medical staff

with safeguards (remuneration must not be Wary).
Wis. Stats., sec. 147.225 (1959).

2. N.B. detailed provisions re advertising, especially in chi-
ropractic; e.g., advertising fixed prices for variable serv-
ices (M.D.'s and all); advertising professional superiority
(M.D.'s and all), etc. Wis. Stats., sec. 147.25 (1957).



1. Notice and hearing. 30 days for licensee to provide writ-
ten statement of nature of his defense. Decision within 30
days after hearing. Right of appeal. Order of suspension
shall remain in effect during appeal unless court shall fix
a bond in a sum in favor of people of Wyoming. Bond for
benefit of any persons damaged by act of appellant during
the appeal who might bring action: Trial before court
shall be de novo and without a jury. Wyo. Stats. 37-2012
(1957).

1 1. Grounds rewritten in 1957. Include:
practice of medicine while having any physical or men-

tal disability which renders the practice of medicine or
surgery dangerous.

to willfully violate any privileged communication.
Wyo. Stats., sec. 37-2012 (1957).

.."
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Appendix 8

Legal effects of mental illness on licensure

State and citaiion

DRAFT ACT

Alabama Code (1940).
Arizona Rev. Stat

32-2042A.4 (1956), 32-1452D.3
(1956), 32-1290.1 (1956),
32-1663.5 (1956).

Arkansas Stat. Ann
72-613(11) (1947)

California Code Ann. (Deering)
Business and Professions.

1320.2 (1957 Supp.), BP 1671
(1957 Supp.), BP 2385
(1957 Supp.), BP 2689
(1957 Supp.), BP 2763
(1957 Supp.), BP 3108
(1957 Supp.), BP 8656
(1957 Supp.), BP 4355
(1957 Supp.), BP 2618
(1957 Supp.).

Colorado Rev. Stat. Ann.... .
42-1-10 (1953)

Connecticut Gen. Stat
20-59(h) (1958)

Delaware Code Ann.
Florida Stat

458.12(e ) (1957),
465.101(1)(d)3(1957),
464.21(2)(a)(1957).

Georgia Code Ann
84-916 (15), (20) (1958 Supp.)

396

Staiulory provisions

Certificates of physical therapists and practi-
tioners in medicine or surgery may be revoked
or suspended if the holder has been declared
insane. Licenses of dentists and nurses who are
mentally incompetent may be revoked or
suspended.

Licenses of practitioners in medicine and surgery
who have been adjudged insane, determined
to have a mental disease or who have been
voluntarily committed may be revoked or
suspended.

Licenses of clinical laboratory technicians, den-
tists, physicians and surgeons, licensed physical
therapists, nurses, optometrists, pest control
operators, pharmacists, registered physical
therapists are suspended or revoked upon
adjudication of insanity or incompetency.

Licenses of dentists suffering from mental dis-
ability will be suspended.

Certificates of chiropodists may be revoked,
suspended or annulled upon mental illness or
deficiency of practitioner.

Insane persons are disqualified to practice medi-
cine until their sanity is restored. The license
of an h me pharmacist may be revoked or
suspended by reason of insanity. The Board
may deny or refuse to renew the license of a
nurse who has been adjudged incompetent.

Licenses of medical practitioners (apparently this
includes physicians and surgeons) are automat-
ically suspended if holder sustains any mental
disability.



LICENSURE OF PHYSICIANS

Legal efects of mental illness on licensureContinued

State and citation

Idaho Code
54-1810(k) (1947), 54-1422(a)

(5) (1947)
Illinois Ann. Stat. (Smith-Hurd) .

91-81 (1956), 91-62 (1956),
91-35.46 (1956), 91-55.13
(1956), 91-22.15 (1956),
91-16a (1958 Supp.),
11134-35.2 (1956)

Indiana Stat. Ann. (Burns)
63-518(2) (1951 Repl.)

Kansas Gen. Stat. Ann. (1949)
Kentucky Rev. Stat. Ann.

(Baldwin).
314-250 (1955), 314-390 (1955),

311.595(1)(g) ( 1955)

Louisiana Rev. Stat
37 :930(5) (1950)

Maine Rev. State
67-A.12 (1957 Supp.)

Maryland Code Ann.
Massachusetts Ann. Laws

112-61 (1957)

Michigan Comp. Laws
338.362 (1956 Supp.)

Minnesota Stat. (1957).
Mississippi Code Ann. (1942).
Missouri Rev. Stat. (1957).
Montana Rev. Code Ann

66-1240 (5) (1953)
Nebraska Rev. Stat. (1952).

283-858 0-68-----26

397

Statutory provisions

Licenses held in medicine and surgery and of
nurses are revoked or 3uspended when holder has
been declared insane or mentally incompetent.

The entry of a decree of insanity or mental illness
operates as a suspension of the licenses or certifi-
cate of registration of chiropodists, dentists,
nurses, pharmacists, physical therapists, those
licensed in medicine, surgery, human ailments,
midwifery and public health nurses.

Licenses of dentists are suspended or revoked
upon adjudication If unsound mind.

Licenses of a registered or practical nurse may
be denied, revoked or suspended if person is
i'mentally incompetent." Licenses of physicians,
osteopaths and chiropodists may be revoked or
suspended if ktolder has developed such mental
disability that continued practice is dangerous
to patients or to the public.

Licenses of nurses may be suspended or revoked
if holder is mentally incompetent.

The license of a physical therapist who has been
declared insane by a court and not thereafter
declared sane may be suspended.

Any certificate, registration, license or authority
issued by the Boards of medicine, pharmacy,
veterinary medicine, and the Board of Dental
Examiners may be revoked or suspended if it
appears to the Board that the holder of such
certificate, registration, license, etc. is insane.

Certificates or licenses of nurses may be revoked,
denied or suspended upon evidence that the
nurse is not free from a disqualifying mental
disability.

Licenses of nurses may be denied, revoked or
suspended upon proof of mental incompetence.
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Legal #fects of mental illness on licensureContinued
State and citation

Nevada Rev. Stat
630.030.15 (1957), 630.300
(1957), 632.220.5 (1957),
632.320.5 (1957), 637.150.1
(1957), 640.160.7 (1957),
636.296.6 (1957)

New Hampshire Rev. Stat. Ann....
329:17 (1957) Supp.), 329:17-a

(1957 Supp. ), 328 :8 (1955),
330-A:14(d) (1957 Supp.)

New Jersey Stat. Ann. (1940).
New Mexico Stat. Ann.

67-6-29(5) (1953), 67-4-10
(b), (4) (1953), 67-10-12(2)
(1953)

New York Education Law
6514.2(c) (1950), 6911.1(f)

(1950)

North Carolina Gen. Stat. Ann . ...
90-14 (1958 Repl.), 90-158.19

(6) (1958 Repl.)
North Dakota Rev. Code

43-0615.3 (1943), 43-1420.3
(1943), 43-0819.2 (1943)

Ohio Rev. Code Ann. (Baldwin)...
4723.28 (1958)

Statutory provisions

The practice of medicine, surgery and obstetrics
by one who is adjudicated insane constitutes
unprofessional conduct, and licenses are refused,
suspended or revoked if holder is guilty of
unprofessional conduct. Licenses of professional
and practical nurses may be revoked, suspended
or denied for mental incompetence. Licenses of
ophthalmic dispensers and physical therapists
may be refused, suspended or revoked upon
holder being adjudicated insane and not there-
after having been lawfully declared sane.
Licenses of optometrists may be suspended or
revoked if licensee is afflicted with any mental
disorder or disturbance seriously impairing his
competency as an optometrist.

Licenses for practice of medicine may be
revoked or suspended if holder is insane, or
suspended if the licensee is involuntarily com-
mitted to the State Hospital in order that his
sanity may be determined. Registration of
physical therapists may be revoked or suspended
if registrant is insane. Certificates of psycholo-
gists may be suspended or revoked if holder
is or has been committed to an institution for
the mentally ill.

Licenses of nurses, dentists and dental hygienists
and physical therapists may be denied, sus-
pended or revoked upon adjudication of
insanity or mental incompetence.

The license or registration of a practitioner of
medicine, osteopathy or physiotherapy may be
revoked, suspended or annulled if he becomes
insane. The license and registration of any
person licensed to practice nursing may be
revoked or suspended upon proof that such
licensee has become mentally incompetent.

Licenses of persons practicing medicine or
surgery and registered nurses may be revoked
or suspended if licensee is mentally incompetent.

Licenses of chiropractors and osteopaths maybe
refused or revoked for mental aberrations.
Certificate of registration of any dentist may be
revoked or suspended i f holder has been
adjudged insane.

Certificate or license of registered or pracfical
nurses may be denied, suspended or revoked
upon proof that person is mentally incompetent.
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Legal dear of mental illness on licensvreContinued
State and citation

Oklahoma Stat . .

59-148(1) (1957 Supp.), 59-
167 (1957 Supp.), 59-278(k)
(1957 Supp.), 59-567.8(5)
(1957 Supp.), 59L-637(g)
(1957 Supp.), 59-880-(e)
(1957 Supp.), 59-516 (1957
Supp.)

399

Statutory provisions

Chiropodists' licenses may be revoked in case of a
mental weakness which incapacitates the
licensee; the original or renewal license, or
both, of any chiropractor may be suspended
who becomes incompetent to practice because of
insanity; the Board may revoke or suspend a
dentist's license if he has been proven mentally
unsound; the Board may deny, revoke or
suspend any registered or practical nurse who
is judicially determined to be mentally in-
competent; the Board may refuse to issue or
may suspend or revoke any li cense for an
osteopath who has been adjudicated insane and
committed to an institution for the insane; the
Board shall refuse to grant registration or
renewal of.registration to a physical therapist
is he has been declared mentally incompetent
by a court and has not theretofore been law-
fully declared sane; the license or certificate of
any physician or surgeon may be suspended
when such physician or surgeon becomes
incompetent to practice medicine because of
insanity.

Licenses of chiropractors may be suspended or
revoked on the grounds of commitment to a
mental institution. The license of an osteopath
may be revoked for mental illness as evidence a
by an adjudication or by voluntary commit-
ment for treatment of mental illnesses or as
determined by an examination conducted by
by three impartial psychiatrists. The entry of a
decree by any court establishing the mental
disease of any dentist operates as a suspension
of his license. The board shall suspend a
person's license to practice medicine and
surgery if he is adjudged to be mentally ill or
admitted voluntarily or committed to any state
hospital.

The registration to practice medicine and surgery
shall be automatically suspended upon the
legal commitment to an institution of a licensed
physician because of mental incompetency from
any cause.

Licenses to practice nursing may be denied,
revoked or suspended upon proof of mental
incompetence. If the nurse is hospitalized for
mental illness, the board may suspend or refuse
to renew the license.

Oregon Rev. Stat
684.100(1 Xe) (1957), 681.140

(1Xi) (1957), 679.165 (1957),
677.225(1) (a), (b) (1957)

Pennsylvania Stat. Ann. (Purdon)..
63-4.9(d) (1958 Supp.)

Rhode Island Gen. Laws.... ......
5-34-28(5) (1956), 5-34-3.

(1956)
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legal dects of mental illness on licensureContinued
State and citation

South Carolina Code of Laws....
56-572(3) (c), (d) (1952),

56-1346.7 (1958 Supp.)

South Dakota Code (1939).
Tennessee Code Ann

63-723.e (1955)
Texas Stat. (Vernon)

4563(e) (1948), 4542a.12(e)
(1958 Sup p.), 4549(a) (1948),
4528e-10 (1958 Supp.),
6687b-30 (1948)

Utah Code kun
58-8-1 st a) (1953)

Vermont Stat. Ann.
Virginia Code....

54-317.1(2)

Washington Rev. ask.,
18.72.03;( 14) (1957),

18.74.080(5) (1957)

West Virginia Code Ann
2926(5) (1955), 2929( 11 X5)

(1959 Supp.)

Statutory provisions

The license of any dentist or dental hygienist
may be suspended or revoked for insanity or
adjudication of insanity Licenses of physical
therapists are suspended or revoked upon
declaration of mental incompetence.

Licenses of nurses who are rurntally incompetent
may be denied, revoked or suspended.

Licenses of optometrists, pharmacists, dentists,
licensed vocational nurses if holder has become
insane or had been ajdudged of unsound mind.

Licenses of dental hygienists may be revoked for
mental incompetency to practice the profession.

Licenses of persons practicing medicine, osteop-
athy, chiropractic, naturopathy, chiropody,
or physical therapy may be denied or suspended
if holder has been adjudged insane or incom-
petent by a court and not declared restored.

Members of the medical profession who are de-
clared mentally incompetent are guilty of
unprofessional conduct for which their licenses
may be revoked or suspended. Licenses of
physical therapists are refused or revoked if
person has been declared insane and not there-
after declared sane.

Licenses of registered or practical nurses are
revoked or suspended if person is mentally
incompetent.

NOTE.Excerpted from Lindman and McIntyre, The Mentally Disabled and the Law,
Report of the American Bar Foundation on the Rights of the Mentally In, University
of Chicago Press, IX-C: "Engagement in Occupations, 1961."



Appendix 9

Osteopathic licensure

Composition of licensing
agency and examining board where
no separate examining board exists

Composition of
separate examining board

Type of
license

granted 2

Type of
examinations

given 3

Length of
interneship

required
(years)

Education:
graduation

from
approved

school

0

M.D. only Composite 1 D.O. only Nonpro-
fessional

M.D. only Composite 1 D.O. only

Alabama X 4 46, § 257 X 46, § 258 __________ 1, 46, § 259 Same, 46, §
259-60.

______ ..... _ X 46, § 259 t11Z

Alaska 12 X 123, 4 Specialm.... 1, 08.64.205 X 08.64.205

Arizona 13 X 32-1801 4 3, 32-1852 Special,
32-123

4 32-1856 X 32-1822 g
0

Arkansas X 72-901 4 3, 4, 72- Special, X 72-903 04

California............--- g to 20q4

'206.

:, 3600

72-903,
72-906.

Same, 3600._ 1, § 2192 X 2192

V

Colorado X 91-1-3 1, 91-1-6 Same, 91-1- 1, 91-1-9 X 91-1-7 Pi
13. R

Connecticut X 20-2 X 20-15 5 3, 4, 20-21 Special,
20-18

X 20-17 Z
Do

Delaware X 24, § 1754 X 24 § 1751 1, 24, § 1756 SFecialt 241 1, 24, i 1751 X 24, § 1751

§§ 1751,
1752.

District of Columbia_ X 2-103 ......._ ______ _ X 2-109 ____ ..... ..-- 1, 2-109 Same, 2-109 1, 2-122 X 2-122

Florida- X 459.05 1,459.09, Special, 1, 459.10 X 459.08
459.10, 459.09.

459.13,

Georgia X 84-1202 6 2, 84-1209 Special,
84-1207

1, 84-1207 X 84-1207

See footnotes at end of table.
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Osteopathic licensureContinued

Composition of licensing
Education:

agency and examining board where Composition of Length of graduation

no separate AT/mining board exists separate examining board Type of Type of interneship from
license examinations required approved

M.D. only Composite 1 D.O. only Nonpro-
fesslonal

M.D. only Composite 1 D.O. only granted 7 given 3 (years) school

g

i
gi
I-3

0
1
1C
03
*4
loAd

Ilawaii X 14A-14 X 70-4 4 2,3,70-8 Special, 4 70-7 X 70-6 F
.3

70-6, 70-7, M
70-8.

Idaho X 67-2901-03 X 67-2906 7 2,3,4 Special, X 54-1601 14

54-1601,
67-291W hi

Illinois
X 91,3 16b-1 12 X 15 1,i 91, § 5 Same, 91, §8.. 1,94 § 5 X 91, §5 0

Indiana X 63-1305
1, (3-1316 Same 12 X 63-1302 i

Iowa
X 147.2, X 147. 12- 4 2,3,4, Special, 4 1505 X 150.4

147.6 147. 15 150.4-150.8 150.4, 8150.5.

Kansas X 65-2813
X 65-2830 1, 65-2373 Same, (5) X 65-2873 X

65-2873. 1
Kentucky X 211. 040

1,10 311.550 Botb, 1,311.570 X 311.570 Exj

7 311.570. i5

Louisiana X 37-6,37-3
X 37:1112- 3,4,37. 1111- Special, X 37.1117 Z

37:1116 37.1117 37:1116.

Maine X 71, § 1
1,71, §§4-5 Special, (I) X 7134

71, I 5-

Maryland X 43, § 467
3,4,43, §477 Special, X 43, §474

43, 1474.

%goal.

N

241

I



Massachusetts

Michigazi---...........

Mh1114Yieta...-

Mississippl-----

Missoori------
Montana_

Nebraska. --
Nevada.

New Hampshire..

New Ieney-------

New Mexica__--

New York.--
North Carolina_

Nceth Dakota--

X 112, § 2

X 14.571

X 147.01

X 7024

X 334.120

X 66-1401

X 71-102--
X 633:020

55X 329: 3

X 45:9-1

X 67-8-4---
X 90-130

---- X 43-14-04 --

1,112 § 2 Same, X 112, § 2
112, 12.

X 14.572--- ----- -- 52, 14.574 Special,
14.572.

1,
147. 031 147. 02.

1, 147.02 X 147.02--- X 8891
1.

1, "Xf.040 Same, X 334.031
334.010

5 3, 4, 66- Special, X 66-1403
1406 66-1405. Z

X 71-111 2, 7/, 1, 141 Special, X n-i, no a--- tit
71-114 71-1,139. Z

1, 633.140 Special, 1, 633.010 X 633. 010 tad
1,329:1 Sam633.e,0111 11, 329:12 X 329:12

329329:11Z, Cs
1st

le 1,3,45:9- Same 12-.-- 1, 45:9-8 X 45:9-8 lits

1, 67-8-12 Special,
14:3

X 67-8-6 2P67-8-8.

X 6503 1, I 6512 Same, 6506- X 6506 I---- --- 173, 4,90-129 Special, --- X 90-131
90-131.

Os

2, 3, 43-14-01 Special, X 43-14-09
45-14-12.

Ohio X 4731.01 ------ X 4731. 13 1, 4731. 14 Both, X 4731.08
4731.13.

See footzotes at end of table.
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Osteopathic licensureContinued 4 t 1

0 the
133 1 A

Composition of licensing Composition of Education: li t
agency and examining board where separate examining board Length of gtsdnation in

no separate examining beard exists Type of Type of interneship from N lice
111

State
license examinations required approved in o

M.D. only Composite ' D.O. only Nonpro- M.D. only Composite ' D.O. only granted 2 given 3 (years) school
M MAI

fessional
9 F

drn
3 r

H

Oklahoma_ X 59 § 625 1 1, 3, 59, § 633 Special, 2 59 § 630 X 59, § 62
14 lila

59, § 632. ostt

Oregon............- --- ------- X 681.160 1, 681.020, Same,I2 1, 681.040 X 68. 040 X 4
).

.040, .060 681.060. Z gra,

Pennsylvania.. X 63-2602 1, 63 § 266 Special, 1, 63-262 X 63-262 V trai
63-262.

0
Vac

Rhode Island _ X 5-36-1 X 6-36-2 4 1, 3, 5-36-4 Both,
5-36-3.

4 5-36-2 X 5-36-3 ant
s

South Carolina_ X 56-1103 3, 4, 56-1101 Special, X 56-1109 0 tEli'L

56-1110, 0
56-1112. %

South Dakota... X 27 0401 2, 3, 27.0405 Special, 1, 27.0463 X 27.0103 1,5

27.0103.
tn
to

Tennessee X 63-901 X63-901 1, 63-906 Special, X 63-904 5
63-906. Z

Texas. X 4495
1" 1 Same, 4501- -_ ..... _ X Art. 4501

Utah- X 58-1-1 X 58-1-5 4 1, 3, 58-12- Special, 4 58-12-7 X 58-12-2
6-7 58-1-7

Vermont X 27 § 1791 1, 27 § 1835 Special, 27, 1, 27 § 1831 X 27, § 1831

§ 1831



X 58-282 4 1, 3, 4, 54- Both, 54-
273 298, 58-

299.
Washington X 43.24 020 X 43.21060 1, 18.57.020 Special,

18.57.080
West Virginia X 30-14-1-- 1,30-14-9 Special,

30-14-3. 30-14-5.
Wisconsin X 147.13 1, 147.17 Same,

147.16.
Wyoming X 33-328 1, 33-333 Same,

33-333.

X 54-306

1, 18.57.020 X 18.57.030

X 30-14-2

1, 147.17 X 147.15

X 33:333

1 The States listed under this heading either permit or require osteopaths to be on
he board.
2 The entries in this column indicate the scope of permissible practice of osteopathy

n the United States. Numeral 1 indicates that licensed osteopaths have an unlimited
cense. The numeral 2 indicates osteopathic practice LS I imited to that which is taught
osteopathic schools. Tha numeral 3 ind icates licensed osteopaths may not perform
or surgery and the numeral 4 indicates osteopaths may not administer or prescribe

s The entries i n this column indicate whether osteopathic candidates for licensors
mutt take the same examination given to graduates of medical schools or whether
osteopathic candidates are given a special examination.

4 License to peform major surgery will be granted only upon completion of post-
graduate education: Arizona, 2 years in hospital training; Hawaii, 1 year in hospital
training and 1 year as an assistant to a Hemmed surgeon; Iowa, either 2 years post-

uate education or 9 months postgraduate education and 1 year as a surgical oselot-
t; Rhode Island, 1 year of internship; Utah, 1 year as surgical intern.
s License to perform major surgery may be granted to an osteopath by the medical

ng board.
I Only certain narcotic drugs may be used for alleviation of pain in Georgia.

7 State v. Sawyer, 38 Idaho 814, 214 Pas. 222 (1923).
Length of internship not specified by statute.

9 License to perform major surgery requires 2 years practice and 2 years of graduate
education or 1 year graduate education and 1 year as a surgical assistant.

Io Osteopaths electing to use the suffix "M.D." are trovemed by the Board of Medical
Examiners while those retaining the use of the suffb.' 0." are governed by the Board
of Osteopathic Examiners. Cal. Bus. & Prof. Cot. 2004. Osteopaths are no longer
licensed in California. Cal. Bus. & Prof. Code § 3600.

II 1 member is a dentist.
12 Holman, Osteopathy and the Law, 195 No. 10, J. Am. Med. Association 283 (Mar. 7,

1966).
ss The Arizona board consists of 4 osteopaths and 1 public member.
14 No osteopaths are on the New Hampshire board, Holman supra, note 9, although

the statutory wording permits an osteopath to serve on the board.
41 Although the statutory language is amibuous the courts have decided osteopaths

may obtain an unlimited license. Chicago College of Osteopathy v. Puffer, 3 Ill. App.
2d 69, 120 N.B. 2d 672 0950-

Osteopaths have not been separately licensed in New Jersey since 1941.
State v. Baker, 229 N.C. 73, 48 S.E. 2d 61 (1948).
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Licensure of Other Medical Personnel

A. Introduction
Unlike medical licensure laws, which were originally necmary to

combat widespread quackery, commercial exploitation, and deception of

the public,' State licensure statutes for allied and auxiliary health person-

nel were not enacted to correct such abuses of independent, enterpre-
neurial practice. Instead, the latter statutes have usually been "friendly"

regulations enacted with the cooperation of the professions and occupa-

tions themselves, and designed to protect both the regulated personnel

and the public from unqualified and unethical practitioners.' The forms

of licensure, however, are generallysimilar to medical practice acts, except

that, in some States for some personnel, licensure may be permissive

rather than mandatory.' Accordingly, the statutes define the practice of

the various professions and occupations, and prescribe the personal and
educational qualifications required for such practice.

As previously noted,' the most significant contemporary issues regard-

ing licensure of allied and auxiliary personnel concern the effect of
licensure provisions upon the distribution of tasks and duties among each

professional and occupational category. For physicians, with unlimited

licenses to perform all functions, the critical questions are what functions

they may delegate, and to what personnel and under what conditions such

delegations may be made.' For allied and auxiliary personnel, the prob-

lems are more numerous and complex. First, because their licenses are

limited to a particular segment of health service, it is necessary to deter-

mine those functions which they may not legally perform under ordinary

circumstances.' Thee determinations require interpretation of the sccpe

of permissible practice as defined by the relevant licensure statute, and the

scope of exclusive practice as defined by licensure statutes for other per-

sonnel higher in the medical hierarchy. Thus, for example, statutory defi-

nitions of medical pr..ctice and exceptions thereto 7 may affect the scope

of practice of all other health personnel; and definitions of professional

nursing may affect the scope of othcr occupations such as practical

nursing.
gle)/411
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The answer to these problems must first be sought in the statutory defi-

nitions of those professions. Even though present statutes may provide a

legal definition of the present permissible scope of activities of these profes-

sions, they are not designed to provide an optimal allocation of responsi-

bilities among the allied or auxiliary health professions and occupations.

They merely state that if a person meets a specified set of qualifications,

he may perform any of a specified range of functions. A design for optimal

allocation must be developed by viewing the health service professions

and occupations as a matrix in which duties and responsibilities should be

distributed on the basis of a number of factors. One of these factors, pres-

ent legal definitions, is not necessarily responsive to present and projected
requirements for delivery of medical care and, therefore, should not be

overly streged. We should not restrict our thinking to the present qualifi-

cations of the various members of the matrix; rather we should examine

the entire manpower component of the health care delivery system with

the objective of achieving the most efficient and flexible associations

possible. This requires that many health functions and tasks be delegated

to others.° For example, the physician who has had many years of training

and experience in diagnosis should not be legally required to perform
routine and mechanical tasks not requiring the skill and judgment which

are the products of completing undergraduate and graduate medical
education. His forte is the ability to make difficult medical decisions based

upon years of study and experience; having made such decisions, he

should have freedom to delegate to others the task of performing, under
his supervision and direction, certain routine diagnostic and therapeufic
procedures. The realization that, in difficulty of performance, health care

services present a spectrum ranging from the most simple housekeeping

duties to the most difficult and sophisticated diagnostic and therapeutic
procedures should make it apparent that these services ought to be
performed by personnel of varying levels of educational and clinical

experience.
Functions within the scope of licensed practice for an allied or auxiliary

occupation may be either "independent" of or "dependent" upon prac-

titioners' receiving orders, direction, or supervision from physicians or

other higher ranking personnel. Obviously, many variabks are involved

in determining whether a given function is dependent, and if so, the

nature and degree of supervision required for its performance.° The

same complexity characterizes another problem related to the scope of

allied and auxiliary licensesthe delegability of functions. As for physi-

cians, functions authorized for other categories of personnel must be
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divieed between those which are theirs exclusively," and those which they

in turn may delegate to other personnel."-
Another set of problems arises from the fact that not all allied and

auxiliary personnel are regulated in the several States by mandatary or
permissive licensure. Health workers in this category include clinical

laboratory personnel, medical and psychiatric social workers, midwives,

occupational therapists, opticians, psychologists, physicians' assistants,

nurses' aides, and numerous other therapists, aides, and assistants. Where

statutes provide for permissive rather than mandatory licensure, prac-

titioners of such occupations as professional nursing, practical nursing,

or physical therapy may be unlicensed but said practitioners may not

use the professional title. For unlicensed personnel, scope-of-practice

issues are further complicated by the lack of any statutory specifications

of either required qualifications or authorized functions."
In general, scope-of-practice issues are the most clouded areas in the

legal regulation of health manpower, since they have not been adequately

resolved by the licensure statutes or related court decisions. This con-
clusion is documented in the f( Mowing review of individual categories of

personnel licensure, and suggestions are made for improvements in the

formulation, interpretation, and enforcement of the various statutes. It

should be recognized, however, that there is a definite advantage in the

existing pattern of these statutes which will be discussed infra.

B. Allied and Auxiliary Health Personnel

1. Professional Nurses
a. LicensureAlthough au U.S. jurisdictions license professional nurses,

licensure is permissive rather than mandatory in 20 States." Permissive

licensure statutes merely prohibit unlicensed nurses from using the title,

or otherwise representing that they are licensed. The modern

legislative trend has been toward mandatory licensure," which bars un-

licensed persons from nursing practice as defined by the licensure

statutes. Among the obvious advantages of mandatory licensure is that,

by assuring minimum personnel qualifications, it facilitates resolution

of scope-of-practice and delegation problems.

Objections to mandatory licensure come chiefly from employers of

nurses who fear the loss of practicing unlicensed nurses would create

serious personnel problems.15 These fears, even if factually justified, are

readily removed by the common statutory device of a "grandfather"

clausc exerripfing present practitioners. Other objections proceed from

dissatisfaction with the amlzoigity of statutory definitions of the prac-
288-358 p---figdI
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tice of nursing," which have critical importance in mandatory legisla-
tion. These objections, however, argue for improved definitions, not
against mandatory licensure.

b. DefinitionsNursing practice acts provide definitions of a variety of
basic terms. In ,--ne States, especially those which permissively license
professional nurses, the term registered nurse or registered professional
nurse is defined according to required qualifications and authorized func-
tions.17 A few other licensure statutes contain definitions of "the practice
of nursing," which may include both professional and practical nursing; 18
but in most States the "practice of professional nursing" is separately
defined. Despite this diversity of basic terminology, the legislative defini-
tions are remarkably similar in form and content. The following model
definition is most commonly used, and contains most of the elements
found in other definitions:

The term "practice of professional nursing" means the perform-
ance, for compensation, of any acts in the observation, care and
counsel of the ill, injured or infirm or in the maintenance of health
or prevention of illness of c.thers, or in the supervision and teaching
of other personnel, or the administration of medicatiens and treat-
ments as prescribed by a licensed physician or a licensed dentist;
requiring substantial specialized judgment and skill and based on
knowledge and application of the principles of biological, physical
and social science. The foregoing shall not be deemed to include acts
of diagnosis or prescription of therapeutic or corrective measures.°

Other frequently employed definitional elements are requirements of
"skill in the observation of symptoms and reactions and the accurate
recording of the facts," 2° and "understanding of cause and effect in
order to safeguard the life and health of a patient and others." 21

Even in those States where licensure is mandatory, the nursing practice
acts are replete with exemptions from licensure requirements. Through-
out thP 51 jurisdictions there are at least 13 different exceptions to the
statutory definitions. Gratuitous nursing services are exempted in 46
jurisdictions; 24 States exempt care provided by domestic servants; and
nursing according to religious tenets is exempted from licensure by 23
States.22 Other exemptions include those for emergency care, Federal
employees, student nurses in training, recent graduates, nurses licensed in
other States pending passing the licensure examination, nurses licensed
in neighboring States with overlapping practices, nursing in special facil-
ities, services performed by auxiliary personnel, nursing under physicians'
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orders without assuming to practice,23 and, in one State, nursing per-
formeem a licensed facility."

c. Accreditation of SchoolsAll nursing practice acts establish a board
statutes, and in most States this agency licenses both professional and
practical nurses." In all but three States the licensing board also approves
schools of nursing,26 thus coordinating the administration of the licensure

process for the entire field of nursing.
Since the scope of professional nursing largely depends upon delegated

functions," and delegability in turn depends upon the quantity and
quality of nurses' educational preparation, perhaps the most important
provisions of the licensure statutes are these relating to approval of pro-
fessional nursing schools. However, few nursing practice acts specify

standards for schools producing licensure candidates, other than requiring

a certain duration of training or the inclusion of specific courses." Fifteen
jurisdictions require by statute that a nursing school have an affiliation

or relationship with a hospital." Statutory requirements fe- adequate
financing, physical plant, library facilities, and qualified faculty exist in a
few States.?-° But the statutes usually require a survey or site visit of a
nursing schoo1,31 so that, in fact, these essential educational resources may

be examined by the boards.
Approval of schools is generally a matter for individual State licensure

agencies. The statutes of two States, however, partially base approval
upon the evaluations of professional nursing education programs by
national accrediting agencies." Both the National League for Nursing
and the American Association of Junior Colleges accredit nursing pro-
grams, but they do so only on a voluntary basis."

Variations in the quality of nursing schools are well known. Despite

continuing efforts to improve them, many nursing education programs

are substandard." A number of hospital training programs have been
terminated, and a considerable proportion of those remaining are not
approved by the National League for Nursing. On the other hand, much
attention is being given to revisions of nursing practice and associated

education. The American Nurses' Association has recommended a re-
definition of nursing roles with stringent educational requirements for
each. The professional nurse envisioned by the Association would be pre-

pared in baccalaureate and higher degree programs; technical nurses
would be prepared in 2-year junior and community colleges; and these

two groups woulrl be assisted by nurses' aides, nursing assistants, order-

lies, and other personnel with on-the-job training." Redefinitionof nurs-

ing roles and of the educational requirements for them represents a recog-
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ni6on of the dyr-4,nic changes that are occurring in nursing functions and
the need for improved preparation. As the concept is transformed in to
reality, it is possible that the professional nurse will be less a nurse and
more a medical administrator-coordinator and a services-engineering
technician all rolled into one. Such a "patient care supervisor" might be
a woman or a man. Development of a new title and new roles for the
professional nurse, as was recommended by the National Task Force on
Health Manpower," could make male nurses more available than at
present to help augment the supply of nursingpersonnel.

Although national accreditation is not generally used in the approval
of nursing schools for licensure purposes, in two other significant respects
nursing licensure has achieved nationalization. Most important is the
use of a single standardized licensure examination for professional and
practical nurses which is administered in all States to all candidates."
This nationally uniform examination greatly facilitates interstate recog-
nition of licenses, and licensure barriers to the movement of nurses from
State to State have been virtually eliminated.88 The statutes of all but 15
States specifically provide for endorsement of licenses of other States, al-
though in some States an applicant must also have satisfied educational
requirements equivalent to those of the State in which licensure recog-
nition is sought. In the 15. States without statutory provisions concerning
endorsement, each application for licensure by a nurse already licensed
in another State is a matter for administrative discretion.

2. Nurse-Midwives

The professional nurse-midwife is an excellent example of the man-
power potential that can be realized by expanding and revising educa-
tion and training of professional nurses. Although nurse-midwives are
licensed only in New Mexico, the eastern counties of Kentucky, and
New York City, this occupational specialty deserves wider consideration
as an expanded use of professional nurses. The nurse-midwife is a regis-
tered professional nurse with additional academic and clinical training
in maternal and infant care. The American College of Nurse-Midwifery
defines the functions of the nurse-midwife as "prenatal, intrapartum, and
postpartum care geared to the needs of the individual mother and the
family." 89 Throughout pregnancy the nurse-midwife provides physical
and emotional support to the mother and after delivery provides instruc-
tion on infant care. Qualified nurse-midwives could prove invaluable in
rural areas where physicians are not locally available, and in urban areas
to free obstetricians for complicated and difficult cases.
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A nurse-midwife is not an independent practitioner, but works within

medically directed health scnices--a hospital, a public health program,

a maternity nursing service, a nursing school, or a family planning clinic.

The New York City Health Code requires that a licensed nurse-midwife

be associated with and "function exclusively as part of a staff of a

maternity and newborn service or maternity clinic approved by the De-

partment ( of Health) , and will carry on her activities under the con-

tinuous supervision of a qualified obstetrician * * *" '° The relevant

regulations in New Mexico limit nurse-midwives to the care of "only

presumably normal patients who have received adequate prenatal exam-

ination by a licensed physician with a knowledge of obstetrics * * *." 41

Under such regulations the nurse-midwife must engage in self-policing

by exercising judgment as to when a patient under her care is no

longer presumably normal and should again be seen by a physician.

There are seven educational programs in the United States and

Puerto Rico leading to a certificate in nurse-midwifery, and five pro-

grams leading to a master's degree and a certificate in nurse-midwifery."

The few statutes and regulations providing licensure for nurse-midwives

require the applicant to have graduated from a training program recog-

nized by the American College of Nurse-Midwifery. The standards set

by this national accrediting agency have been appropriately high to

qualify nurse-midwives for their functions.

In many States the medical practice acts restrict the practice of mid-

wifery to physicians.These provisions were enacted to eliminate untrained

"granny midwives," a few of whom remain in practice, particularly in

rural areas and among poor families.

In States in which the Medical Practice Act does not specifically

exclude midwifery in the definition of thepractice of medicine, no barrier

exists to the use of professional nurses as nutse-midwives without specific

&ensure provisions, since it could be permittedunder the nursingpractice

acts themselves. In other States exceptions to the medical practice acts

permitting nutse midwifery should be considered along with appropriate

provisions to license nurse-midwives. It mustbe pointed out that revision

of licensure laws alone will not insure full use of nurse-midwives because

questions governing the specifics of their use have not yet been resolved

by the medical profession. The New York City statute ' and the New

Mexico " regulations could serve as a prototype for developing a model

statute for licensure of nursmnidwives.
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3. Practical Nurses

a. Definitiom, Scope and EffectPractical nurses are licensed in all
jurisdictions," but licensure is mandatory in nine States." Practical Nurs-
ing is usually defined in the statutes even more loosely than Professional
Nursing. The following frequently used "model" definition is illustra-
tive: 47

The term "practice of practical nursing" means the performance
for compensation of selected acts in the care or prevention of illness,
and in the care of the ill, injured, or infirm, under the direction of a
licensed professional nurse or a licensed physician or a licensed
dentist ; and not requiring the substantial skill, judgment, and knowl-
edge required in professional nursing.

Statutory definitions of practical nursing are important because the func-
tions of practical nurses must be differentiated from both medical func-
tions and professional nursing functions. Moreover, medical as well
as legal experience with practical nursing has been relatively brief, and,
therefore, custom and usage are not so well established as in professional
nursing.

Although most statutes indicate that practical nursing does not require
the skill, judgment, knowledge, or education necessary for professional
nursing," in other respects the definitions are neither so uniform nor so
clear. Some statutes seem to provide for independent functions in the
care of subacute, convalescent and chronic patients " or the care of a
convalescent, a chronically ill or an aged or infirm patient,5° in addition
to dependent functions performed under the direction or supervision of
physicians or professional nurses.51 On the other hand, many definitions
seem to limit practical nurses to dependent functions,52 and still others do
not furnish any guidance on this question. Where dependent functions
are authorized, the requisite supervision may usually be provided by
either a physician or a professional nurse, but a few statutes seem to
restrict such delegations to medical directions."

b. Accreditation and ExaminationAs previously noted," in all but
seven States the licensing agency for practical nurses is the same as that
for professional nurses. For practical as well as professional nurses, licen-
sure examinations are nationally standardized,55 so that the most impor-

tant state functions relate to the approval of schools for practical nurses.
Although the National League for Nursing accredits programs of prac-
tical nursing education if they meet certain conditions," the State boards
approve educational programs which produce licensure candidates." As
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is the case for professional nursing schools, the most common statutory

requirements for approval concern curriculum, either its duration or its

content,68 and a survey or site visit is usually necessary.59 Only seven

States require by statute that an educational program for practical

nurses maintain a hospital relationship,6° although in faa one-fifth of

the programs have such a relationship.
In 1964 there were 913 State-approved programs of practical nurs-

ing education in the United States, of which about half were administra-

tively controlled by a vocational school, about 20 percent were hospital-

controlled, and 14 percent were under collegiate auspices." The quality

of education provided in these schools varies considerably, as evidenced

by differences in length of training and in courses required, but ex-

tensive work is in progress to revise and improve them. The American

Nurses' Association has proposed the preparation of technical nurses

in 2-year associate degree programs in junior colleges, and the Task Force

on Health Manpower of the National Commission on Community Health

Services also urged that practical nurses be trained in 2-year colleges

with appropriate clinical experience in affiliated hospitals.62 The latter

proposal recognizes the benefits to be obtained from preparing members

of the health team in multidisciplinary health centers.

4. Physical Therapists

As of 1965, there were specific statutory provisions relating to the prac-

tice of physical therapy in 42 States and the District of Columbia."

Mandatory legislation, which requires that a person be licensed to practice

physical therapy, existed by statute in 19 States as of March 15, 1964."

By including construction of the medical practice acts, mandatory or

permissive licensure laws for physical therapists exist in all States except

Missouri and Texas.° Permissive legislation authorizes only those who

meet prescribed qualifications to use the designation "registered physical

therapist" or ".1., .P.T." and to hold themselves out to the public as

licensed. Thus, under permissive statutes, masseurs, athletic trainers,

physical training students, and other persons may provide physical

therapy without meeting statutory qualifications, though they may not

represent themselves as registered or licensed therapists. Even in those

States, however, the public is not totally unprotected because most often

th.ose patients with a condition requiring professional care come to the

therapist by prescription of a physician who can exclude use of unqualified

personnel.
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Virtually all statutory definitions of physical therapy contain some limi-
tations on the scope of practice, although the definitions may be very
simple 66 or quite detailed." In many States physical therapy does not
include the use of electricity for surgical or cauterization purposes or the

use of X-rays or radium for diagnostic or therapeutic purposes." Of
course, these restrictions are less effective in jurisdictions with permissive
licensure since they do not apply to physical therapy provided by unli-
censed practitioners. The same is true for frequent statutory provisions
that licensed therapists must practice only on the prescript! on or under the
direction and supervision of a licensed physician.69 In States with permis-

sive licensure a physical therapist is required to practice under medical
supervision only if he is licensed.

Although primary public protection may be obtained by requiring
physical therapists to work under physicians' supervision, it is also impor-

tant that licensure statutes require graduation from an accredited collegi-
ate program of physical therapy education. Accreditation standards are
promulgated and applied by the Board of Schools of the American Phys-

ical Therapy Association, and by the Council on Medical Education and

Hospitals of the American Medical Association. In addition to licensure

requirements, the American Physical Therapy Association maintains a
voluntary registry which, with the assistance of the medical profession,

has established educational standards for physical therapists. In the ab-

sence of universal and uniform licensure, this registry is relied upon by

many health practitioners and institutions.

5. Clinical Laboratory Personnel

Clinical laboratories and the personnel operating them are relatively

recent additions to health services. The first clinical laboratory in the
United States was established in 1.895,7° and the occupation of medical

technology was established about the time of World War 1.7' A clinical

laboratory is one which uses "specialized apparatus, equipment, and

methods for the purpose of obtaining scientific data which may be used

as an aid to ascertain the presence, progress, and source of disease in

human beings." 72 Medical technologists employed in these laboratories

are generally "engaged in the practice of standardized or experimental

procedures, the results of which are interpreted by the physician in the

diagnosis of disease." 73
Statutory regulation of clinical laboratory technology has, in general,

been a very recent development. The statutes of 17 U.S. jurisdictions cur-

rently regulate technologists, laboratories, on both.74 For medical technol-
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ogists, California has the most stringent educational and training require-
ments; a college degree and laboratory apprenticeship are required, as is a
comprehensive qualifying examination.75 How ever, some jurisdictions
with legislation on the subject do not provide requirements for any labo-
ratory personnel,76 while others prescribe educational and training re-
quirements only for supervisory personnel.77 Other provisions of existing
statutes also vary from State to State : hospital as well as independent
laboratories are regulated in five States,78 and performance evaluations of
regulated laboratories are provided for in five States."

Federal legislation relevant to this area also exists, and comprehensive
federal regulation of clinical laboratories is possible under these pro-
grams, especially if adequate standards for laboratory services paid for
with Federal funds are not provided by the several States." Additional
Federal legislation, not tied to federally funded health services, may be
necessary for comprehensive regulation of clinical laboratories, because
State regulations of laboratory personnel and performance cannot effec-
tively control maitorder and other interstate operations of commercial
laboratories."

There is persuasive and persistent evidence that much clinical labora-
tory work is alarmingly inaccurate and unreliable. This conclusion has
been reached by several surveys of the performance of clinical labora-
tories over the last 20 years. The first such study, conducted in Pennsyl-
vania in 1917, demonstrated that over 50 percent of the results obtained
by participating clinical laboratories were unsatisfactory.82 Subsequent
surveys in Canada and the United States," including one in Connec-
ticut 84 and four in Minnesota, have all revealed errors in more than 25
percent of laboratory determinations. Some of these studies have also
attempted to discover reasons for such poor performance. Several have
found that laboratory accuracy drops as the educational level of laboratory
personnel declines." Accuracy of laboratory results was also found to vary
according to the size of hospitals, the availability of pathologists, and the
quantity of chemistry workloads."

Inaccurate laboratory reports present an extreme danger to the public
health because the modem physician has been trained to place great
reliance upon laboratory determinations in diagnosis and treatment, and
in monitoring the course of therapy.87 In fact, "an erroneous report is
worse than none, since it gives the physician a false direction, which
might have been avoided if he depended only on clinical judgment." 88

On the other hand, solutions to problems caused by inadequately
trained and supervised laboratory technologists are complicated by man-



422 REPORT OP THE HEALTH MANPOWER COMMISSION

power shortages in certain areas of the country " which might become
more serious because the annual number of laboratory tests is expected
to double within 1 0 years." Primary causes of the current manpower
shortage are the generally inadequate salaries paid to medical technolo-
gists and other clinical laboratory personnel, and problems related to the
resultant lack of status and prestige for these occupations.91 Regardless
of its canses, however, the present manpower shortages could be ag-
gravated by unrealistic regulations designed to increase the training and
educational requirements for labontory personnel in excess of the needs
for safe and effective utilization of automatic equipment which is being

incorporated into laboratory practice.
Until recently, regulation of medical technologists has been largely

nongovernmental. Voluntary programs of personnel certification and
educational accreditation are conducted by the American Society of

Clinical Pathologists (ASCP) and the American Society of Medical
Technologists (ASMT ), through a Board of Registry and a Board of

Schools, as well as by other organizations." The ASCP-ASMT evalua-

tion programs play a significant role in improving the quality of labora-

tory work, although many persons employed as medical technologists

are uncertified and uncertifiable." In the face of acute manpower
shortages, however, nongovernmental regulation of clinical laboratory

personnel apparently has failed to achieve the basic purpose behind
&ensure statutes, namely, the enforcement of minimum standards of

competence that all must demonstratesomething it was never intended

to do in the first place.
It may well be that personnel licensure is notor at least not yet

the appropriate solution for problems of clinical laboratory technology.

At a time when an acute manpower shortage already exists, and when

rapid changs are being made in the nature and use of laboratory proce-

dures, stringent licensure standards should not inhibit the development

of new personnel categories and improved technological processes. More-

over, Ance laboratory personnel are not directly involved in patient care,"

the protection of patients does not rcquireregulation of these practitioners,

if laboratory results are otherwise adequately controlled. Accordingly,

increased attention should be given to devising direct regulation of labora-

tory performance through standards of accuracy and reliability for labora-

tory procedures and determinations."
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C. Allocation and Use of Allied and Auxiliary Health
Personnel

1. Licensure and Delegation of Tasks and Duties

The legal authority for functions that nurses and other health per-
sonnel may be called on to perform and the extent of medical supervision

required are becoming increasingly difficult problems. As medicine de-

velops new methods of treatment requiring specialized skills, new func-

tions will need to be authorized for existing personnel. New kinds of spe-

cialized personnel empowered to perform new functions will also be
needed. For example, do the medical and nursing practice acts authorize

specially trained nurs, working under standing orders of physicians,

to administer cardiopulmonary resuscitadon by means of an electrical
device to patientz; suffering from heart stoppages? " Good patient care
may require that this function be performed by nurses and others in many
instances, but legal authority for this effective use of penonnel is dubious.

It is questionable whether broad and general statutory definitions of

the allied and auxiliary professions and occupations provide usable guides

for thc health professions, licensing agencies, legal authorities, and the
public. In support of the prevailing generality is its flexibility which per-

mits expansive interpretations of the nursing practice acts: 91

Essentially the statutes define professional nursing as involving

the carrying out of treatment prescribed by a licensed physician and

the application of nursing skills. Obviously, such definitions do not

identify the particular functions in which a professional nurse may

engage.
Probably the lawmakers should be commended for their foresight

rather than criticized for ambiguity. A half-century ago when the

first nursing practice acts were adopted the principal function of the

nurse was to aid the physician by performing tasks under his direc-

tion. The functions of nursing are constantly expanding, and pre-

cisely drawn statutory definitions of the functions of nursing could

not be kept up to date with changes in professional practices. How-

ever, the growing body of judicial decisions reflects the development

of the profession of nursing and its expanding responsibilities in the

wake of medical progress.

On the other hand, the very necessity of interpretation of the definitions,

as well as uncertainties regarding possible reinterpretation, may inhibit

hmovations in professional nursing. For example, potential legal diffi-
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culties have made physicians reluctant to delegate and nurses hesitant
to accept the performance of any task outside the conventional scope of
nursing. A licensure process dependent upon a growing body of judicial
decisions for clarification and development is thus inconsistent with the
understandable and salutary desire of health professionals to avoid
litigation.

The legal rules and principles regarding delegation of tasks by physi-
cians to nonphysicians require clarification. Clearly, the primary attempts
by the courts on a case-by-case basis to clarify the problem and to develop
standards, in accordance with the dual policy goals of ( 1 ) protection of
the patient against acts by those not sufficiently qualified to perrorm them
and (2) increased physician productivity by expanded delegation of
tasks, cannot achieve much less rigidity than the jury instruction in the
Whittaker 98 case discussed chapter I.

Illustrative of these problems is the often posed question of whether
a professional nurse may administer intravenous medications. Resolution
of this problem under present licensure law is deceptively simple. The
statutes merely state that a nurse may administer "treatments and medi-
cations as prescribed by a licensed physician."99 This resolution clouds
the issue and leaves unanswered questions it should help solve. The dif-
ficulty is that resolution of the very difficult scope-of-practice issues by
the definitional process alone without establishing standards by which
the public, the courts, nurses and physicians can determine what nurses
may legally do leaves many questions unanswemd. Bernard Hirsh of the
Legal Division of the American Medical Association has commented
that:

The statutes of the various States which define professional nurs-
ing are too nebulous to provide a usable guide in determining the
functions in which a nurse may legally engage. Essentially the
statutes define professional nursing as involving the carrying out of
treatment.prescribed by a liansed physician and the application of
nursing skills. Obviously such definitions do not identify the partic-
ular functions in which a professional nurse may engage.1"

Another illustration of the problem concerns the delegation of tasks by
physicians to unlicensed assistants who have received special training in
courses and programs which are not part of an established health man-
power category. This problem arose in the Whittaker "1 case, discussed
in chapter I, where the court dealt with the problem by leaving the de-
termination of acceptability of the delegation to a lay jury. Nevertheless,
the determination by a jury of legality or illegality on the basis of medical
custom and usage in the jurisdiction may not correspond to wisdom,
logic, the realities of pati.ent safety, or good -meth-, cr.
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The paucity of cases determining the scope of professional nursing
practice indicates that statutory definition and judicial interpretation

may be a fruitless method of resolving this question. The severe sanctions

for violating the medical and nursing practice acts impel avoidance of

litigation. A justiciable case is usually not presented unless the nurse or
physician-delegator risks possible criminal prosecution and civil mal-

practice liability for violating the medical practice act or the nursing

practice act. Potential harsh or fmancially damaging penalties make un-

likely judicial clarification and expansion of the traditional scope of the

practice of nursing. The extent to which various licensing agencies deal

with scope-of-practice issues is not known, but the paucity of appellate

case reports indicates that these issues seldom reach the courts. Scope-of-

practice issues may be involved, however, in criminal prosecutions for

violations of licensure statutes,102 in civil suits based upon negligence or

malpractice,103 in judicial review of disciplinary actions taken by licensing

agencies,104 and in declaratory judgments.
The obstacles to a declaratory judgment, however, are numerous. The

courts have rarely given declaratory judgments unless the issue involves

only a question of statutory interpretation not intertwined with facts 1"

and which involves only functions which are dearly within the compe-

tence of the occupation seeking expansion of its scope of practice.'" Even

if a justiciable issue exists and it is clear what the court should do, declar-

atory relief may be denied. Common reasons for denial are that the
administrative remedies have not been exhausted 107 or that an adequate

administrative remedy exists.1°8 Declaratory judgments have also been

denied because there is not sufficient certainty of enforcement.'"
In one case a court refused to issue a dedaratory judgment where

the attorney general had issued an opinion contrary to customary prac-

tice.1" Furthermore, at least one court has refused to require a licensing
board_to_prescribe certain qualifications for &ensure, such as age, edu-

cation, and moral c ali-ii.acter=a-duty-expresysl conferred upon said

licensing board by statute.111 In conclusion, the obstailtoludicial-de-
Oaratory judgment limit the usefulness of this method of resolving ques-

tions of scope of practice and redistribution of tasks and duties.
Presented on the one hand with vague statutory language, and on the

other with severe legal sanctions for violation of the practice acts,'
physicians and nurses in many States have made frequent and strenuous

efforts to define the functions of professional nursing through attorney-
general opinions or joint policy statements of the medical and nursing
professions.'" However, these efforts have resulted in only modest changes

for a few specific nursing procedures.1" Furthermore, the attorney-gen-
eral opinions, even when not based solely upon literal and rigid inter-

pretation of statutory language, are not legally binding, although they
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may reduce the probability of legal prosecutions or mitigate the severity
of legal penalties.

In dealing with the problems oit administration of intravenous medi-
cation discussed above, the attorney general of New York in 1942 issued
an opinion that the medical and nursing practice acts did not authorize
nurses to administer intravenous medications.1" Persuasive at that time
was the consensus within the medical profession that intravenous proce-
dures should not be performed by nurses. Twenty years later the attorney
general of New York reconsidered the question 116 and concluded that a
registered professional nurse may lawfully administer an intravenous
procedure on the prior specific order of a licensed physician. The opinion
affirms the responsibility of the physician for direction of the administra-
tion of each specific intravenous procedure and urges inclusion of train-
ing programs in the nursing curriculum adequate to qualify nurses for
this task. The advances that had taken place in medicine and nursing
in the intervening 20 years and the changed attitude within the medical
profession on ddegation of this function were deemed decisive in reach-
ing this interpretation of the statute.

The latter attorney general opinion stressed the importance of whether
the particular procedure could be classed as a dependent or an independ-
ent procedure. Dependent functions are those performed pursuant to
specific medical orders and carried out under the supervision of a physi-
ciannT Independent functions are those specified in the Nursing Practice
Acts, such as observation and reporting of symptoms, recording of facts,
and supervision of auxiliary personnel. The opinion states that in the
performance of dependent functions the health and safety of the patient
are protected by the physician's professional training. Consequently, the
services which the nurse may render under such circumstances are much
broader than would be the case for independent nursing services. The
dependent-independent services distinction is an important standard
because it points to the real distinction between a nurse and a physician
the nature of the medical judgments that each is capable of making.
The distinction has been elaborated upon by Nathan Hashey of the
Health Law Center at the University of Pittsburgh. He suggests that a
aiterion for determining whether specific acts are within the sole province
of the physician or within the province open to both physician and nurse
could be:

* * * the nature of the judgments required to perform them properly.
Stated another way: Are they such that the public's safety demands
that they only be made by a person qualified by education and by
state examination to practice medicine? Many technicians and nurses
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could develop proficiency in performing the physical tasks involved in

many complicated therapeutic procedures in relatively short periods

of time. However, the essence of their safe and succe&sful performance

is the competence to decide when and how each step in a procedure

is to be carried out, to recognize problems as they arise, and to make

modifications in the procedure as the situation demands, or halt it

enesely. These decisions often require a physician's judgment, and no

one except a physician, regardless of the individual's dedication and

conscientiousness, may qualify as a substitute when these judgments

are to be inade.1"
Two States have attempted to meet these problems by incorporating

an omnibus clause on delegation of functions in their medical practice

acts.u9 These clauses provide that the medical practice act shall not be

construed as prohibiting service rendered by a person acting in his cus-

tomary capacity, not in violation of any statute, and not holdiag himself

out as a physician, provided he acts under the direction of or under the

supervision of a physician.
Legislation containing standards for delegation referred to in the con-

clusion of the analysis of legal regulation of physicians is another way to

resolve the issue. Such standards must, of course, be flexible to adjust

to changing requirements in patient care and the upgrading of the educa-

tion, training, and skills of allied and auxiliary health manpower. Broad

legislative standards which can be given specific definition by a body with

expertise will probably result in better implementation than rigidly

specified statutory provisions. Consideration must be given to how much

limitation should be placed on delegation by the governmental process

and how much should be left to the private discretion of the professions,

occupations, and the institutions responsible for the delivery ofpersonal

health care.
The creation of an administrative agency to resolve questions involv-

ing scope-of-practice problems would be advantageous for a number of

reasons. First, such an administrative agency, unlike the courts or at-

torneys general, could possess the necessary expertise and experience to

make qualified decisions without having to rely exclusively on theopinions

and testimony of others. Another important advantage offered by an

administrative agency would be its ability to issue declaratory judgments

and to formulate rules and regulations respecting the distributionof tasks

and duties among the members of the matrix organization.

Delegation of specific tasks should not relieve the physician or other

skilled delegator of responsibility for assuring that: the delegatee is prop-
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erly trained and educated to perform the task in question, has de facto
demonstrated capability to perform the task, and does in fact perform
the task properly on the patient or patients in question with full under-
standing of the limits of his skill and knowledge. Delegation most prob-
ably can be carried out with a higher margin of safety in an institutional
setting because of other built-in safeguards, such as the ever-expanding
institutional civil liability for the improper conduct of its employees with
respect to patient carest"

2. Licensure and Civil Liability

One possible consequence of licensure statutes which can rigidly de-
limit the functions of health personnel is increased risk of civil liability.
Violations of statutory circumscriptions, even though sanctioned by pre-
vailing customs and conditions of practice might be considered evidence
of negligence. This possibility is illustrated by Barber v. Reinking,121 a
recent case of alleged negligence by a practical nurse, working in a physi-
cian's office, in administering a polio immunization injection. The state
statutes authorized professional nurses "to administer medications, treat-
ment, tests and inoculations * * *," 122 whereas practical nurses were
pennitted to "give medication." 123 The court held that the inoculation
performed by the practical nuise was a violation of the licensure statute,
and that the jury might consider this violation in determining her
negligence:124

In accordance with the public policy of this State, * * * one
who undertakes to perform the services of a trained or graduate
nurse must have the knowledge and skill possessed by a licensed
registered nurse. The failure of Nurse Reinking to be so licensed
raises an inference that she did not possess the required knowledge
and skill to administer the inoculation in question.

The Plaintiff was entitled to have the jury consider this violation
of the statute together with the other evidence in the case in deter-
mining whether the nurse was negligent.

The court did not discuss the statutory provision under which the
professional nurse can delegate to other persons engaged in nuising the
function which the professional nuise is authorized to carry out.125 The
real question in Barber v. Reinking is whether the physician could dele-
gate such tasks to practical nurses if the professional nurse could. The
Barber court also found no merit in the contention that the statutory
authorization for practical nurses to administer medication covered in-
jections, and in reaching this decision the court disregarded defendant's
testimony that it was the local custom and practice for practical nurses

4
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to give injections because this custom was in idolation of the statute as
construed by that court.

Barber illustrates the principle that violation of a statute which sets
up a standard of conduct either is evidence of or is negligence per se."'
This principle can be contrasted with another principle enunciated by
Judge Lehman of the New York Court of Appeals in Brown v. Shyne,1"

which involved an action to recover for paralysis resulting from alleged
negligent treatment by an unlicensed chiropractor. The court held that
the trial judge erred in instructing the jury that it might infer negligence
from the defendant's violation of a statute requiring all persons rendering
medical care to be licensed. It might be noted that there were no provi-
sions for licensure of chiropractic practitioners as such in New York State
until 1963. The rationale of this decision as given by the court is that the
licensure statutes are for the protection of the public in general against
the risks of medical care being given by unlicensed practitioners and not
against allegedly negligent acts and that the plaintiff as an individual
was not within the class protected by the statute.128 Judge Lehman also
stated that proof of violation of the statute was irrelevant because said
violation had no direct bearing upon the causation of the injury; for
instance, defendant may have been competent even though he was not
licensed. Analyzing the function of licensure the court said:

Proper formulation of general standards of preliminary educa-
tion and proper examination of the particular applicant should
scrve to raise the standards of skill and care generally possessed by
members of the profession in this State; but the license to practice
medicine confers no additional skill upon the practitioner, nor does
it confer immunity from physical injury upon a patient if the practi-
tioner fails to exercise care. Here, injury may have been caused by
lack of skill or care; it would not have been obviated if the defendant
had possessed a license yet failed to exercise the skill and care re-
quired of one practicing medicine.1"

The reasoning of the Brown court indicates that the proper function
of licensure statutes is to protect the public against unqualified practi-
tioners, not to provide compensation for those who are injured. If the
practical nurse and the physician in Barber were in fact negligent, then
recovery should have been given, but civil liability should not be used as
another method of enforcing the licensure statutes. A licensure statute
that so stratifies functions that any action is at the peril of civil liability
effectively inhibits optimal delegation of functions and tasks.

288-858 0-68-----23
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D. Independent Practitioners
Unlike allied and auxiliary personnel, some limited health practitioners

do not typically render their services under medical supervision or in
medical settings. Like physicians, their practices are generally independ-

ent and entrepreneurial, and their licensure was originally designed to
prevent fraudulent deception and commercial exploitation of the public.

For optometrists and podiatrists, opportunities for such abuses were in-

creased by the customary location of their offices in conjunction with
commercial outlets for eyeglasses and shoes.

The salient problem posed by the licensure laws governing independ-

ent practice by nonphysicians is that such laws do not encourage them
to work closely with other members of the health matrix organization.
The licensure laws are generally effective in requiring educational, ethi-

cal, and training qualifications for the important functions that they
perform as well as in dealing with the problemsof commercialization and
deception. They do not, however, require that these allied personnel work

in conjunction with the physicianthe greatest safeguard of quality of

care.

1. Optometrists

Visual services and eye care are primarily provided by three categories

of health personnel: ophthalmologists, licensed physicians specializing in

medical and surgical care of the eyes, who may prescribe drugs and other

treatment including lenses; optometrists, practitioners specially licensed in

a States, who may examine the eyes for vision problems and eye diseases,

prescribe and adapt lenses and other optical aids, and provide vision

training; and opticians or dispensing opticians, licensed or registered in

17 States, who may make and fit eyeglasses prescribed by an ophthalmol-

ogist or optometrist.'" In addition, orthoptists, specialized in teaching eye

exercises, may work under ophthalmologists and optometrists. The op-

tometrist has the broadest scope of functions, except, of course, for the

ophthalmologist.
A significant disadvantage inherent in the independent rendition of

limited medical services by nonphysidans is the inability of such persons

to recognize medical problems beyond the scope of their limitations. A

recent opinion of the New York State attorney general "1 advised that
it is the duty of the optometrist not only to do refractions and prescribe

glasses but to use his training to uncover any need for the patient to seek

further medical advice and help. If he finds such a need, the optometrist

must advise the patient to seek additional medical aid. Referral of a pa-

]
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tient by an optometrist to an ophthalmologist is a sound requirement
The question that arises, however, is whether optometrists are suffi-

ciently qualified by their education and preparation to recognize the
existence of symptoms that may indicate eye disease, neurological dis-
ease, or general systemic medical problems. Although all existing colleges
of optometry in the United States are accredited by the same nationally
recognized accreditation body and offer longer programs of training
than many licensure statutes require, it is true that, basically, optometrists
are prepared as refraction technicians, rather than as diagnasticians of
diseases of the eye and of other diseases the diagnosis and treatment of
which may be assisted through examination of the eye. Since patients
have direct access to optometrists, there is no way to assure referral to an
ophthalmologist, if necessary, except by relying on the judgment and
initiative of the optometrist. Such services as are involved in refraction
and prescription of lenses can be provided by optometrists. It is not realis-
tic, however, that optometrists, especially with present training, should
carry the critical responsibility for referral to a physician on suspicion of
eye or other disease.

Licensure laws governing optometrists do not require or even encourage
them to work in conjunction with physiciansthe surest solution to prob-
lems of diagnosis and referral. How foreign this concept is to the practice
of optometry is indicated by the fact that, in one State, it was deemed
necessary to obtain an attorney general's opinion that a licensed op-
tometrist is not prohibited from entering the employ of or a partnership
with a licensed physician.132 Not only are such arrangements not unlaw-
ful, they are positively desirable. Indeed, the ultimate goal of the licen-
sure process should be an affirmative requirement that patients be re-
ferred to optometrists only after examination by a physician. Such a re-
quirement may be unrealistic within the present organization of health
services and health service education, but as health services increasingly
incorporate a team approach and group practice, coordination of both
preparation for and delivery of these services will become more feasible.

2. Podiatrists

Podiatrists, formerly called chiropodists, are licensed in all States to
diagnose, prevent, and treat diseases and disordeis of the foot. Funda-
mentally, the podiatrist is a foot therapist whose functions include per-
forming minor surgery for corns, calluses, and bunions, prescribing exer-
cises, and fitting orthopedic shoes. The most frequently raised question
regarding the scope of practice of podiatrists concerns their prescription



432 REPORT OF THE HEALTH MANPOWER COMMISSION

of drugs. Numerous opinions of attorneys general have indicated that
podiatrists may prescribe drugs, including narcotics, but only for local
application and treatment of the foot.'"

Statutory requirements for education and examination of podiatrists
are generally adequate to assure competence for the specified functions.
Several statutes require a clinical internship, and most licensing boards
(often boards of medical examiners with a committee on podiatry) rely
on the accreditation of colleges of podiatry by the Council on Education
of the American Podiatry Association. Despite such accreditation, how-
ever, many podiatrists are admittedly not prepared by their training to
recognize medical problems beyond their limited scope of practice:1"

Podiatrists should be well trained in the recognition of systemic
diseases and mechanical defects which may involve the lower ex-
tremities. In practically all of the colleges, these subjects are taught
by doctors of medicine through the lecture method.

To provide the podiatrist with the so-called "High Index of Sus-
picion" for systemic conditions, the students should have the oppor-
tunity at the bedside td apply and practice diagnostic techniques
with actual patients. Although teachers are attempting to provide
this experience, it is sporadic and, more often than not, completely
lacking.

Although improvements in the education and training of podiatrists
are necessary and desirable, the objective of protecting patients whose
foot conditions may be indicative of general medical problems may be
more readily attained by requiring podiatrists to work in conjunction with
physicians. Not only the effectiveness but, more importantly, the safety
of podiatrists' services would be enhanced by their coordination with
orthopedic surgeons, internists, or other physicians.

SUMMARY AND CONCLUSIONS

The key issue in the licensure of allied and auxiliary health personnel
is the scope of functions which may be properly delegated to them and
the educational qualifications to pennit such delegation safely. The
shortage of all skilled health personnel, both physicians and others, new
scientific and technological developments, and new methods of organiz-
ing health services have made the question of delegation and use of allied
health personnel the critical issue to be resolved if our supply of health
manpower is to be used effectively and productively.
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Analysis of the legal regulation of medical personnel other than physi-
cians indicates that licensure laws restrict optimal allocation of tasks
among members of the medical manpower matrix. These restrictions
may take the form of malpractice judgments or criminal sanctions rang-
ing from loss of licenses to other penalties. The many and complex factors
involved in the issue of delegation appear to render the judicial process
less well suited than the legislative process to achieve resolution of the
problem.

If the licensure laws are amended to authorize broadened scope of
functions for qualified personnel, and an administrative procedure
adopted to implement such legislation, a flexible approach to current
categories of health personnel will be required. Consideration will need
to be given to new categories of manpower, mandated by technological
developments, to perform tasks which may have been unknown one or
more years before. Resolution of the problem of allocating tasks amcng
members of the medical manpower matrix will depend, in large measure,
on the present and projected character of the system of delivering medical
care.
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Privileges of Medial Tehnologists," 37 Hosp. Progress 51 (1956) .

" Caughey, "Auxiliary Personnel in Medical Practice," 48 Am. J. Pub. Health 1049

(1958 ).
" See Bauer, supra note 74 at 67; Russell and Larson, "Recruiting for Careers in

Medical Technology," 30 Hospitals 37 (1956).
" See Bauer, supra note 74 at 67. See also Editorial, "Why Laboratory Standards

are Substandard," 88 Modern Hosp. 51 (1957 ).
at Bauer, supra note 74 at 72.
" See app. 18.
" See note, "The Desirability of State Licensing of Medical Technologists," 44 Minn.

L. Rev. 1125, 1129-32 (1961), and authorities there cited.
" However, some clinical laboratory personnel may perform venipunctures for test

purposes. See, e.g., Calif. Bus. and Prof. Code §§ 1242-1243.
" Compare existing regulations of the food and drug industries, which consist pri-

marily of controls of the purity, safety, and efficacy of products, rather than the quali-

fications of personnel.
" See the account of such practice and its benefits in Standish, Michigan in News

Release, Los Angeles Times, pt. V. p. 3, Nov. 24, 1966.
" Hirsh, "The Legal Scope of Industrial Nursing Practice," 169 J. Am. Med.

Association 1072 (1959).
" People v. Whittaker, Civil No. 35307, Justice Court of the Redding Judicial

District, Shasta County, Calif., December 1966.
" See, e.g., the model definition set forth in app. 10. The Oregon statute is unique

in authorizing professional nurses to administer "medications and treatments, whether
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the piercing of tissues is invcived or not." Oreg. Roy. Stat. § 678.015 (1953), set forth
in app. 10.

2.1" See note 97 supra.
1" People v. Whittaker, Civil No. 35307, Justice Court of the Redding Judicial

District, Shasta County, Calif., December 1966.
" Ibid.
" E.g., Barber v. Reinking, 68 Wash. 2d 122, 411 P. 2d 861 (1966).

E.g., Magit V. Board of Med. Examiners, 57 Calif. 2d 74, 366 P. 2d 016, 17 Calif.
Rptr. 488 (1961).

See State v. Borah, 51 Ariz. 318, 76 P. 2d 757 (1938) ; Wrigley's Stores v. Mich.
Bd. of Pharmacy, 336 Mich. 583, 59 N.W. 2d 8 (1953) ; Powers v. Viusant, 165 Tenn.
390, 51 S.W. 2d 938 (1932).

Compare State v. Borah, 51 Ariz. 318, 76 P. 2d 757 (1938) with Kelley v. Bd. of
Registry in Optometry, 218 N.E. 2d 130 (Mass., 1966 ).

1" Florida St. Bd. of Medical Examiners v. James, 158 So. 2d 574 (Fla. Dist. Ct.,
1963); Morrison v. Plotkin, 77 So. 2d 254 (Fla., 1955); Gelman v. Tenth .Dist. Dental
Soc'y of N.Y 201 N.Y.S. 2d 644, 25 Misc. 2d 457 (1966). But see Mitchell v.
La. St. Bd. of Optometry Examiners, 128 So. 2d 825 (La., 1961).

"Ha. St. Bd. of Medical Examinersv. James,158 So. 2d 574 (Fla. Dist. Ct., 1963) ;
cf. Rogers v. Louisiana St. Bd. of opt. Examiners,128 So. 2d 825 (La. Ct. App., 1961).

" See Kelley v. Bd. of Registry in Optometry, 218 N.E. 2d 130 (Mass., 1966). The
court refused to issue a declaratory judgment where "[t]he Board [of Optometry] has
no power to regulate the power of opticians * * *. There is no evidence of there hav-
ing been harm to the optician's practice. There is no evidence that the Attorney Gen-
eral has acted on the opinion." Id. at 133.

Ops. Attorney Gen. Mass. Pub. Doc. No. 12, p. 308, June 9, 1965.
Morrison v. Plotkin,77 So. 2d 254 (Fla., 1955).

"E.g. Calif. Bus. and Prof. Code §§ 2360-2411, 2426, 2795-2800.
American Nurs& kisociation, Developing Joint Policy Statements on Patient

Care Procedures, Memo. No. 5, Oct. 30, 1964.
See e.g., "Closed-Chest Method of Cardiopulmonary Resuscitation," 65 Am. I.

Nursing 105 (1965) ; A.M.A. Comm. on Nursing Practice, The Nurse and Closed-
Chest Cardiopulmonary 4iesuscitation, Special Memo., June 1965.

(1942) N.Y. Ops. Attorney Gen. 368.
I" (1961) N.Y. Ops. Attorney Gen. 25. Accord, 26 Mont. Ops. Attorney Gen.

(1956) ; (1963) Mo. Ops. Attorney Gen. files 25.
See generally, A.M.A. Law Department, "The Legal Scope of Nursing Practice,"

196 JAMA 269 (Apr. 11, 1966) ; see also American Nursing Association's Definition
of Nursing Practice set forth inapp. 10.

"Nathan Hershey, "Scope of Nursing Practice," 66 Am. J of Nursing 117, No. 1
(1966).

1" Ariz. Rev. Stat. Ann., sec. 32-1421(6) (added 1964) ; Okla. Stat. title 59, sec.
492 (added 1965).

" See Darling v. Charleston Community Memorial Hospital, 33 Ill. 2d 326, 211
N.B. 2d 253, cert. denied, 383 U.S. 946 (1965) for an example of expanded institu-
tional tort liability.

In 68 Wash. 2d 122, 411 P. 2ci 861 ( 1966).
Wash. Rev. Code § 18.88.285 (Supp. 1963 ).
Wash. Rev. Code § 18.78.191 (Sup!). 1963) .

Although it was not mentioned in the coures decision, a prior opinion of the Wash-
ington attorney general had ruled that licensed practical nurses could not administer
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drugs or medications, either orally or by injection. [1959] Ops. Attorney Gen. No. 20

at 48.
" 68 Wash. 2d at 124, 411 P. 2d at 863. The court further indicated, however, that

the jury must be instructed that the nurse's "negligence, inferred from the violation

of the statute, must be a proximate cause for the injury sustained * * * in order to

permit * * * recovery." Ibid.
a" Wash. Rev. Code § 18.88.285 (Supp. 1963) .

is See generally, Gregory, "Breach of Criminal Licensing Statutes in Civil Litiga-

tion," 36 Cornell L. Q. 622 (1951 ).
' 242 N.Y. 176, 151 N.B. 197 (1929) .
" The reasoning, but not the result of this case, is criticized by Gregory supra,

note 126.
' 242 N.Y. at 177, 151 N.B. at 198. Accord, Hardy v. Dahl, 210 N.C. 530, 187

S.E. 788 (1936), holding that the fact that unlicensed defendant naturopath was

engaged in treating patients was not evidence of r.egligence.

' M. Pennell, Health Manpower 1965, Health Resources Statistics 158-59 (U.S.

Public Health Service Pub. No. 1509, 1967).
laa [1965] Ops. Attorney Gen. No. 152 (N.Y.).
' [1963] Ops. Attorney Gen. 54 (Mont.).
However, until quite recently (See A.M.A. News, Dec. 26, 1966, at 1, col. 1, col. 3),

it WA considered unethical for an ophthalmologist to employ an optometrist, under

a June, 1955, resolution of the A.M.A. House of Delegates.

' E.g., [1960] Ops. Attorney Gen. (Conn.) (chiropodists cannot prescribe any

medical preparation which would be absorbed by the body and enter the blood

stream) ; [1953] Ops. Attorney Gen. 178 (Ind.) (podiatrists are not authorized to

administer penicillin or other antibiotic drugs by injection or by any procedure other

than loml application) ; [1943] Ops. Attorney Gen. 347 (Ind.) (podiatrists may

prescribe narcotic drugs for local anesthesia).
"4 American Podiatry Association, Special Commission on the Status of Podiatry

Education: Podiatry Education in the 1960's (1961).
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Appendix 10

Practice of professimat taming as defined in State nursing practice acts

A.N.A. model definition. . . . The: term "practice of profeEsional nursing" means the
p erformance, for compensation, of any acts 'In the
cbservation, care, and counsel of the ill, injured, or in-
firm or in the maintenance of hean or prevention of
illness of others, or in the supervision and teaching of
other personnel, or the administration of medications
and treatments as prescribed by a licensed physician or
a licensed dentist; requiring substantial specialized
judgment and skill and based on knowledge and ap-
plication of the principles of biological, physical, and
social science. The foregoing shall not be deemed to in-
clude acts of diagnosis or prescription of therapeutic or
corrective measures.

State
Alabama Model definition.

Alabama Code, title 46, § 189(34) (Supp. 1965).
Alaska Model definition.

Alaska Comp. Laws, § 35-3-124(5) (Supp. 1957).
Arizona Substantially similar to the model definition.

Arizona Rev. Stat., § 32-1601(5) (Supp. 1966).
Arkansas A person practices nursing within the meaning of this act

who for compensation or personal profit (a) performs
any professional service requiring the application of
principles of nursing based on biological, physical, and
social sciences, such as responsible supervision of a
patient requiring skill in observation of symptoms and
reactions and the accurate recording of the facts, and
carrying out of treatments and medications as pre-
scribed by a licensed physician, and the application of
such nursing procedures as involve understanding of
cause and effect in order to safeguard the life and health
of a patient and others * * *.
Arkansas Stat., § 72-715 (1957).

439
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Practice of professional nursing as defined in State nursing practice acts
Continued

StateContinued
California The practice of musing within the meaning of this

chapter is the performing of professional services
requiring technical . skills and specific knowledge based
on the principles of scientific raedicine, such as are
acquired by means of a prescribed course in an
accredited school of nursing a; defined herein, and
practiced in con:Junction with curative or preventive
medicine as presoribed by a licensed physician and
the application, of such nursing procedures as involve
understanding of cause and effect in order tosafeguard
life and health of a patient and others.

A professional nurse, within the meaning of this chapter,
is a person who has met all the legal requirements for
licensing as a registered nurse in the State and who for
compensation of personal profit engages nursing as
the same as hereinabove defined.

California Bus. and Prof. Code § 2725.

Colorado . Model definition.
Colorado Rev. Stat. § 97-1-2(1) (1963).

Connecticut The practice of nursing is defined as follows: (a) The
performing, for compensation and under the direction
of a licensed physician, of any professional service

requiring special education, know1.edge and skill
in nursing care of those mentally or physically ill
and in the prevention of illness * * *.

Connecticut Gen. Stat. § 20-87 (1958).

Delaware Model definition.
Delaware Code, title 24 § 1901 (Supp. 1966).

District of Columbia Practice not defined by statute.

Florida Substantially similar to the model definition.
Florida Stat. § 464.021 (2) (1965).

Georgia Practice not defined by statute. See rule 410.03.

Hawaii Model definition.
Hawaii Rev. Laws § 67-2(b) (Supp. 1963).

Idaho Model definition.
Idaho Code, § 54-1413 (Supp. 1965).

Illinois Model definition.
Illinois Rev. Stat, ch. 91 § 35.35(1) (Smith-Hurd 1966).

Indiana For the purposes of this act the phrase "practice of
nursing" shall mean and refer to any person who for
compensation or personal profit (a) as a registered
nurse performs any professional services requiring the
application a principles of the biological, physical
and social sciences, and nursing skills in the care of the
sick, in the prevention of disease or in the conservation

of health.
Indiana Stat, § 63-901 (1961).
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Practice of professional nursing as defined in State nursing practice acts
Continued

StateContinued
Iowa For the purpose of this title any person shall be deemed

to be engaged in the practice of nut sing as a registered
nurse who performs any professional services requiring
the application of principles of biological, physical or
social sciences and nursing skills in the observadon of
symptoms, reactions and the accurztc recording of
facts and carrying out of treatments and medication
prescribed by licensed physicians in the care of the
sick, in the pmention of disease cc in the conservation
of health.

Iowa Code, § 152.1 (1962).
Kansa3 Model definition.

Kar.sas Gen. Stat., § 65-1113(bX1) (1964).
Kentucky Model definition.

Kentucky Rev. Stat., § 314.011(3) (Supp. 1966).
Louisiana "Nursing" means that practice by a person who for

compensation or personal profit (a) performs any
professional service requiring the application of
principles of nursing based on biological, physical,
and social sciences, such as responsible supervision of
a patient requiring skill in observation of symptoms
and reactions and the accurate recording of the facts
and carrying out of treatments a ad medications as
prescribed by a licensed physician, and the applica-
tion of nursing procedures that involve understanding
of cause and effect in order to safeguard life and
health of a patient and others; or (b) performs duti es
that are required in the physical care of a patient and
in carrying out of medical orders as prescribed by a
licensed physician, requiring an understanding of
nursing but not requiring the professional service as
outlined in (a).

Louisiana Rev. Stat., § 37-911 (1950).
Maine Substantially similar to the "modeP' definition.

Maine Rev. Stat., cb. 69-A § 2 (II) (Supp. 1961).
Maryland. Practice not defined by statute.
Massachusetts "Profess i onal nursing" shall mean the performance for

compensation of any of those services in observing and
caring for the ill, injuredor infirm, in applying counsel
and procedures to safeguard life and health, in adminis-
tering treatment of medication prescribed by a physi-
cian or dentist, or in teaching or supervising others,
which are commonly performed by registered nurses
and which require specialized knowledge and skill such
as are taught and acquired under the established curric-
ulum in a school for nurses duly approved in accord-
ance with this chapter.

Massacitusetts Gen. Laws, ch. 112, § 80B (1965).
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Practice of professional nursing as defined in State nursing practice acts
Continued

StatsContinued
Michigan Unless otherwise provided in this act, the term registered

professional nurse is defined as one who has been au-
thorized by the state to perform any professional service

requiring the application of principles of nursing based

on biological, physical and social sciences, such as re-

sponsible superviaion of a patient requiring skill in
observation of symptoms and reactions and the accu-
rate recording of same, and execution of treatments
and medicafions as prescribed by a licensed physician,
and the applicaion of such nursing procedures as in-

volve understanding of cause and effect in order to
safeguard life and health, and the instruction, super-
vision of nurses, and the administration of nursing serv-

ices in institutions and health agencies.
Michigan Comp. Laws, § 338.360 (1918).

Minnesota The practice of professional nursing means the per-
forznance far compensation or personal profit of a pro-

fessional service in the care of those mentally or physi-

cally ill or in the prevention of illness or in the super-

vision of others engaged in caring for the ill or prevent-

ing illness which requires special education, knowledge

and skill such as that ordinarily expected of an individ-

ual who has completed a course of instruction as
described in section 148.211, subdivision 1.

Minnesota Stat., § 148.29 (1957).

Mississippi A Registered Professional Nurse is one who possesses a

blend of intellectual attainment, attitudes, and manual

skills based on the principle of scientific medicines ac-
quired by the means of a prescribed course in a School

of Nursing affiliated with a hospital recognized for such

purposes by the State and practiced in conjunction

with curative or preventive medicines by an individual
licensed to do so by the State.

Mississippi Code, § 8817(a) (1912).

Armond A person practices professional nursing who for compen-

sation or personal profit perfoems, under the super-
vision and direction of a practitioner authorized to

sign birth and death certificates, any professional
services requiring the application of principles of the

biological, physical or social sciences and nursing skills

in the care of the sick, in the prevention of disease or in

the conservation of health.
Missouri Rev. Stat., § 335.010 (1966).

Montana . .. Model definition.
Montana Rev. Codes, § 66-1222(1) (Supp. 1967).
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Practice of professional nursing as defined in State nursing practice acts
Continued

StateContinued
Nebraska Practice of professional nulling shall mean the per-

formance of any professional services requiring the
application of principles of biological, physical, or
social sciences and nursing skills in the care of the
sick, in the prevention of disease, or in the conservation
of health.

Nebraska Rev. Stat., ti 71-1, 132.06 (1966).
Nevada Substantially similar to model defmition.

Nev4,1tla Rev. Stat., § 632.010 (1957).
New Hampshire Model definition.

New Hampshire Rev. Stat., § 326A:2 (1961).
New Jersey "Professional nursing" is the performance kr compoloa-

don of any professional service requiring the applica-
tion of principles of nursing based on biological,
physical and social sciences, including responsible
supervision of a patient requiring skill in observation
of symptoms and reactions and the accurate recording
of the facts and carrying out of treatment, and medica-
tions prescribed by a licensed physician, and the
application of such nursing procedures as involve
understanding of cause and effect in order to safeguard
life and health of a patient and others.

New Jersey Stat., §,.45:11-23(b) (1963).
New Mexico "Professional nursing" means the performance for

compensation or personal profit of any professional
services requiring the application of principles o f the
biological, physical or the social sciences and nursi ng
skills in the care of the sick, in the prevention of
disease or the conservation of health.

New Mexico Stat., § 67-6-3 (1953).
New York A person practices nursing as a registered professional

nurse within the =emir; of this article who for
compensation or personal profit performs any pro-
fessional service requiring the application of principles
of nursing based on the biological, physical and social
sciences, such as responsible supervision of a patient
requiring skill in observation of symptoms and reactions
and the accurate recording of the facts, and carrying
out of treatments and medications as prescribed by a
licensed physician or a licensed dentist and the appli-
cation of such nursing procedures as involves under-
standing of cause and effect in order to safeguard life
and health of a patient and others.

New York Educ. Law, § 6901(2Xa) (1953)
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Practice of professional nursing as defined in State nursing practice acts
Continued

StateContinued
North Carolina "Nursing" is a unique service provided for persons who

are ill, injured, or experiencing alterations in normal
health processes; it is the ministering to, the assisting

ot and the sustained, vigilant, and continuous care of

those acutely or chronically ill; the supervision of
patients during convalescence, restoration, and
rehabilitation; and the promotion of health mainte-

nance.
Nursing by Registered Nurse: The practice of nursing

by registered nurse means the performance for com-
pensation of any act in the observation, care, and
counsel of persons who are ill, injured, ar experiencing
alterations in. normal health processes; and/or in the
supervision and teaching of others who are or will be
involved in nursing care; znd/or the administration of
medications and treatments as prescribed loy a licensed

physician or dentist Nursing by registered nurse
requires specialized knowledge, judgment, and skill,
but does not require nor permit medical diagnosis

or medical prescription of therapeutic or corrective

measures. The use of skill and judgment is based
upon an understanding of principles from the biologi-

cal, social, and physical sciences. Nursing by registered

nurse requires use of skills in modifying methods of

nursing care and supervision as the patient's needs

change.
North Carolina Gen. Stat., § 90-158(3) (Supp. 1965).

North Dakota Model definition.
North Dakota Cent. Code, § 43-12-01 (Supp. 1965).

Ohio A registered nurse is one who has been authorized by
the State to perform any professional service requiring

the application of principles of nursing based on
biological, physical, and social sciences, such as
responsible supervision of a patient requiring skill in

observation ofsymptoms and reactions and the accurate

recording of same, and execution of treatments and
medications as prescribed by a licensed physician,

and the application of such nursing procedures as
involve understanding of cause and effect in order
to safeguard life and health, and the instruction,
supervision of muses, and the administration of
nursing services in institutions and health agencies.

Ohio Rev. Code, § 4723.06 (1965).
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Practice of professional nursing as defined in State nursing practice acts
Continued

StateContinued
Oklahoma. ... . .... The term "registered nurse" when used in this act shall

mean any person, licensed and registered, who
practices profwsional nursing and who for compensa-
tion or personal profit performs any such professional
service that requires the application of principles of
the biological, physical or social sciences and nursing
skills in the care of the sick, in the prevention of dis-
ease, in the conservation of health, or in the practice
of professional nursing.

Oklahoma Stat., title 59, § 567.3 (1961).
Oregon . . . The practice of professional nursing is the performance

for compensation of any act, requiring substantial
specialized judgment and skill and based on knowledge
and application of the principles of biological, physical
and social sciences, in the observation, care and counsel
of the ill, injured or infirm, or in the maintenance of
health or prevention of illness of others, or in the super-
vision and teaching of principles and techniques of
nursing to other personnel involved in the nursing care
of patients, or the administration of medications and
treatments, whether the piercing of tissues is involved
or not, as prescribed by a person authccized to practice
medicine or surgery, osteopathy or dentistry in Oregon.
This section does not authorize a licensed professional
nurse to perform acts of diagnosis or prescription of
fuerapeutic Or corrective measures.

Oregon itev. Stat., §678.015 (Supp. 1965-66).
Pennsylvania.. A person engages in the "Practice of Professional Nurs-

ing," within the meaning of this act, who ptrforms any
professional service requiring the application of princi-
ples of the biological, physical or social sciences and
nursing skills in the care of the sick, in the prevention
of disease, or in the conservation of health.

Pennsylvania Stat., title 63, §212(1) (1959).
Rhode Island . A person practices professional nursing, who for com-

pensation or personal profit performs professional serv-
ices requiring the application of the princ pies of nurs-
ing based on biological, physical, and social sciences,
and nursing skills in the observation of symptoms, reac-
tions, and accurate recording of facts, and carryiag out
of treatments and med;cations prescribed by licensed
physicians in the care of the sick, in the prevention of
disease or in the conservation of health.

Rhode Island Gen Laws, §5-34-1(1) (1956).

283-858 0-88--29
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Practice of professional nursing as defined in State nursing practice acts
Continued

StateContinued
South Carolina Definition of "registered nurse." Any person shall be

regarded as a "registered nurse," within the meaning
of this chapter, who has graduated from an accredited
school of nursing, as provided in this chapter, has passed

a satisfactory examination before the State Board of
Nursitg, hereinafter referred to as the Board, and has
complied with all other requirements ofthis chapter.

South Carolina Code, §56-951 (1952). Model definition
used in Rules and Regulations of South Carolina, reg.
5.1.

South Dakota "The practice of professional nursing" means the perform-
ance for compensation of such acts within the field of
nursing as require substanfial vecialized skill, know&

edge or training, cc knowledge: and application of the
principles of physical, biological, or social science, or
the supervision of less skilled nulling service workers.

South Dakota Session Laws 1955, ch. 91, p. 183, § 2(3).

Tennessee "The practice of professional nursing" is defined as the
performance of any service:

(a) Rendered pursuant to a consensual agreement.
(b) Requiring the application of the prindples

based upon the biologic, physical, and social
sciences in the supervision of a patient involving:

1. The observation of symptoms and reactions;
2. The accurate recordation of facts;
3. The fulfillment of legal orders of a duly

licensed physician concerning treatnents and
medications with an understanding of cause
and effect;

4. The accurate application of procedures and
techniques with an understanding of cause
and effect; and

(c) The additional safeguarding of the physical and
mental tare of the patient by the employment of
any remedia/ means, including but not limiting,
the health direction and education of the patient.

Tenneme Code, § 63-711 (1956).

Texas Practice not defined by statute.

Utah Mode/ definition.
Utah Code, § 58-31-4 (Supp. 1965).

i.

,
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Practice of professional nursing as defined in State nursing practice acts
Continued

SlateContinued
Vermont "The practice of professional nursing" means the per-

formance for compensation of services which necessi-
tate the specialized knowledge, judgment and skill
based upon the prindples of biological, physical and
social sciences required for the performance of nursing
in the:

a. Supervision of a patient including the observation
of symptoms and reactions and the accurate
recording of facts;

b. Implementation of medical orders as prescribed
by a licensed physician or licensed dentist. The
foregoing shall not be deemed to include diagnosis
of illness or the prescribing of therapeutic or
corrective measures;

c. Application of such nursing measures as involve
understanding of cause and effect in ceder to
safeguard life and health of the patient;

cl. Direction and education to secure physical and
mental care and to maintain health or prevent
illness of others; and

e. Supervision and teaching of personnel contribut-
ing to nursing care.

Vermont Stat, title 26, ch. 1552(2) (Supp. 1965).

Vnginia The term "practice of professional nursing" means the
performance of any professional service requiring the
application of the principles of nursing based un biolog-
ical, physical and social sciences, such as responsible
supervision of a patient reqviring skill in observation of
symptoms and reactions and the accurate recording of
the facts and carrying out of treatment and medica-
tions as prescribed by a licensed physician, and the ap-
plication of such nursing procedures as involve under-
standing of cause and effect in order to safeguard life
and health of a patient and others.

Virginia Code, 154-326(2) (1367).
Washington Niodel definition.

Washington Rev. Code, § 18.88-030 (Supp. 1963).
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Practice of professional nursing as defined in State nursing practice acts
Continued

StakContinued
West Virginia The practice of "registered professional nursing" shall

mean the performance for compensation of any service
repiring substantial specialized judgment and skill
based on knowledge and application of principles of
nursing derived froni the biological, physical and social
sciences, such as responsible supervision of a patient
requiring skill in obstrvation of symptoms and reac-
tions and the accurate recording of the facts, or the
supervision and teaching of other persons with respect
to such principles of nursing, or in the adminibtration
of medications and treatments as prescribed by a li-
censed physician or a licensed dentist, or the applica-
tion of such nursing procedures as involved under-
standing of cause and effect in order to safeguard life
and health of a patient and others.

West Virginia Code, § 30-7-1(b) (1966).
Wisconsin The practice of professional nursing within the terms of

this chapter means the performance for compensation
of any act in the observation or care of the ill, injtned or
infirm, or for the maintenance of health or prevention
of illness of others, which act requires substanfial nurs-
ing skill, knowledge or training, or application of nurs-
ing principles based on biological, physical and social
sciences, such as the supervision of a patient, the ob-
servation and refxrding of symptoms and reactions, the
execution of procedures and techniques in the treat-
ment of the tick under the general or special supervi-
sion or direction of a physician, the execution of gen-
eral nursing procedures and techniques and the super-
vision and direction of trained practical nurses aud less
skilled assistants.

Wisconsin Stat., I 149.10 (1965).
Wyoming. The practice of professional nursing means the per-

formance for compensation of any act in the care of
the ill or injured, or administration of medications
and performance of treatments as prescribed by a
licensed physician or dentist, or in the prevention of
disease of others, requiring substantial specialized
skill, training or knowledge and application of the
principles of physical, biological and social science, or
supervision of less skilled workers in the field.

Wyoming Stat., § 33-280(a) (1957).
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Statutory provisions governing accreditation of professional nursing schools 
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Apperdix 12

Practice of practical nursing as defined in State nursing practice acts

A.N.A. model definition. .. . The term "practical nursing" means the performance,
for compensation, of selected acts in the care of the ill,
injured or infirm under the direction of a licensed
professional nurse or a licensed physician or a licensed
dentist; and not requiring the substantial specialized
skill, judgment and knowledge required in professional
nursing.

State
Alabama Model definition.

Alabama Code, title 46, § 189(34) (Supp. 1965).
Alaska Model definition.

Alaska Comp. Law, § 35-3-124(6) (Supp. 1957).
Mum "Practical nursing" means the performance for compen

sation or profit of services requiring technical skills
acquired by means of a course in an accredited school
of practical nursing or its equivalent, performed under
the direction of a person licensed in this state to
practice healing as defined in section 32-401, or a
professional nurse, requiring a knowledge of nursing
procedures but not requiring the professional knowl-
edge and skill required for professional nursing.

Arizona Rev. Stat., § 32-1601(4) (Supp. 1966).
Arkansas A person practices nursing within the meaning of this

Act who for compensation or personal profit * * * (b)
performs such duties as are required in the physical
care of a patient and in carrying out medical ceders
as prescribed by a licensed physician, requiring an
understanding of nursing but not requiring the
professional service outlined in (a).

Arkansas Stat., § 72-715 (1957).
California The practice of vocational nursing within the meaning

of this chapter is the performance of services requiring
those technical, manual skills acquired by means of a
course in an accredited school of vocational nursing,
or its equivalent practiced under the direction of a li-
censed physician, cc registered professional nurse

A vocational rime, within the meaning of this chapter,
is a person who has met all the legal requirements for a
license as a vocational nurse in this State and who for
compensation or personal profit engages in vocational
nursing as the same as hereinabove defined.

California Bus. and Prof. Code, § 2859.
452

'Mlle.
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Practice of practical nursing as defined in State nursing practice actsCon.

StateContinued
Colorado

Connecticut

Delaware

District of Columbia
Florida

Georgia

Hawaii

Idaho

Illinois

Indiana

Iowa

Model definition.
Colorado Rev. Stat., § 97-2-3 (1963).
The practice of nursing is defined as follows: * * *

(b) The performing, for compensation and under the
direction of a licensed physician of any of the simpl er
procedures required in nursing care of the sick, not
involving the sre-cialized education, knowledge and
skill specified in subdivision (a) (far professional
nursing).

Connecticut Gen. Stat., § 20-87 (1958).
Model definition.
Delaware Code, title 24, § 1901 (Supp. 1966).
Practice not defined by statute.
Substantially similar to the model defmitica.
Florida Stat., §464.G21(3) (1965).
A practical nurse is a person who has had study and

supervised experience in an approved school and
hogital training program and is thereby trained to
care for subacute, convalescent and chronic patients
in their own homes or in ins6tutions, or who works
under the direction of a licensed physician or reg-
istered professional nurse.

Georgia Code, § 84-1028 (1955).
Model definition.
Hawaii Rev. Laws, § 67-2(c) (Supp. 1963).
Model definition.
Idaho Code, § 54-1413 (Supp. 1965).
Substantially similar to the model definition.
Illinois Rev. Stat., ch. 91, § 35.35(3) (Smith-Hurd 1966).
For the purpose of this act the phrase "practica of

nursing" shall mean and refer to any person who foe
compensation or personal profit * * * (b) As a li-
censed practical nurse performs such duees as are
required in the physical care of a convalescent, a
chronically ill or an aged or infirm patient and in
carrying out of medical orders as prescribed by a
licensed physician, requiring a knowledge of simple
nursing procedures but not requiring the professional
knowledge and skills required far professional nursing.

Indiana Stat., § 63-901 (1961).
For the purpose of this title the practice of nursing as a

licensed practical nurse shall mean performance of
such duties as are required in the physical care of a
convalescent, a chronically ill or an aged or infirm
patient, and in carrying out such medical orders as
are prescribed under the supervision of a registered
nurse, requiring the knowledge of simple nursing
procedures but not requiring the professional knowl-
edge and skills of a registwed nurse.

Iowa Code, § 152.1 (1962).
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Practice of practical nursing as defined in State nursing practice actsCon.
StateContinued
Kansas Model defmition.

Kansa: Gen. Stat., § 65-1113(b)(2) (1964).
Kentucky Substantially similar to the model definition.

Kentucky Rev. Stat., § 314.011(4) (Supp. 1966).
Louisiana "Practical nursing" means the performance of nursing

services for patients if while performing these services
the nurse is at all times under the direction and
supervision of a licensed physician or registered nurse
acting under the supervision of a licensed physician.

Louisiana Rev. Stat., § 37-961 (1950).
Maine Substantially similar to the model definition.

Maine Rev. Stat., ch. 69-A, § 2 (Supp. 1961).
Maryland Practice not defined by statute.
Massachusetts "Practical nursing" shall mean the performance for

compensation of any of those services in observing and
caring for theill, injured or infirm, in applying counsel
and procedures to safeguard life and health, in
administering treatment or medication prescaed by
a physician or dentist, or in teaching or supervising
others, which are commonly performed by licensed
practical nurses and which require specialized knowl-
edge and skill such as are taught and acquired under
the established curriculum in a school for practical
nurses duly approved in accordance with this chapter

Massachusetts Gen. Laws, ch. 112, § 80B (1965).
/vfichigan Unless otherwise provided in this act, the term "licensed

practical nurse" is defined as one who has been author-
ized by the state to perform such duties as are required
in the physical care of a patient and in carrying out of
medical orders as prescribed by a licensed physician,
requiring an understanding of nursing but not requir-
ing the professional service as defined above. The term
"licensed practical nurse" is further defined as one who
is authorized by the state to care for subacute,convales-
cent and chronic patients requiring service under
public health nursing agencies, or in institutions, or in
homes, working under the direction of a licensed
physician or the supervision ofa registered professional
nurse, or one who is authorized by the state to assist a
registered professional nurse as a member of a team
caring for acutely ill patients, and who is prepared to
give household assistance when it contributes directly
to the welfare of the patient.

Nfichigan Comp. Laws, § 338.360 (1948).
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Practice of practical nursing as defined in State nursing practice actsCon.

StateContinued
Nfmnesota "The practice of nursing by a licensed Practical Nurse"

means "the performing for compensation or personal
profit, services required in the nursing care of the sick,
not involving the specialized education, knowledge
and skill required in professional nursing."

Minnesota Stat., 148.29 (1957).
Mississippi A Practical Nurse is a person trained to care for selected,

convalescent and subacutely or chronically ill patients.
He or she may be expected to assist the professional
nurse in a team relationship to provide nursing service
in hospitals, in other institutions, and in private homes,
to give limited household assistance when necessary ;
and may be employed by a physician, a private individ-
ual, a hospital, or a health agency. A practical nurse
works only under the direct orders of a licensed physi-
cian or the supervision of a registered professional
nurse. A licensed practical nurse is defined as a person
to whom a license is issued by the State Board of
Nurses' Examiners to practice as a licensed practical
nurse in this State.

/vEssissippi Code, § 8817(b) (1942).
Missouri A person practices as a licensed prat:tied nurse who de-

sires to and does comply with the licensing provisions
of this chapter ; and who for compensation or personal
profit performs such duties as are required in the care
of the sick, convalmcent, chronically ill or aged or in-
firm patients and in carrying out such medical orders
as may be pracribed by a practitioner authorized to
sign birth and death certificates or under the super-
vision of a registered professional nurse requiring
knowledge of nursing procedures but not requiring the
professional knowledge and skills required of the pro-
fessional nurse, and who is licensed under this chapter.

Missouri Rev. Stat., § 335.010 (1966).
Montana Substantially similar to the model definition.

Montana Rev. Code Ann., § 66-1222(2) (Supp. 1967).
Nebraska. Practice of practical nursing shall mean the performance

of services and nursing skills in the care of the sick, in
the prevention of disease, or in the conservation of
health, not involving the specialized education,
knowledge, and skill required in professional nursing.

Nebraska Rev. Stat., § 71-1,132.06 (1966).
Nevada Model definition.

Nevada Rev. Stat., § 632.010 (1957).
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Practice of practical nursing as defined in State nursing practice actsCon.
StateContinued
New Hampshire "Practical nursing" means the performance for com-

pensation of those services in observing and caring for
the ill, injured or infirm, in administering treatment cr
medication or in applying counsel and procedures to
safeguard life and health as prescribed by, or under the
supervision of a physician, dentht, or registered
prof=ional nurse, and which require specialized
knowledge and skill as are taught and acquired under
the curriculum of an accredited school for practical
nurses, but not requiring the substantial special skill,
judgment, and knowledge required of registered pro-
fessional nurses.

New Hampshire Rev. Stat. 326:17 (1961).
New Jersey "Practical musing" is the performance for compensation

of such duties as are required in the care of a patient
in carrying out of medical ceders prescribed by a
licensed physician, requiring an understanding of
elementary nursing but not requiring the professional
service outlined in the definition of professional
nursing.

New Jersey Stat. Ann., § 45:11-23(b) (1963).
New Mexico "Practical nursing" means the performance for com-

pensation or personal profit of such =Vices as are
required (1) in the care ofa convalescent, a chronically
M or an aged or infirm patient or in carrying out such
medical orders as prescribed by a licensed physician
requiring a knowledge of simpl2 nursing procedures
but not requiring the professional knowledge and skill
required for professional nursmg and (2) in assisting
the professional nurse in the care of those more acutely
ilL

New Mexico Stat. Ann., § 67-6-3 (1953).
New York A person practices as a licensed practical nurse within

the meaning of this article who for compensation or
personal profit performs such duties as are required
in the physical care of a patient and in carrying out of
medical orders as prescribed by a licensed physician
or by a licensed dentist requiring an understanding of
nursing but not requiring the professional service as
outlined in paragraph (a) (for registered professional
nurses).

New York Educ. Law, § 6901(2Xb) (1953).



LTC:ENSURE OF OTHER MEDICAL PERSONNEL 457

Practice of practical nursing as defined in State nursing practice acisCon.

StateContinued
North Carolina Nursing by Licensed Practical Nurse: The practice of

practical nursing means the performance for compen-
sation of selected acts in the care of persons who are
ill, injured, or experiencing alterations in normal
health processes. Such performance requira a knowl-
edge of and skill in simple nursing procedures, gained
through prescribed preparation, but does not require
the specialized knowledge, judgment, and skill es-
sential for nursing by a registered nurse. Practical
nursing is performed under orders of a licensed physi-
cian or a licensed dentist, and/or under directions
issued by a registered nurse.

North Carolina Gen. Stat., § 90-158(3) (Supp. 1965).

North Dakota Model definition.
North Dakota Cent. Code, § 43-21-01 (Supp. 1965).

Ohio A licensed practical nurse is a person licensed by law to
perform nursing services in the care of the sick, in
rehabilitation and in prevention of illness under the
supervision of a licensed physician cr a registered
nurse.

Ohio Rev. Code, § 472.15 (1965).
Oklahoma The tam "licensed practical nurse" when used in this

act shall mean a person trained to care for selected
subacute convalescent and chronic patients, and to
assist the professional nurse in a team relationship,
especially in the care of those more acutely ill. She may
be employed by the lay public, hospitals and agencies.
A licensed practical nurse works only under the direct
orders of a licensed physician cr the supervision of a
registr zed nurse.

Oklahoma Stat., title 59, § 567.3(b) (1961).
Oregon "Practical nursing" means the performing by any per-

son, for compensation or personal profit, services in
the nursing or care of the sick, not requiringspecialized
education, knowledge or skill equivalent to that of a
graduate or registered nurse.

Oregon Rev. Stat., § 678.210 (Supp. 1965-66).
Pennsylvania Model definition.

Pennsylvania Stat., title 63, §652 (Supp. 1966).
Rhode bland A person practices practical nursing, who for compensa-

tion or personal profit, performs such duties as are re-
quired in the nursing care of subacute, convalescent or
chronic patients, and in assisting the professional nurse
in a team relationship, especially in the care of the
more acutely ill and in carrying out such medical
orders as prescribed by a licensed physician, requiring
a knowledge of simple nursing procedures but not re-
quiring the knowledge and skills required for profes-

sional nursing.
Rhode Island Gen. Laws, §34-1(2) (1956).



458 REPORT OF TEE HEALTH MANPOWER COMMISSION

Practice of practical nursing as defined in State nursing practice actsCon.
StateContinued
South Carolina ..

South Dakota. .. .

Tennessee.... .

Texas .. .

Utah

Vermont .

Virginia

Definition of "licensed practical nurse." Any person shall
be regarded as a "licensed practical nurse," within the
meaning of this chapter, who has successfully com-
pleted an accredited course for the training of practical
nurses, as provided in this chapter, has completed a
satisfactory examination before the Board and has
complied with all other requirements of this chapter.

South Carolina Code, §56-951 (1952). Model definition
used in Rules and Regulations of South Carolina, reg.
5.2.

"The practice of practical nursing" means the per-
formance for compensation of any acts within the field
of nursing that do not require the degree of skill,
knowledge or training involved in professional nursing.

South Dakota Session Laws, 1955, ch. 91, p. 84, §2 (3).
The practice of practical nursing is defined as a perform-

ance of a service which is required in the physic I care
of a convalescent, a chronically ill or an aged or infirm
patient, and in carrying out such medical orders as
prescribed by a licensed physician requiring a knowl-
edge of simple nursing procedures, but not requiring
the professional knowledge and skills required for pro-
fessional nursing and to assist the professional nurse in
a team relationship, especially in ti.m. care of those who
are more acutely ill.

Tennessee Code, §67-716 (1956).
The term "Licensed Vocational Nurse" as used in this

act, shall mean any person who directly attends or
cares for the sick for compensation or hire, and whose
personal qualifications, preliminary education or
nursing education in biological, physical and social
sciences will not qualify that person to become certi-
fled as a professional registered nurse, as defmed and
regulated under the laws of this State, and who uses
the designation Licensed Vocational Nurse, or the
abbreviation L.V.N.

Texas Rev. ay. Stat., art. 4528, §1 (1960).
Model definition.
Utah Code, § 58-31-6 (1953).
Model definition.
Vermont Stat., title 26, ch. 1552(5) (Supp. 1965).
The term "registered practical nurse" means any

person licensed as such by the Board to perform such
duties as are required in the physical care of a patient,
and the carrying out of medical orders and directions
given by a licensed physician which require an under-
standing of practical nursing procedures but not the
technical understanding necessary for professional
survice.

Virginia Cock, § 54-326(6) (1957).
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Practice of practical nursing as defined in State nursing practice actsCon.

StateContinued
Washington "Licensed practical nurse practice" shall mean "the

performing for compensation or personal profit,
services required in the nursing care of the ill, injured
or infirm, under the direction of a licensed physician
and surgeon, osteopathic physician and surgeon, or
dentist or under the supervision of a registered nurse
and not involving specialized education, knowledge,
skill and exercise of independent judgment required
in professional nursing."

Washington Rev. Code, § 18.78.010 (Supp. 1963).

West Virginia The term "practical nurse", as used in this article, shall
mean a person prepared by an approved educational
program to share in the care of the sick, in rehabilita-
tion and in prevention of illness, always under the
supervision of a licensed physician.

West Virginia Code, § 30-7A-1(a) (1966).

Wisconsin The practice of practical nursing within the terms of this
chapter means the performance of any simple acts in
the care of convalescent, subacutely or chronically ill,
injured or infirm persons, or of any act or procedure
in the care of the more acutely ill, injured or infirm
under the specific direction of a nurse or physician.
A simple act is one which does not require any sub-
stantial nursing skill, knowledge, or training, or the
application of nursing principles based on biological,
physical or social sciences, or the understanding of
cause and effect in such acts and in one which is of a
nature of those approved by the board for the curricu-
lum of schools for trained practical nurses.

Wisconsin Stat., § 149.10 (1965).
Wyoming The practice of practical nursing means the performance

for compensation of any act in the care of the ill,
injured, infirm, or in the prevention of disease, and in
carrying out medical orders as prescribed by a licensed
physician or dentist, requiring a knowledge of simple
nursing procedures but not requiring the degree of
spadalized skill essential for professional nursing, and
to giving assistance to the professional nurse in the care
of the ill, injured or infirm. Provided, however, they
shall not administer narcotics, and shall only- ad-
minister simple oral medication except under the
direction of a Registered Nurse, doctor or dentist.

Wyoming Stat., § 33-280(b) (1957).
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Statement of Functions of the Licensed Practical Nurse

This statement, which is an elaboration of the one adopted in
1957, was approved by the Executive Board of the National Fed-
eration of Licensed Practical Nurses in October 1963, and by
the Board of Directors of the American Nurses' Association in Jan-
uary 1964.

PurPose
This statement is intended to serve as a guide to:
I , The utilization of the licensed practical nurse in nursing

services.
2. Self-evaluation of practice by the licensed practical nurse.
3. Development and evaluation of educational standards in the

preparation of the licensed practical nurse.
4. Interpretation of licensing legislation.

Educa don and Licensure

The LPN should be prepared and qualified for nursing practice by :

1. Education
a. Preservice preparation in a program in practical nursing

approved by the State board of nursing.
b. Orientation and continuing inservice education.
c. Instruction, within the scope of practical nursing, of the

practitioner who qualifies for further training in specialized
fields peculiar to the agency.

2. Licensure by State board of nursing.

Personal Qualifications

Personal and vocational growth and development should be
sustained by:

1. Maintenance of good health practices.
2. Active participation in and the promotion of nursing organi-

460
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zations; inservice education programs; workshops; institutes;
other educational and community activities.

Role Description

The work of the LPN is an integral part of nursing. The licensed
practical nurse gives nursing care under the supervision of the regis-
tered professional nurse or physician to patients in simple nursing
situations. In more complex situations the licensed practical nurse
functions as an assistant to the registered professional nurse.

A simple nursing situation is one that is relatively free of scientific
complexity. In a simple nursing situation the clinical state of the
patient is relatively stable and the measures of care offered by the
physician require abilities based on a comparatively fixed and limited
body of scientific facts and can be performed by following a defined
procedure step by step. Measures of medical and personal care are
not subject to continuously changing and complex modifications
because of the clinical or behavioral state of the patient. The nursing
that the patient requires is primarily of a physical character and not
instructional.

In more complex situations, the licensed practical nurse facilitates
patient care by meeting specific nursing requirements of patients as
directed, such as preparing equipment, supplies and facilities for
patient care, helping the professional nurse to perform nursing
measures, and communicating significant observations to the regis-
tered professional nurse.

Legal Status

The legal responsibility of the LPN extends to two areas:
1. Licensure to practice practical nursing according to State law.
2. Performance limited to thJse acts for which he or she has been

prepared.
Although it is true that Ili:: LPN's responsibility extends to these

two areas, bearing in mind the individual's personal responsibility
under the law, it is equally true that the professional nurse has
ultimate responsibility for nuising service, including the respoasibility
for assignn ad of all nursing personnel.

Functions

The selection of the functions or the specific procedures to be
performed by the LPN depends upon a realistic appraisal of the
elemenu within the situations, such as the complexity of scientific

288-358 0-68-80
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principles underlying the procedure or function; the ability and
skills the LPN has acquired and demonstrated ; the amount and
character of the supervision required by the LPN to perform the
functions; and the patients' needs and the ability of the LPN to
provide safe nursing care to meet those needs.

In this context, the LPN performs the following functions:
A. Participates in the planning, implementation, and evaluation

of nursing care in complex situations, and in giving nursing
care in simple nursing situations by:
1. Providing for the emotional and physical comfort and

safety of patients through:
a. Understanding of human relationships between and

among patients, families, and personnel.
b. Recognizing and understanding cultural backgrounds,

spiritual needs; respecting the religious beliefs of in-
dividual patients.

c. Recognizing and understanding the effects of social
and economic problems upon patients.

d. Pi otecting patients from behavior that would damage
their self-esteem or relationship with families, other
patients, or personnel.

e. Participating in the development, revision, and imple-
mentation of policies and procedures designed to insure
comfort and safety of patients and personnel.

f. Assisting the patient with activities of daily living and
encouraging appropriate self-care.

g. Considering needs of the patient for an attractive,
comfortable and safe environment.

For effective practice the LPN must know and utilize fundamental
principles of human behavior and have an appreciation of the
effects of stress upon individuals and groups.

A practical understanding of human growth and behavior maks
it possible to note signs of change or disturbance in the patient's
activity patterns. These may relate to illness, to individual responses
to the institutional environment, and to personnel.

Representation and participation on committees and in con-
ferences relevant to personnel and nursing care utilizes staff re-
sources to develop a mutual understanding of the individual's
role and responsibility in nursing service, e.g. a Committee on
Infection Control.
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A. 2. Observing, recording, and reporting to the appropriate
person :
a. General physical and mental condition of patients,

signs and symptoms which may be indicative of change.
b. Stresses in human relationships between patients and

patients' families, visitors, and personneL
3. Performing nursing procedures for which the preparation

of the LPN has provided the necessary degree of skill and
judgment, such as :
a. Administration of meclications and treatments pre-

scribed for the patient.
b. Preparation and care of patients receiving specialized

treatments.
c. Perfonnance of special nursing techniques in caring for

patients with communicable diseases.
d. Practice of first-aid measures.
e. Preparation and aftercare of equipment for treatments,

including sterilization and observation of aseptic tech-
niques.

4. Assisting with the rehabilitation of patients according to
the patient care plan through:
a. Awareness of and encouraging the interests and special

aptitudes of patients.
b. Encouraging patients to help themselves within their

own capabilities in performing activities of daily living.
c. Knowledge and application of the principles of pre-

vention of deformities; the normal range of motion;
body mechanics and body alinement.

d. Utilizing the community resources and facilities fbr
continuing patient care.

B. Promoting effectiveness of the employing health service agency
through:
1. Utilizing opportunities in contacts with patients' relatives to

promote better understanding of policies pertaining to the
health service.

2. Fostering cooperative effort through understanding the
functions of all personnel involved in patient care.

3. Utilizing community resources and relationships for better
understanding by the public of health services.
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Statutory provisions governing accreditation of practical nursing schools

State

Board
approves

schools, by Hospital
adminis- relation-

trative ship
regulation required

Wmimum standards set by statute 3
.5
0
fte

Financial Physical Basis for pro- Curriculum Survey or Reliance on
facts plant Library motion and Faculty (duration site visit national

graduation or courses) body
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Kansas X
Kentucky X

Louisiana X
Maine X
Maryland X
Massachusetts X
Michigan X X X
Wumesota X

Mississippi (9
Missouri X
Montana X
Nebraska X
Nevada X
New Hampshire X

New Jersey
Mew Mexico
New York
North Carolina
North Dakota
Ohio

Oklahoma X
Oregon X
Pennsylvania X
Rhode Island X

See footnote at end of table.
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Statutory provisions governing aecregilation of pracllcal Ors* schoOls--Contimied

Board
approves

schools, by Hospital Financial Physical Basis for pro- Curriculum Survey or Reliance on

adminis- relation- facts plant Library motion and Faculty (duration site visit national

trative ship graduation or courses) body

regulation required

Minimum itandards set by statute

South Carolina X
South Dakota X X X X X 2

Tennessee X X

Texas X X X X X

Utah X . X

Vermont X . . X

Virginia X X X

Washington X X X

West Virginia X X

Wisconsin X X X X

Wyoming . X

l Department of Education.
2 National Association for Practical Nursing Education.
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Nurse-Midwife Regulations for New Mexico

Authorizing Act, Chapter 39, Laws of 1937

SECTION I. DEFINITION OF NURSE-MIDWIFERY: The practice of
nurse-midwifery shall be construed to mean the management in the pre-
natal, delivery, or postnatal period of a parturient woman by a registered
nurse who has qualified as a nurse-midwife under section IL

SEC. II. PROFESSIONAL AND PHYSICAL REQUIREMENTS FOR NURSE-

MIDWIVES : A nurse-midwife must be a graduate nurse registered or
eligible for registration in New Mexico, who has successfully completed a
course of training in midwifery at a School of Midwifery recognized as
satisfactory according to the standards of the American College of Nurse-
Midwifery, and who meets the physical requirements set up by the New
Mexico State Department of Public Health.

SEC. III. PROCEDURE FOR LICENSURE AND REGISTRATION: A nurse-

midwife seeking a permit to practice must make application and present
her credentials and evidence of physical fitness to the Director of the
New Mexico State Department of Public Health. Evidence of the right to
practice midwifery will be issued on order of the State Department of
Public Health to qualifying applicants. Appropriate permits of registra-
tion will be issued. For those in active practice a yearly renewal of licensure
is required.

SEC. IV. RULES GOVERNING THE CONDUCT OF THE NURSE-MID-

WIFE: The nurse-midwife shall accept for care only presumably normal
patients who have received adequate prenatal examination by a licensed
physician with a knowledge of obstetrics deemed adequate by the Director
of the State Department of Public Health. The nurse-midwife will comply
with all standing orders issued by the State Department of Public Health.
Any and all such orders are to be kept on file in the offices of the State
Department of Public Health and made available to all approved candi-
dates. When revised, they will be sent to all those who have been given a
permit to practice.
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SEC. V. GROUNDS AND PROCEDURE FOR REFUSAL To GRANT, OR
REVOCATION OF CERTIFICATE OF LICENSURE : The State Department of

Public Health may refuse to grant, or may revoke, a permit to a person
unable to meet the physical requirements for nurse-midwifery, or one
guilty of gross incompetence, dishonesty, immorality, or unprofesional
conduct, after due consideration of pertinent evidence, or upon hearing
demanded by the individual concerned.

ENABLING CLAUSE: Upon acceptance of these Regulations by the
State Board of Public Health and their promulgation by the State Board
of Public Health the enforcement of these regulations may be delegated
to the Director of the State Department of Public Health.
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Appendix 15B

Department of Health Amendment to New York City Health Code

At a meeting of the Board of Health of the Department of Health
held February 8, 1966, the following resolution was adopted:

Resolved, That subsection (c) of section43.03 of the New York City
Health Code, as enacted by resolution adopted on the twenty-third day
of March, nineteen hundred fifty-nine and filed with the city clerk on the
twenty-fourth day of March, nineteen hundred fifty-nine, be and the
same hereby is amended, to be printed together with explanatory notes,
to read as follows:

(c) A permit to practice as a nurse midwife shall not be issued
unless:

(1) The applicant is a registered professional nurse who is
registered with the State Department of Education pursuant to Article
139 of the Education Law;

(2) The applicant a) was graduated within two years prior to
the date of application from a school for nurse midwives recognized by
the American College of Nurse Midwifery and approved by the Com-
missioner, or b) held a permit under this section within two years prior
to the date of application, or c) presents evidence of satisfactory comple-
tion within two years prior to the date of application of a refresher course
in nurse midwifery prescribed by the American College of Nurse Mid-
wifery and approved by the Commissioner;

(3 ) The applicant is associated with and will function exclusively
as part of a staff of a maternity and newborn service or maternity clinic
approved by the Department, and will can-y on her activities under the
continuous supervision of a qualified obstetrician as defined in section
41:43 (b).

Nons.Subsection (c) provides for a new type of permit, that is,
to practice as a nurse midwife. Subdivisions (1 ) and (3 ) are new. Sub-
division (2) is derived in part from S.C. § 196 Reg. 2(d) and from S.C.
§ 1196 Reg. 36. See Article 5, General Permit Provisions. Subsection (c)
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was amended by resolution adopted on February 8, 1966 which added in
item (a) of subdivision (2) the requirement for graduation within the
two year period prior to application and added items (b) and (c) to
subdivision (2).

Resolved further, That this resolution shall take effect immediately.

A true copy.
WILLIAM j. MCCLEARY, Jr.,

Secretary.

Filed with the City Clerk on February 9, 1966.
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Analysis of California Licensure Laws for Clinical Laboratories and
Related Personnel

[Based upon California Business and Professions Code, §§ 1200-1322]
I. Purpose

To safeguard public health and establish performance standards
in medical laboratories by specifying the education and training
necessary before a person may direct or perform technical proce-
dures in a laboratory.
II. Administration

Laws and Regulations are administered by the California Depart-
ment of Public Health headed by the Director of Public Health.
The Department of Public Health is part of the Health and Welfare
Administration, and the Administrator of Health and Welfare and
the Director of Public Health are appointed by the Governor.

The Regulations to implement the statute are made by the State
Board of Health, which is appointed by the Governor with the
advice and consent of the Senate, and which consists of six physi-
cians, one dentist, two lay persons, and the Director of the State
Department of Public Health.

The State Division of Laboratories in cooperation with the Ad-
visory Committee formulates the regulations and recommends any
necessary changes in them. Since February 1959, the State Board of
Public Health has delegated to the Advisory Committee all the
responsibility for advisory legal consideration in the administration
of the laws and regulations relating to clinical laboratories.

The State Board of Health appoints the Advisory Committee on
Laboratories, which contains two pathologists, two bioanalysts, and
two medical technologists representing the California Society of
Clinical Pathologists, the California Association of Clinical Lab-
oratories, and the California Association of Medical Laboratory
Technologists.

The Advisory Committee's advice becomes mandatory with the
approval of the State Board of Health and no formal action on any
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matter relating to clinical laboratories is taken by the State Board of
Health before the Advisory Committee has given consideration to it.

III. Individuals or Entities Licensed, Registered, or Accredited

A. ainical LaboratoriesLicensed
B. BioanalystsLicensed
C. Medical TechnologistsLicensed
D. Technologist TraineesRegistered
E. Laboratories for TrainingLicensed
F. SchoolsAccredited.

IV. Exceptions, Exemptions, and Sanctions

A. Physicians practicing in their own private offices not receiving
specimens or samples by referral. Groups of physicians con-
taining more than five physicians are not considered to be
within this exception.

B. State or Federal Laboratories. The State of California em-
ploys only licensed personnel in State laboratories.

C. No schools or training laboratories are exempted. No schools

providing training in clinical laboratory techniques even if
not purporting to offer instruction leading to licensure can
operate and no schools for medical assistants may teach the
performance of clinical laboratory tests in California.

D. All violations are punishable as misdemeanors with eniorce-
ment handled by local law enforcement and police agencies.

V. Clinical Laboratories

A. Must be licensed and have Clinical Laboratory permit secured
from the State Department of Public Health.

B. Qualifications
1. All technical procedures must be under direction of a

licensed bioanalyst or a licensed physician.
2. All tests must be performed by licensed technologists or

supervised registered trainees.
3. Good moral character is the only legal requirement for

ownership of a laboratory.
4. No licensed bioanalyst or physician can serve only as the

nominal director or supervisor of the laboratory.
5. No trainees can work or be employed in a laboratory

without an equal number of licensed physicians, bio-

analysts or technologists.
6. Permits must be confianed by the State Board of Health.
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7. The filing of an application which includes the name or
names of owners or owner, the director, and name and
location of the laboratory is required for licensure.

8. Proper operation of a quality control program is required
for each laboratory.

VI. Qualifications

A. Bioanalyst
1. Educe' on

a. Before January 1968, a Bachelor's degree in an appro-
priate science from a college or university accredited
by the Western Association of Schools and Colleges.

b. After January 1968, a Master's or Doctoral degree in
bio1ogir-, science- 'rom a college or university similarly
accredited.

2. Experience-5 y,
under the baccf,'"
ience under the -.11a,

3. A passing score, on

nerience as a licensed technologist
.quirement and 4 years of exper-
.equirement.

fritten, oral, and practical examina-
tion. The writteL2 examination utilizes questions prepared
by the Professional Examination Service of the American
Public Health Association.

B. Medical Technologist
1. Education and training

a. Since January 1, 1965
(1) A baccalaureate degree in medical technology fol-

lowing 3 years on campus of a college or university
accredited by the Western Association of Schools
and Colleges and 1 year in training in an accredited
laboratory, or

(2) A baccalaureate degree from a similarly accredited
college with a ifiajor in biological science or essen-
tial equivalent plus 1 year in training in an ac-
credited laboratory, or
Registration by the Board of Registry of Medical
Technologists of the American Society of Cainical
Pathologists or an equivalent accreditation body
approved by the Department of Public Health with a
combination time of work in an accredited college
and practical training (with a minimum of 60 hours
of college work).

(3)
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2. A passing score on a written examination utilizing questions
prepared by the Professional Examination Service of the
American Public Health Association covering the fields of
biochemistry, hematology, and microbiology.

C. Technologist rainees
1 . Education

a. A minimum of 60 semester hours or equivalent quarter
hours in a college or university accredited by the West-
ern Association of Schools and Colleges, including
8 hours of inorganic chemistry; 3 hours of quantitative
analysis; 8 hours Gt basic biological science; 4 hours
of bacteriology

b. The other educational prerequisites for certification
set forth by the Council on Medical Education of A.M.A.
and the Board of Registry of Medical Technologists of
American Society of Clinical Pathologists

c. The other prerequisites for the medical technology
licensure except the training requirements.

D. Technology Specialists in Biochemistry, Bacteriology, and
Sociology and Parasitology
1. Educati(

a. Master's or Doctoral degree in area of specialty
b. One year of comprehensive experience in an approved

institution or labLatory approved by the department
c. A passing score on a written, oral, and/or practical

examination in the specialty.
VII. Training Schools

A. Colleges or universities accredited by the Western Association
of Schools and Colleges or the Northwest Association of
Secondary and Higher Schools (or an essentially equivalent
agency) preparing persons for licensure shall be considered
approved.

B. All laboratories other than those of the colleges must provide
training leading to licensure and
1. Have no more persons receiving practical training at any

one time in a clinical laboratory than the number of licensed
technologists, bioanalysts, or physicians on the staff



LICENSURE OF OTHER MEDICAL PERSONNEL 475

2. Have adequate specimen material
_ .

3. Successfully meet the evaluation inspections.

VIII. Endorsement, Reciprocity
A. There are no specific requirements for endorsement or

reciprocity.
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Analysis of New Y ork City Licensure Laws for Clinical Laboratories
and Related Personnel

[Based upon New York City Health Code, §§ 13.07-13.17]

I. Purpose
"To improve the quality of medical care by improving the com-

petence of private and public clinical laboratories."

Administration

Laws and Regulations are administered by the Board of Health.
It is headed by the Commissioner.

M. Individual or Entities Licensed, Regulated, or Accredited

A. Clinical laboratories:--permit
B. Clinical laboratory directorcertificate of qualification or

certified by the American Board of Pathology
C. Clinical laboratory supervisorcertificate
D. Clinical laboratory technologistcertificate or licensed by

the State
E. Clinical laboratory techniciancertificate or licensed by

the State
I?. Clinical laboratory traineecertificate or licensed by the

State
G. Histology techniciannot licensed
H. Handler of live pathogenic organismslicense or under direct

supervision of a licensed person or permit
I. Blood bank directorcertificate
J. Blood bank supervisorcertificate
K. Blood bank technologistcertificate or licensed by the State
L. Blood bank techniciancertificate
M. Blood bank traineecertificate.

IV. Exceptions, Exemptions, and Sanctions

A. A licensed physician in treatment of his own patients
476
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B. State or Federally owned laboratories
C. Failure to comply may result in revocation of a permit, and/or

fine or imprisonment.

V. Clinical Laboratories
A. Permit which designates the specialties or procedures which

the laboratory is authorized to perform, and includes only
those specialties or subspecialties which the director or technical
personnel are qualified to carry out. The specialty areas
include: Microbiology, hematology, clinical chemistry, tissue
pathology, and/or exfoliative cytology, and any other tests
which the Department may specify.

VI. Qualifications
A. Clinical laboratory director

1. Education
M.D., D.D.S., D.V.M., D.S.C., or Ph. D. with chemical,

physical, or biological science as major subject from an
institution accredited by an appropriate agency of the Statz_t
or by the Association of American Universities or an insti-
tution of equivalent standards

2. Experience
Four or more years subsequent to graduafion; at least

2 years in laboratory specialty (can be waived by examina-
tion)

3. Examination
Written, oral, and practical examination given by the

department in one or more of the specialties (if does not
meet the educm:ion and experience requirements)

4. Requirements may be waived.
B. Cliniml laboratory supervisor

1. 1.klucation and training
a. M.D., D.S.C., or Ph. D. with chemical, physical, or

biological science as major suLject from institutions
accredited by an appropriate 4ency of the State or
the Association of American Universities or equivalent-
2 year? experience in laboratory special41;

b. Or MA or MS from accredited institution with major,
in chemical, physical, or biological science-4 years'
experience in laboratory spe,,ialty,

c. Or registration in a laboratory specialty by a national board
of registty;

288-858 0-88----81
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d. Or BA or BS from accredited institution with major in
chemical, physical, or biological science-6 years'
experience in laboratory specialty.

2. Examination
Written, oral, and practical examination given by the

department (if do not meet educational and experience
requirements)

3. Qualifications may be waived.
C. Clinical laboratory technologist

1. Education and training
a. BA or BS from an accredited school with major in

chemical, physical, or biological science; or
b. Registration in a laboratory specialty by a national

board of registry; or
c. One year experience as technician or trainee.

2. Examination
Written, oral, and practical examination given by the

department (if do not meet education and training re-
quirements)

3. Qualifications may be waived.
D. Clinical laboratory technician

1. Education and training
a. 60 semester hours cis college in certain required courses-

1 year experience,
b. High school graduation-2 yea's' experience subse-

quent to graduation,
c. High school graduation and has passed a written, oral,

and practical examination given by the Department.
2. Qualifications may be waived.

E. Clinical laboratory trainee
1. Education

Sufficient education during training period to meet
requirements for clinical laboratory technologist.

F. Histology technician
1. No requirements
2. Not allowed to perform any clinical laboratory tests.

G. Handler of live pathogenic organisms
1. Education and training

M.D., D.D.S., or D.V.M. or supervised by a person with

M.D., D.D.S., or D.V.M.
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H. Blood Bank Director
1. Education and training

a. M.D.
b. Three years of training in fields of hematology and

immunology.
2. Examination

Written, oral and/or practical examination given by the
department in hematology and immunology.

3. Requirements may be waived.
I. Blood bank supervisor

1. Qualifications same as for clinical laboratory supervisor.
J. Blood bank technologist

1. Qualifications same as for clinical laboratory technologist.
K. Blood bank technician

I. Qualifications same as for clinical laboratory technician.
L. Blood bank trainee

1. Qualifications same as for clinical laboratory trainee with
specialty in transfusion technology.

ViI. Endorsement, Reciprocity
There are no specific requirements for endorsement or reciprocity.

Note: There is a special set of qualifications for those persons who, prior
to February 4, 1963, had certificates under the old requirements.
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Voluntary Accrediting and Certifying Organizations Affecting Schools
and Individuals in Medical Laboratory Work

I. Accrediting Organizations in the Field of Medical
Laboratory Personnel

There are four organizations which do some accrediting of medical
laboratory training schools.

A. The American Society d 'Clinical Pathologists and American
Society' of Medical Techiologists

I. Board of School's of Medical retintology (and Cytotechnology) of
the Amerkan Society of Clinical Pathologists, Galveston, Tex."The
Board of Schools of Medical Technoiogy was established by the Ameri-
can Society of Clinical Pathologist$ in 1949 for the primary purpose of
maintaining high standards of educat; on in approved schools of medical
technology and the development of new schools through evaluation and
inspection. It acts in an advisory capacity to the Council on Medical
Education of the American Medical Association, which is the official
approving body for schools of medical technology. The Board is a stand-
ing committee of the American S xiety of Clinical Pathologists (ASCP)
and consists of five members of the society and four members of the
American Society of Medical Technologists (ASMT)." The ASMT is
a professional organization of medical technologists.

The members of the Board are elected by their respective groups, the
ASCP and the ASMT. There is a rotation system and a limitation on
terms for which a member may be elected to the Board. It is considered
desirable that the ASCP representatives should be heads of schools c!
medical technology.

Members of the Board and members of the inspection teams contribute
their time to the work of the Board. Actual Board expenses are met
by the ASCP. There are no fees exacted of the schools.

480
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The American Society of Clinical Pathologists has made the Board
of Schools responsible for "establishing and maintaining high standards
of education in A.M.A.-approved schools of medical technology and
cytotechnology. In its three prir: -ipal procedures, the Board * * *

Edits, publishes, and distributes a "Guidebook for an Approved
School of Medical Technology," for use by school officials seeldng
initial or continued A.M.A. approval, and by persons seeking infor-
mation on admission requirements of A.M.A..-approved schools;

Evaluates initial applications for A.M.A. approval of schools of
Medical Technology and Cytotechnology and reports findings and
recommendations to the A.M.A. Council; and

Makes periodic survey visits to all A.M.A.-approved schools of
Medical Technology and Cytotechnology, and reports findings to
the A.M.A. Council on Medical Education for consideration and
action."

"Schools of medical technology are encouraged to affiliate with col-
leges and universities whereby an educational sequence of 3 years of
college and 1 year of hospital training will lead to a baccalaureate degree.
This affiliated program should be a cooperative effort. m.-ze should be
liaison between the college and approved school so that the preclinical
work is satisfactory to the approved school and the practical clinical
work, including didactic instruction, meets the collegiate requirements
for a degree.

"The Board of Schools of Medical Technology believes the basic
concepts of a good school of medical technology should be the following:

a. A pathologist-director who is interested in the proper training of
medical technologists.

b. A teaching supervisor and other ASCP registered medical tech-
nologists who are interested in training medical technologists.

c. A program which imparts fundamental knowledge of medical
technology and practical skill in the field.

"Therefore, in order to establish a school based on these concepts, the
following are necessary:

a. An adequate ,st dl of well-trained ASCP registered medical tech-
nologists who can impart their knowledge to the student through
the teaching of methods, as well as the demonstration and super-
vision of the performance of laboratory tests.
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b. A properly equipped modern laboratory where even the more com-
plicated tests can be taught.

c. Sufficient clinical and adjunct teaching material to give the student
necessary practical skill and knowledge.

d. A program, well oriented to the teaching of medical technology to
include lectures, laboratory practice, and examinations.

e. Students who are considered as students and not as supplementary
laboratory workers."

A.M.A.-approved Schools of Medical Technology provide 12 months'
training to qualified students who have completed 3 years of college.
Schools of Cytotechnology provide 12 months' training to qualified
students who have completed 2 yeam of college.

Standards, known as "Essentials," for accreditation of schools of medi-
cal technology have been established by the A.M.A. Council on Medical
Education with the cooperation of the Board of Schools of Medical Tech-
nology, the Board of Registry of Medical Technologists of the American
Society of Clinical Pathologists and the American Society of Medical
Technologists. They cover: Administration, Organization, Faculty (the
required ratio in laboratory practice is no more than two students to one
member of the teaching stall.), prerequisites for Admission (including a
certain number of hours in specific sciences), Curriculum, Clinical Ma-
terial, Ethics, Health, Admission (for approval of a school for the training
of technologists).

The essentials of an acceptable school of Cytotechnology are, of course,
less comprehensive than those for schools of medical technology. How-
ever, the ratio of students to faculty is the same for both types of school;
i.e., a maximum of two students to each teaching staff member.

Schools accredited by the Board are nearly 100 percent medical, school
or hospital based. There are approximately 800 approved schools rang-

ing in size of student capacity from two to 60. Some 30 new schools may
be accepted in any 1 year and a like number may be disaccredited. Each
school must be reaccredited at least every 5 years. Certain schools may
be visited more frequently, for instance, if the annual report from the
school indicates that a problem may exist. There is no provisional status;
however, the Board can recommend accreditation providing that some
problem, such as staff vacancy, will be corrected by a specific time.

Each inspection team consists of a pathologist and a medical technolo-
gist selected from the area, but not the immediate vicinity, of the school
to be evaluated. Approximately one-half a day is spent opsite by the

team. Each team member works independently of the others but covers
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the same ground. Their reports are filed independently. The Board is
concerned because of the variation possible in application of standards

when there are as many inspection teams operating as is necessary to re-

accredit dose to 200 schools each year.
The confidential file of inspection reports on schools is kept by the

Chairman of the Board of Schools of Medical Technology, Galveston,

Tex. Materials which have been obtained from the Chairman by the
reconnaissance consultants are: Guidebook for an Approved School of

Medical Technology, Essentials of an Acceptable School of Medical
Technology, and Essentials of an Acceptable School of Cytotechnology,

outline for inspection of schools, application forms for schools of medical

technology, and for cytotechnology, annual report forms for both types

of schools, lists of accredited medical technology and cytotechnology

schools.
The Council on Medical Education of the American Medical Associa-

tion, in collaboration with the Board of Schools of Medical Technology,

is the only organization recognized by the National Commission on Ac-

crediting, for accreditation in medical technology.

2. Board of Certified Laboratory Assistants of the American Society of
Clinical Pathologists, Chicago, Ill.The Board of Certified Laboratory
Assistants (CIA) acts for the ASCP and the ASMT. Set up in 1962, it

is responsible for establishing standards for training Certified Laboratory

Assistants and for accrediting hospital and laboratory schools for the
program. The expectation is that the Council on Medical Education of
the American Medical Association will soon acccept the classification of

schools for training Certified Laboratory Assistants and will then partici-

pate in the approved process. Approved CIA schools provide 12 months'

training to qualified high school graduates.
The essentials for an approved school of laboratory assistants cover:

Administration, Organization, Faculty (in laboratory practice, enroll-

ment may not exceed two students to each member of the teaching staff ),

Prerequisites for Admission, Curriculum; Clinical Material, Ethics,
Health, Admission Procedure for approval of a school. These are eaab-
lished by the CLA Board. The accrediting body of the Board is comprised

of five members representing the pathology and the medical technology

professions.
No institution may conduct a CIA training school if it is operating

Medioal Technology school (described in A above) unless it has a bed

capacity of 500 br tffore, If an institution has been approved for both
trOnipg, there must be complete separation of the two programs.
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Inspection teams are made up of two pathologists Ind two medical
technicians who are selected from the areas near the school to be visited.
The time expended on each evaluation visit is approximately 1 day.
Between five and 10 schools are visited each year. Expenses of the in-
spection team am paid by the Board. There Ls no cost to the school for
inspection or accreditation.

Each approved school must submit an annual report to the Board.
If analysis of a report leads to a question about the school's adherence
to standards, an inspection visit is scheduled.

As of May 1, 1966, there were 118 approved schools for the training
of Certified Laboratory Assistants. Among this number there are hos-
pital schools, technical institutes, a Veterans Administration Center,
laboratories, community colleges, and vocational schools.

B. Accrediting Bureau of Medical Technology Schools of American
Medical Technologists, Park Ridge, Ill.

The Bureau, the accrediting body of the American Medical Tech-
nologists (AMT), while a part of the AMT organizational structure is
autonomous in that the actions of the Bureau are not subject to review by
the AMT Board of Directors.

The philosophy of the organization with respect to accrediting is de-
scribed in the "Manual of the Accrediting Bureau of Medical Tech-
nology Schools," June 1966 revision.

"The American Medical Technologists believe that among all the
present organizations and professional groups currently involved in medi .
cal technology, it is the one best suited to act as the accrediting agency for
the field. It is the only association and registry of medical technologists
in the United States not owned, directed, or regulated by either the
pathologhts or by schools whose default has conttibuted to present day
poor conditions. In considering the currrent situation and the definition
of accrediting, it is clear that the accrediting procedure involves a need
for:

1. The establishment of common philosophies or goals, objectives,
and criteria.

2. The identification and description of criteria.
3. The appraisal of institutions in light of philosophy and criteria by

competent professionals who are respected peers.
4. The reexamination periodically to insure maintenance of thes

standards.

1
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5. The issuance of listings of those schools meeting the standards to
inform the public, the student, and the professional community."

A school must meet the following standards in order to be accredited
the Bureau :
"1. It is located in the United States of America or its territories.
"2. It is an institution whose principal effort is educational in natare

and is either a hospital or laboratory training school or a voca-
tional school (nonprofit or for profit) or other postsecondary
school.

"3. It is a resident educational institution.
"4. It is properly licensed or chartered under the laws and regula-

tions of its State where such laws exist.

"5. It has been teaching medical technology and/or related fields
for 3 years or more.

"6. The courses are generally considered to be at the post high
school level.

"7. The program of courses required for individual student and
graduation consists of at least 1,500 clock hours and 1 academic
year in length.

"8. A licensed physician is a member of the staff and faculty in a
regular capacity.

"9. It has a qualified administrative staff and teaching faculty.
"10. A suitable internship, placement, andjor on-the-job training pro-

gram, or residency program is in effect.
"ii. All graduates take the AMT examhiation with 65 percent or

more achieving a passing grade. However, no student is required
to join or register with American Medical Technologists."

Policymaking and administration of the Bureau is the responsibility
of a Board of Commissioners. The Commissioners, nine in number, are
appointed by the AMT Board. They include four persons from within
and five pasons outside the medical technology field. It is intended that
Commissioners from outside the field should include representatives from
medicine, hospital administration, government, universities, public
schools, and adult and vocational education. Term of office is 3 years and
there is a maximum of two terms for those Commissioners appointed
from the medical technology field.

.Arl, institution applying for accreditation, following communication
with the Bureau to determine potential eligibility, completes and sub-
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mits a Self-Evaluation Report to the Bureau. The report covers: The
history and organizational structure of the institution, its educational
philosophy, objectives, programs, courses, qualifications of faculty, stu-
dent services, evaluation of student satisfaction with training, admission
practices, advertising, financial responsibility, tuition policies, plant mid
equipment, changes in curriculum and policies, and quality control. It
is specified .that the ratio of students to faculty, in the performance of
laboratory work, should not exceed 20 to 1, or, in hospital training schools,
2 to 1.

Inspection of the applicant institution is conducted by a team of three
persons, a medical technologist and two persons from any of the follow-
ing fields: Education, medicine, or vocational education. The length of
time an inspection takes is from 1/2 to 2 days.

Examining team reports and the completed Self-Evaluation Report
are reviewed and approved, or disapproved, by the Board of
Commissioners.

Each accredited institution must be reevaluated every 2 years. How-
ever, all accredited institutions are being reevaluated currently in terms
of revised criteria for accreditation.

Institutions pay an initial application fee of $50 and the actual costs
of the inspection team. When accredited, the institutions pay an annual
fee based on the number of medical technology students enrolled : One to
25 students, $150; 26 to 50 students, $300; more than 50 students, $450.

Commissioners who are not members of the AMT receive an hono-
rarium of $100 per day for Bureau meetings attended. All Commissioners
receive travel expenses. Examining team specialists may be paid hono-
rariums and expenses.

Each accredited institution must file an annual report form with the
Bureau.

As of September 1966, there were 15 schools accredited by the Bureau.
Nine of these have 50 or more students. Four of the 15 schools are hor.,..
pital based.

All records and reports are kept on file in the American Medical Tech-
nolooists headquarters.

Materials obtained from the Accrediting Bureau of Medical
Technology Schools are : The Bureau's Manual, Annual Report
form, Self-Evaluation Report form, Application form, list of schools,
Examiner's Rating form, Guide for Examining Committee.
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C. International Registry of Independent Medical Technologists,

Enid, Okla.

1. Sponsoring organizationInternational Registry of Independ-
ent Medical Technologists.

2. Certifying bodyInternational Registry of Independent Med-
ical Technologists.

3. Organizational structure:
a. Incorporated in 1962.
b. Accepts applications from hospitals or laboratories.
c. Accrediting standards currently used

(1) Eighteen-month program.
(2) High school graduates or equivalents.

4. Registry's policy made by five directors.
5. Institution applying for Accreditation:

a. Executive Secretary of Registry inspects
(1) Reviews student records.
(2) Reviews syllabus material and faculty.

b. Board of Directors officially approve.
6. Reevaluationexecutive secretary makes surprise visit.
7. Fees (no data).
8. Registry's power: approved one school.
9. Student exampass registry exam.

D. The Accrediting Commission, International Society of Clinical
Laboratory Technologists, St. Louis, Mo.

1. Sponsoring organizationInternational Society of Clinical

Laboratory Technologists.
2. Certifying bodyInternational Society of Clinical Laboratory

Technologists.
3. Organizational structure:

a. Autonomous.
b. Accrediting standard3 currently used

(1) Teacherstudent: 1-25.
(2) CAmsideration given to faculty, enrollment standards,

and equipment.
(3) Twelve-month come.
(4) High school graduates.
(5) Educational focus.

4. Society's policymaking by five commissioners:
a. Educational Class elects (Educational Class is made up of

one representative of each member school).
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b. Two commissioners from Educational Class; three outside.
5. Institution applying for accreditation :

a. No inspection if Armed Forces or American Association of
junior Colleges approve.

b. One commissioner and outsider inspect
(1) Two days.
(2) Reports made to Board of Commissioners.

c. Commission meets and votes.
6. Reevaluationno data.
7. Fees.

a. Inspection fee$350.
b. Accreditation

(1) One to nine students$250.
(2) Ten to forty-nine students$550.
(3) Fifty plus students$1,000.

8. Society's powerno data.
9. Student examinationmust take standard qualifying examina-

tion prepared by commission.

II. Certifying Organizations in the Field of Medical
Laboratory Personnel

The following narrative describes briefly the functions and struc-
ture of four certification groups in the medical laboratory field :

A. American Society of Clinical Pathologists and American Society of
Medical Technologists

1. Board of Registry of Medical Technologists, Muncie, Ind.The
Registry of Medical Technologists was established in 1928 by the Ameri-

can Society of Clinical Pathologists (ASCP) for the purpose of stan-
dardizing the training of laboratory assistants. The office of the Registry
is conducted by a registrar who works under the direction of the Board
of Registry chairman.

The Board of Registry of Medical Technologists is a standing com-
mittee of the ASCP. It consists of five members of the ASCP and four
members of the ASMT.

There are eight certification programs conducted by the Board of
Registry. The prindpal one is that for certification in Medical Tech-
nology. For this certification, an applicant must have satisfactorily com-
pleted at least 12 months of instruction in medical technology in a school
approved by the Council on Medical Education of the A.M.A., and
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have passed the examination conducted by the Board. A prerequisite to
acceptance in such a school is completion of 3 years of college which
must have included a designated number of hours in Chemistry, Biologi-
cal Sciences, and Mathematics.

Other certification programs are: Specialist (in a specific science),
Histologic Technique, Chemistry, Microbiology, Blood Banking, Exfolia-
tive Cytology (Cytotechnology ), and Nuclear Medical Technology.

Registry responsibilities include : Evaluation of transcripts of appli-
cants to verify academic eligibility for admision to A.M.A. approved
schools; conducting examinations for certfications in the eight classifica-
tions; issuing certificates to successful examinees and to persons renewing
their certificates, maintaining a permanent rer,ori of registrants; distribut-
ing the monthly "Technical Bulletin" to registrants.

Recruitment for the field is carried out by the National Committee
for Careers in Medical Technology, an organization sponsored by the
American Society of Medical Technologists, the American Society of
Clinical Pathologists, and the College of American Pathologists.

Examinations for each of the classifications are developed by the
Board of Registry and are revised for every examination. Those given
for Medical Technologist are scheduled for July and November each
year. Other classification examinations take place in March. They ma.y
be given at any place in the world convenient to those taking them.
Questions are of an objective type, taking about 3 hours to complete.

The examination fee is $20. Certification renewal is $3 each year.
There are approximately 43,000 MT (ASCP) membersMedical

Technologists certified by the Registry. Approximately 13,000 additional
persons are Certified CytotechnologistsCT (ASCP).

2. Board of Certified Laboratory Assistants of the American Society of
Clinical Pathologists, Chicago, 1962 the American Society of
Clinical Patholos. 43 (ASCF) and the American Society of Medical
Technologists (ASMT) initiated the Certified Laboratory Assistant
(CIA) program to help release the time medical technologists were
spending on perfonning simple, routine laboratmy tests by training lab-
oratory assistants to carry out uncomplicated laboratory procedures.

The CIA Board is composed of eight representatives of the ASMT
and the ASCP. Its responsibilities for defining criteria for acceptable
CIA schools and for evaluating and approving schools have already
been noted in the accreditation section of this appendix. The Board is also
roponsthle for conducting examinations for graduates of approved CLA
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schools, fox issuing certificates to successful examinees, and for issuing

annual renewals.
The prerequisite for entrance into CLA schools is graduation from an

accredited high school. The length of training is 12 months. The examina-

tion which it is necessary to pass before becoming a CLA is set up by a

subcommittee of the CLA Board consisfing of a pathologist, a medical
technologist, and an educator with a scientific background. There is item

analysis of the test in whicn electronic data processing is used. Approxi-

mately 200 questions appear on the examination which takes about 254

holm to complete. It is given once a year at various centers in the country.

In addition to students who have completed the required course, there

is an equivalent provision permitting a person with 3 years of experience
in laboratory assistant work to take the examination. About 12 percent

failed last year's examination, the greatest percentage of those failing

being persons in the equivalent provision group.
The fee for taking the examination is $20. The certification renewal

fee is $3 each year.
There are approximately 2,500 Certified Laboratory Assistants.

B. American Medical Technologists, ParkRidge, M.

1. Sponsoring organizationAmerican Medical Technologists.

2. Accrediting bodyAccrediting Bureau of Medical Technology
Schools of American Medical Technologists.

3. Organizational structure:
a. Established 1939.
b. The year 1962 had internal problems over degrees.

c. Surveys conducted to establish educational requirements
desired by employers.

4. Policymakers:
a. Twelve-member Board of Directors

(1) Nine elected for 3-year term by delegate body.

(2) Three appointed by board.
b. Delegate bodyeach State charter group of 50 elects one.

5. Institutional requirements for certification:
a. High school graduate.
b. Graduate of school accredited by the accrediting bureau of

AMT.
c. Had 18-month course.
d. Six-month experience.
e. ExceptionArmed Forces program qualifies.
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6. Fees:
a. Application fee$10.
b. Annual renewal fee--$30.

7. Power and influence:
a. Forty active State groups.
b. AMT has placement service, recruitment program, and

group insurance for members.
c. Registered members, 10,000 (1966).

8. Examinationrequired registry examination.

C. Internafional Registry of Independent Medical Technologists,
Enid, Okla.

1. Sponsoring organizationInternational Society of Clinical
Laboratory Technologists.

2. Accrediting bodyThe Accrediting Commission, Znternational
Society of Clinical Laboratory Technologists.

3. Organizational structure:
a. Organized in 1962 after AMT proxy fight.
b. "We are only registry for the technician and not controlled

by schools."
c. Two certification programs

(1) Technicians.
(2) Medical technologists.

4. Policymakers:
a. Board of Directors elected for 3-year term by membership.
b. No elections yet as current board is initial board.

5. Requirements for certification :
a. Certified technician

(1) High school graduate.
(2) Pass written examination.
(3) Work in hospital for 1 year.
(4) Pass examination.

b. Medical Technologists
(1) Eighteen-month course.
(2) One year experience.
(3) Pass examination.

6. Fees:
a. Examination$5.
b. Renewal annual$15.
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7. Power and influence:
a. Certified tcchnicians-24.
b. Medical technologists-800.
c. Offers a placement service.

8. Exam:
a. Certified technician-150 questions.
b. Medical technologist-300 questions.

D. International Society of Clinical Laboratory Technologists, St.
Louis, Mo.

1. Sponsoring organizationInternational Society of Clinica
Laboratory Technologists.

2. Accrediting bodyThe Accrediting Commission, International
Society of Clinical Laboratory Technologists.

3. Organizational structure :
a. Organized in 1962 in opposition to AMT and prominence of

pathologists in directing affairs of Medical Technologists.
b. Organized by industrial relations firm which continues to

administer.
4. Policymakersindustrial relations firm.
5. Requirements for cerffication:

a. Graduate of school approved by organization's accrediting
commission.

b. Pass International Society examination.
6. Fees:

a. Examination$5.
b. Dues, Annual$20.

7. Power and influence:
a. Members-3,250.
b. Some 750 took examinations last year.

8. Examination:
a. Required examination made up by board's education

committee.
b. There are 100 multiple questions.
c. Examination records kept
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i

Licensure of Dentists and Dental Personnel

While the ratio of physicians to population has remained fairly con-
stant, the ratio of dentists to population has declined steadily since 1950,
and an even sharper decline has occurred in the ratio of non-Federal
dentists to the civilian population"- The shortage of dentists is accentu-
ated by uneven distribution. Among different regions of the co untry, the
ratio of dentists to population varies greatly, with the high** ratio in
the Northeastern States and the lowest in the South.2 Even States with
a high overall ratio of dentists to population have counties with an
extremely low ratio.5

Dental auxiliary personnel are also in short supply. These personnel
consist of dental hygienists, with at least 2 years of collegiate training,
who are licensed to provide specific services under the supervision of a
dentist; dental assistants, who are unlicensed and trained in 1- or 2-year
progrmis (or in dentists' offices) to assist the dentist in chairside func-
tions; and dental technicians, also usually unlicensed, who receive on-the-
job training in dentists' offices or commercial laboratoriai, or are frained
in one of six accredited 2-year programs.' The 15,000 dental hygientists
in the United States are the equivalent of fewer than 10,000 full-time
hygienists because of the prevalence of part-time work,5 and most hygien-
ists are located in large urban centers.' As of May 1962, dentists in the
United States averaged one dental auxiliary each, but 25 percent of the
dentists had none.? A more recent survey of dental practice, counting
parmime and full-time hygienisis employed during all or part of 1964,
found that 90 percent of dentists employed one or more hygienists."

The shortage of dental manpower seems even greater when these
statistics are considered in conjunction with accumulated unmet dental
weds. One survey estimated that in 1960 the 180 million people in the
United States had at least 700 million unfilled cavities or an average
of about four per person.9 This index of need relates only to dental caries,
not including needs for periodontal, orthodontic, or other dental care.
To date, however, needs have not been equalled by demands. According
to the National Health Suivey in 1963 and 1964, only 42 percent of the
civilian noninstitutional population made one or more dental visits in

4 4097
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the previous year, and 1 6.6 percent of the population had never seen
a dentist.1° Children in low-income ....eas of large cities suffer from almost
total dental neglect." If the demand for dental care should only mod-
erately approach the level of need, the shortage of dental peruonnel could
become critical."

One primary method of meeting present and projected requirements
for dental manpower is by increasing the productivity of dentists through
expanded use of dental auxiliaries." A survey of dental practice, using
income as an index of productivity, found that dentists with one chair
and one assistant earned 52 percent more than dentists practicing in
one-chair offices without an assistant; dentists with two chairs and two
assistants had mean net incomes about 63 percent higher than dentists
with one chair and oue assistant." These indications of incremed pro-
ductivity are, of course, based on use of dental auxiliaries under present
legal definitions of their qualifications and responsibilities.

Obviously, dental manpower may be increased by either additional
practicing dentists or additional usein greater numbers or with broader
functionsof auxiliary dental personnel. Accordingly, the present chap-
ter examines the effect of licensure laws upon the qualifications for
practice of dentists and dental auxiliaries, and upon the scope of practice
for auxiliary personnel. Policy issues are delineated for the further con-
sideration of the dental profession, State legislatures, and licensing
agencies.

A. Licensing Agencies

State dental practice acts, like the medical practical acts, establish
minimal standards for admission to and continuation in the practice of
dentistry. To administer these standards, they establish boards of dental
examiners or equivalent agencies." In all jurisdictions the licensing agency
for dentists also administers the licensure of dental hygienists, and, in
the few States where they are licensed, dental laboratory technicians as
well."

In composition and selection of members, dental licensing boards are
similar to medical licensing boards. They are composed entirely of prac-
ticing dentists, except for three boards which include nonprofessional
public members." Faculty disqualifications exist in 25 jurisdictions."
Members are usually nominated by the State dental society and appointed
by the governor, although in four States the Board is directly elected
by the State dental society or the State's licensed dentists." In 20 juris-
dictions the dental licensing agency is nominally attached to a department
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of State govexnment; 2° but, as with medical licensing boards, dental
boards generally have considerable autonomy and minimal connection
with other State agencies having responsibility for health &gaits.

B. Dentists
All U.S. jurisdictions mandatorily require licensure for the practice

of dentistry. The licensure statutes generally define the practice of den-
tistry as holding one's self out as being able to diagnose, treat, operate,
or prescribe for any disease, pain, injury, deficiency, deformity, or
physical condition of the human teeth, alveolar process, gums, jaws, and
adjacent tissues, or offering to treat such conditions." Precise terminology
varies considerably among the statutory definitions, but these variations
do not generally affect the scope of dental practice."

1. Licensure Qualifications
Primary requirements for dental licensure relate to professional educa-

tion and qualifying examinations. All States require graduation from a
dental school approved by the licensing agency." By statute 24 or admin-
istrative Ingulation or practice, all dental boards require that schools be
accredited by the American Dental Association through its Council on
Dental Education. The Council is the only recognized national accredit-
ing agency for schools of dentistry and dental hygiene, dental laboratory
programs, and dental internships and residencies." Three of the nine
members of the Council on Dental Education are appointed by the
Amelican Association of Dental Schools, and many of the Council's
170 consultants are members of dental school faculties." Nevertheless,
the American Association of Dental Schools is not so influential in the
accreditation of dental education as is the Association of American Med-
ical Colleges for medical education. Primarily concerned with educational
policy and curriculum, the A.A.D.S. does not undertake independent
visitations to and consultations with dental schools.

The dental licensure statutes of four States contain specific curricular
requirements." Without empirical data, howevex, it cannot be deter-
mined whether these requirements assure adequate standards of prepara-
tion, or whether or not they may impede innovations in dental education.

The statutes of all States provide for a written examination to test
the qualifications of all candidates for licensure." These examinations,
given at the completion of undergraduate dental education, also include
practical or clinical examinations in all the States." Whereas under-
graduate medical education does not produce graduates who are pre-
pared to begin immediate unsupervised practice, graduates of dental
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schools are considered prepared for, and frequently assume, general
practice without internship or other graduate education. Because of the
lack of required graduate training, licensure examinations are, at least
in theory, more significant requirements for dental than for medical
candidates, since they coincide with entrance into independent practice.
Empirical studies would be required to determine whether written ex-
aminations adequately test comprehension and recall of dental school
education, whether practical examinations accurately measure fitness
and competence to practice, and finally, whether these examinations
unnecessarily confirm the academic and clinical preparation provided
by accredited schools of dentistry. Absent such data and guidelines,
changes in statutory requirements cannot currently be recommended.

Examinations for licensure of dentists are prepared by the State
licensing agencies and by the National Board of Dental Examiners,
formed in 1958 to develop standardized examinations in the theory and
science of dentistry. Forty-four out of fifty-four State, territorial, and
district boards accept the National Board examination for the written,
theoretical examination for dental licensure, but practical or clinical ex-
aminations are prepared and administered in all States by the licensing
agency." Unlike the National Board of Medical Examiners, which pre-
pares both theoretical and clinical examinations, the National Board
of Dental Examiners prepares only the theoretical examination. This
dichotomy of responsibility for the examinafion of candidates could
militate against uniformly high national standards for licensure of dentist;
though the American Association of Dental Examiners (a national or-
ganization representing State boards) encourages national norms for
practical examinations. Complete examination by the National Board
of Dental Exatniners, and recognition of this examination by all juris-
dictions, seem desirable to assure uniform and adequate levels of dental
qualifications.

2. Specialized Practice
In the majority of Statm, dental specialists are not licensed by State

boards of dental examiners. Like specialists in medicine, they are certified
by nongovernmental dental specialty boards after meeting strict educa-
tional and training standards specified by the specialty boards and the
Council on Dental Education.31 Compliance with this certification pro-
cedure is effected not by legal sanctions but by ethical standards enforced
by the American Dental Association and its affiliated State and county
societies. According to the A.D.A. "Principles of Ethics," a dendst who
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represents himself to be a specialist is guilty of unethical conduct if he
has not in fact met the requirements for specialty certification."

In 10 StatPs, the dental board has additional authority to license
specialists in dentistry.33 The Illinois statute, for example, empowers the
licensing agency to "establish higher standards for and make additional
requirements of any licensee who announces or holds himself out to the
public as a specialist or as being specially qualified in any particular
branch of dentistry." 34 Professors in approved Illinois dental collegesmay
be employed to prepare and conduct examinatiors for specialists. The
statute further provides that announcement of a specialty by card, letter-
head, or any other printed matter, using such terms as "specialist" or
"Practice Limited to * * i," shallbe prima fade evidence that a dentist
is practicing a a specialist.

In at least one other State, . ministrative rules of the board of dental
examiners permit a practitioner to announce that he is a dental specialist
if the notification does not tend to deceive or mislead the public. The
board determines the propriety of each such announcement of specialty
practice by assessing the professional and educational training of the
dentist in accordance with standards set by its administrative rules."

Some dentists contend that announcement of a limited practice does
not mean that the dentist is holding himself out as a specialist; that ex-
perience and c ourses in the specialty provide adequate qualifications for
limited practice; and that the goal of limited practice is an important in-
centive for continuing education-36 The American Dental Association
iakes the position, however, that announcing a practice limited to one
field is the equivalent of holding one's self out as a specialist." Even if
specialty certification should remain, in the majority of States, the prov-
ince of professional specialty boards rather than governmental licensing
agencies, the licensure process might well reduce the possibility of public
confusion by reinforcing the position of the American DentalAssociation
and prohibiting notification of limited practice unles the dentist meets
specialty board qualifications.

3. License Renewal

In 45 States and the District of Columbia, the licensure statutes re-
quire annual renewal of dental licenses. In five States, dental licenses are
valid for 2 years." The process of renewal for dentists, as for physicians
and most other professions, requires only the filing of a form and the pay-
ment of a fee. No State requires any evidence of continuing education on
the part of a dentist seeldng renewaI of his license. The dentist, once
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licemed, is not legally required to undertake any further education to
keep abreast of scientific and technological developmen-- in his field."

Although the lack of statutory requirements for continuing education
characterizes both medical and dental licensure laws, problems of edu-
cational obsolescence could be more serious in dentistry than inmedicine.

Most physici'ms are in daily contact with other physicians and receive

the stimulation of hospital review committees, whaeas dental praedce

is more commonly an independent operation. Increasingly, however,

dentistry is being performed in group practices and health service in-
sdtutions, with resulting scrutiny of the dentist's work by his peers. Ex-

pansion of programs of prepaid dental services will also entail evaluations

of dental services through audits by review committees.

4. Interstate Recognition
Eleven States have no statutory provisions for recognition, by reciproc-

ity or endorsement, of dental licenses issued by other States." The
remaining 39 States and the District of Columbia possess statutory au-
thorization for reciprocity or endorsement, but all require fulfillment of

various conditions. All these 40 jurisdictions require graduation from a

dental school accredited by the Council on Education of the American
Dental Association, and educational qualifications equivalent to those

of the State in which licensure is being sought." The great majority of

these States require several, commonly 5, years of practice in the State
of original &ensure." In 15 of the States, a clinical or practical examina-

tion is required in addition," and 11 require the applicant to apply in
person." Twenty-eight of the 40 jurisdictions require reciprocal recog-

nition of their licenses in the State of an applicant's original licensure.45

Moreover, in all States with statutory authority forreciprocity or endorse-

ment, except Alaska and New Mexico, licensure of a dentist licensed in

another State is discretionary with the board even if the applicant fnlfills

the stated requirements."
Actual practices of boards of dental examiners are even more restrictive

than the language of the statutes would indicate. Replies to a question-

naire submitted to all licensing agencies by the Council of State Govern-

ments revealed that only nine States in any way recognize other dental

licenses, and eight of these States recognize only licerses of States with

which they have reciprocal agreements." Thus, in actual practice, it seems

that boards of dental examiners exercise their discretion not to license

dentists from other States. This practice may, however, be changing. The

Illinois State Department of Registration and Education recently ex-

tended an invitation to all other licensing jurisdictions in the United
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States to establish formal reciprocal agreements on certain conditions."
One special problem in the intc. jurisdictional recognition of dental

licenses relates to licensure of faculty members of dental schools. Although
it is desirable that all faculty members devote full time to teaching and
research, in some instances recruitment of faculty depends on their oppor-
tunities for part-time practice or consultancies. Faculty members are gen-
erally exempted from mandatory licensure or specially authorized to prac-
tice within the facilities of the dental school; 49 however, statutory au-
thorization for State boards to issue full licenses to faculty members of
approved dental schools by recognition of their out-of-State licenses should
be considered. Since "diploma-mill" and proprietary dental schools no
longer exist, full &ensure allowing private practice would present no
danger to the public, and would aid in attracting distinguished dentists
to academic service.

Broadened recognition of dental licenses of other jurisdictions would
afford dentists greater mobility, although it would probably not improve
the ratio of dentists to population in States with less desirable professional
opportunities. With respect to women dentists, however, expanded en-
dorsement-reciprocity provisions are especially significant in increasing
their numbers and utilizing their skills. The United States has a smaller
percentage of women dentists than many other countries," and yet den-
tistry "might well lend itself to combination with the duties of home and
family." 51 If larger numbers of women enter the dental profession, in-
terstate recognition of licenses would be essential to enable them to en-
gage in practice as the mobility of their families dictate&

Policies of license recognition should be related to assuring adequate
training and ethical qualifications and the absence of educational ob-
solescence. The requirement of interstate quid pro quo or reciprocity is
irrelevant to a dentist's competence. The only relevant standard for
recognition is equivalence of qualifications required by the State of
original licensure. Underlying the problem of equivalence is the question
of effective and accepted national standards for education and exami-
nation of dentists. National standards for dental education are accepted
in theory by the States' universal reliance upon national accreditation
by the Council on Dental Education of the American Dental Associa-
tion:2 but many States justify their restrictive endorsement policies by
alleging marked regional differences in dental education. Equivalence
of licensure examinations would be facilitated by expansions in the con-
tent and use of the examination prepared hy the National Board of
Dental Examinets." As these national standards are further developed,
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,

the recognition policies of all States should be reexamined to determine

whether current restrictions are relevant to deutal competence and public

protection.

5. Practice Standards

Many statutory definitions of the practice of dentistry include man-

agement of a place where dental operations are performed." These

provisions are designed to assure personal supervision of dental care

by a licensed dentist. A few courts have differentiated certain activities

of office management as not constituting the practice of dentistry. In

one State, for example, a nondentist was permitted to manage a dental

office in the absence of lay control over or performance of direct pro-

fessional services that dentists are licensed to perform." The majority

view, however, flatly prohibits nondentist ownership of dental officesand

the corporate practice of dentistry."

(I) f one who is notqualified and licensed topractice is permitted

to select and rent an office, and then employ licensed dentists to do

the actual work, either upon a commission or salary basis, he would

certainly be doing a dental business, and would be doing indirectly

what he could not do directly.

Statutory and judicial restrictions upon the unlicensed practice of

dentistry are highly desirable as long as they are applied, as intended,

to prevent commercialization of dental practice and to assure competent

personal services by licensed dentists. If, however, they are moregenerally

interpreted, they could constitute a barrier to innovae-ms which im-

prove the delivery of high-quality dental care, such as consumer-spon-

sored nonprofit prepaid services rendered by a closed panel of salaried

dentists."
Statutory restrictions on the maintenance of multiple offices by a

single dentist are also designed to assure petsonal service by the dentist

and to prevent commercialization of dental practice. These provisions

may authorize the licensing agency to permit a dentist to maintain more

than one office provided he is in personal attendance at each office for

specified portions of time," or on proof that the applicant will carry

on an actual practice in each office." Statutes which provide conditions

under which the practice of an incapacitated or deceased dentist may

be continued either temporarily or indefinitely are designed to protect

both the public and the practice of the dentist."
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Historically, violations of restrictions against corporate practice and
multiple offices have frequently involved unethical advertising as well.
Perhaps the most notorious examples were provided by "Painless Parker,"
who established a chain of dental offices employing licensed dentists,
and widely advertised cheap and painless dental careuntil the courts
of several States held these activities in violation of the dental practice
acts. The licensure statutes contain numerous, varied, and detailed
regulations of advertising by dentists. In all States, misleading or decep-
tive advertising is unprofessional conduct for which a dental license may
be suspended or revoked." The statutes of most States also ban one or
more of the following practices: Claiming superiority or painlessness;
advertising fees or bargains; advertising free dental work or examination;
using "cappers" to solicit business; advertising any anaesthetic, drug, or
medicine; advertising guaranteed dental work or painless performance
of any operation; depicting a tooth, teeth, or a pardon of a human head;
using letters greater than a certain size; etc."

Dmpite these strictures in the &ensure statutes, blatant advertisements
appear regularly in California telephone directories " and newspapers and
on radio programs. Although easy credit is advertised and payment from
categorical welfare programs suggested, no fixed fees are advertised.
Words such as "sodium pentothal" imply painlessness but do not ex-
plicitly promise it. Such advertisements are presumably within the law
because they do not depict a facsimile of a tooth, do not guarantee dental
work, and do not allege superior dental services.

Although advertidng is regulated by all dental practice acts, and by
the Principles of Ethics of the American Dental Asociation,65 adver-
tising dentists flourish in a few States." Professional opinions differ
regarding the quality of care rendered by advertising dentists, and no
empirical evaluations have been made. One of the reasons for the con-
tinued existence of advertising dentists undoubtedly is the high cost of
conventional dental care. Until needs for dental services are met by
dentists of high quality at reasonable cost, advertising dentists will prob-
ably continue to exist, promising easy payment terms to populations
with low levels of dental health education. Thus, the elimination of
unprofessional and unethical advertising by dentists may be achieved,
not by promulgating further statutory and regulatory rft-trictions of
advertising, but by providing goad dental care at reasonable cost through
insurance and prepayment plans.
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6. Disciplinary Proceedings

After initial licensure, continuing quality of dental practitioners is

policed by statutes relating to suspension, revocation, and reinstatement

of licenses.'" As for physicians, most of the grounds for suspension or

revocation of dental licenses relate to egregious acts or grossly unprofes-

sional conduct. In 24 States, however, various degrees of incompetence or

ineffickncy are specified as grounds for revocation."

Dental licensing agencies have broad discretionary authority to deter-

mine violations of the dental practice acts and to impose penalties.

Reviewing courts will not interfere with this discretion unless it is exer-

cised in an arbitrary or capricious manner 69 because the dental boards

are better qualified than the courts to assess the conduct of fellow den-

tists." Nevertheless, the right to judicial review is an important safeguard

of other substantive and procedural rights of dental practitioners. Priv-

ileges of notice, hearing, representation by counsel, cross-examination,

and a full transcript for purposes of judicial review may be explicitly

granted by State dental practice acts 71 or they may be implied by the

courts. However, even though disciplinary proceedings are quasicriminal

and penalties of license removal are quite severe, not all constitutional

protections applicable to criminal cases may be available to defendant

dattists.'

C. Dental Hygienists
Dental hygienists are licensed in all jurisdictions, and their licensure

is administered by the same State agencies which license dentists. As

the most highly educated and trained of auxiliary dental personnel,

hygienists have a logical and significant role in potentially increasing

the productivity of dentists. Realization of this potential depends upon

present limitation on their functions, existing requirements for their

qualifications, and possible expansions in their use.

1. Present Functions
The licensure statutes, in varying language, authorize dental hygienists

to remove calcareous deposits, accretions, and stains from the teeth and

to apply topical agents essential to a complete prophylalds. In almost

half of the States, the statutes do not limit hygienists' prophylaxes to the

exposed or unattached surfacm of the teeth.14 Although the statutes of

the other States do not permit a hygienist to go below the margin of the

gum in performing a prophylaxis, this restriction tends to be disregarded

in practice:5

1

1
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Other functions statutorily authorized for dental hygienists in some
States include taking and developing of X-rays," topically applying
fluorides or medicinal agents," and assisting the dentist in operative and
surgical procedures 78 or in his practice generally. These functions are
described in the statutes with considerable specificity," and a prohibi-
tion against performing any other operations on the teeth or tissues of
the mouth is usually included."

All statutes require that hygienists perform authorized functions under
the supervision of a licensed dentist." Although supervision is nowhere
defined in the statutes, provisions in some statutes limiting the number
of dental hygienists a single dentist may employ " are evidence that
close supervision is intended.

One State attorney general, however, interpreted the requirement of
supervision as not necessitating the physical presence of a dentist:"

Obviously, the statute did not intend that a licensed hygienist, who
must first possess certain technical qualifications, cannot function
without a dentist actually in attendance while he is working for the
obvious reason that no dentist would get any work done himself.

More vaguely, an opinion of another attorney general interpreted "su-
pervision" as requiring "actual inspection and overseeing of the work"
of the hygienist," thus leaving unresolved the question whether constant
physical presence of the dentist is required.

The circumscription of functions authorized for dental hygienists, the
prohibition of other acts, the requirement of supervision, and the limita-
tion on the number of dental hygienists a dentist may employ all indicate
that the hygienist is legislatively considered an "extra pair of hands"
for the dentist rather than a person to whom tasks requiring diagnostic
judgment or complex skills may be delegated.

2. Licensure Qualifications
Current statutory definitions of the functions of dental hygienists

must be examined in light of requirements for their licensure. In 28
States the licensing statute specifically requires graduation from high
school, and in two States at least 2 years of high school are required."
All States require graduation from an approved dental hygiene school."
(Admission policies of accredited schools of dental hygiene do, of course,
require graduation from high school.) In the majority of States a 2-year
curriculum in dental hygiene is required, but in four jurisdictions com-
pletion of a 1-year curriculum satisfies licensure requirements."

:.
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In all States the licensure statutes require approval of a candidate's
school of dental hygiene by the licensing agency." The statutes of only
five States specify approval of schools according to accreditation by the
Council on Education of the American Dental Association, the sole
nationally recognized accrediting agency." In practice, however, all
licensing agencies generally rely on this accreditation. Curricula of ap-
proved or accredited schools of dental hygiene include instruction in
lmsic sciences and practical techniques. In most schools, coursoN are re-
quired in general anatomy, dental anatomy, histology, chemistry,
physiology, embryology, pathology, bacteriology, oral pathology, and
radiology.

3. Potential Functions
A comparison of statutory limitations on the functions of dental

hygienists with the character of their educational preparation suggests
that hygienists are perhaps not being used to the full extent of their
potential competence because of current licensure laws. Expansion of
their allowable functions to increase the productivity of dentists, while
at the same time protecting patients against unskilled practitioners, re-
quires careful and proper consideration. Determination of functions
which can appropriately be delegated to dental hygienists requires the
professional judgment of dental practitioners, educators, and profes-
ional organizations. Potential hygienist functions which may be consid-
ered include preparation of cavities, insertion of fillings, polishing of

fillings, gingival curettage and periodontal care, assistance in minor
gingivectomies, making impressions for studying occlusion, placing rub-
ber dams, and administering local anaestheticsall, of course, to be
performed under the supervision of a dentist.

If expanded training is necessary to qualify hygienists for expanded
functions, more demanding educational requirements in basic sciences
and dental techniques could readily be incorporated in the existing cur-
riculum. Preparation of dental hygienists in the same educational setting
as dentists would accustom each to working effectively with the other
from the outset of training. Current licensure statutes neither prevent nor
require 1)() coordination of schools of dentistry and dental hygiene.

The use of dental auxiliaries with more preparation and authority
than dental hygienists is gaining increased acceptance in other parts of
the world. In New Zealand, for example, dental nurses perform func-
tions of broader scope than those of hygienists in the United States.
Various criticisms have been leveled at the New Zealand program

,
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that there is high attrition among these dental nurses, and that they do
not receive credit for training if they want to become dentistsbut these
criticism do not relate to the quality of their work. It is generally
recognized that the dental nurses have provided competent and safe
dental services for New Zealand children (preparation and filling of
cavities, prophylaxes, very simple extractions, and dental health edu-
cation) .91 Moreover, combination of the use of dental nurses and fluorida-
tion of the public water supply has resulted in improved dental health
for increased numbers of children. In fluoridated areas, one school dental
nurse can treat 690 children, while in nonfluoridated cities one school
dental nurse can treat only 475 children." The use of dental nurses has
led to heightened public sensitivity to and appreciation of dental health.
Children who have been accustomed to seeing the dental nurse every
6 months tend, as adults, to see a dentist regularly, and the dentists in
New Zealand are extremely busy.

Most recently, England has begun to train dental auxiliaries to pre-
pare cavities and to place fillings in teeth of children. The Canadian
Royal Commission on Health Services has reconmiended a similar pro-
gram to train dental auxiliaries to perform thae functions under the
supervision of a dentiit in a proposed public program of dental care for
all children aged 5 to 14." Thus, some technologically advanced coun-
tries of the world are looking to the potential of allied or auxiliary dental
personnel to help solve the dental manpower problem.

Many practicing dentists and dental educators favor expansion of the
functions of dental hygienists in the United States," although no survey
has been done of the overall views of the profession. The contrary view
holds that expansion of functions of auxiliary personnel "would tend
to create problems of illegal practice of dentistry, would destroy the per-
sonal contact with patients, and is unnecessary to the accomplishment
of the desired care of the dental health of the public." 95 Clearly, the ex-
panded use of auxiliary personnel 98 needs additional professional evalua-
tion prior to legislative consideration. Eventual consensus should provide
for the maximum production of dental services consistent with the safety
and welfare of patients.

D. Dental Technicians
Dental technicians and dental mechanics, working in dentists' offices

or in dental laboratories, are an additional resource for expanding the
productivity of dentists. In almost a States, these personnel are not
licensed," but they are specifically exempted from mandatory dental

288468 0-68-----83
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&ensure. These exceptions are for persons who, on the written prescrip-
tion of a licensed dentist, furnish, supply, construct, reproduce, or repair
prosthetic dentures, bridges, appliances, or other structures to be used as
substitutes for natural teeth.98

More commonly in the past than today, dental laboratories have some-
times made dentures directly for patients, or even employed licensed den-
tists to take impressions and write work orders. The courts have held these
practices in violation of the dental practice acts." Moreover, a licensed
dentist may not confer authority on a dental mechanic to work in the
mouth, take an impression, or insert and fit a denture; a dental mechanic

is permitted to work on inert matter only 100
Control of the quality of performance of dental laboratories is accom-

plished through dentists' application for and review of laboratory prod-
ucts. In this respect, dental laboratories differ from clinical laboratories,
which present physicians with results which they cannot verify.'" Effec-

tive regulation of dental laboratory performance, therefore, may consist of

statutory provisions reqniring the execution, preservation, and inspection

of written work orders by denfists to laboratories.'"

SUMMARY AND CONCLUSIONS

Prevention of educational obsolescence, dental school accreditation,
recognition of licenses of sister States, licensure examinations, advertigng,
and specialization are important problems affectik. atal licensure. The

most serious problem posed, however, with regard to the effect of licensure

laws on the delivery of dental care concerns expanded functions of aux-

iliary personnel to improve the productivity of the dentist.
At present, licensure laws intentionally limit the statutory scope of

functions of dental hygienists and thus circumscribe patterns in the use of

personnel. Although it is widely recognized that expansion in the func-
tions of dental auxiliary personnel is essential to increase theprodu-tivity

of the critically short supply of dentists, a simplistic expansion of functions

by statutory revision could lead to difficulties as serious as those occasioned

by current legal provisions. Safeguards must be provided against com-

mercial dentistry and work performed by unqualified individuals.

If amendment of the licensure laws to expand functions of dental
auxiliary personnel is, in fact, deemed in the public interest, full considera-

tion should be given to changed requirements in the education of dental

hygienists or other auxiliary peisonnel; to education of hygienists and
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other auxiliaries along with dentists so that effective patternsof teamwork

and use of personnel can be established ; and to safeguards to prevent

commercial exploitation of patients.
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Bridges - Croitm:e berliings

Americanill Academy
of Dcijists

More:to Pay on Approved Credit

BLVD. CULVER 'CITY
Sears Cuiver"-Center

Call
(VERMONT)

(VERMONT)

838.1180

you May Hai a Year or
10744 WASHINGTON

Just Across Irom.
.
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TELEPHONE DIRECTORIES

?Amber of the American

Academy
0 Dentists

fellow 0 Calif. Society

of Dental Surgeons

1710 WESTWOOD
BLVD., W. L. A.

Ground floor
Muss from food Giastt Market

DENTURE
PROBLEM?

am,,m

Difficult Cases Welcomed

MI Types of .Denture Cases
Budget Plan Available

EMERGENCY DENTAL REPAIRS

WfHLE-YOU-WAIT



REPORT OF THE HEALTH MANPOWER COMMISSION 519

WHY YOU CAN AFFORD
TRANSLUCENT DENTURES

at Dr. Campbell's
I SAVE YOU MONEY
in these two ways:

1. I buy supplies and equip-
ment at volume prices.

2. It costs lees to make a

i
lot of dentures regularly
than a smaller amount.

- MADE IN MY OWN LABORATORIES.

with No Money Down
on easy approval of credit
NO EXTRA CHARGE FOR CREDIT

1st smith peiwnent 45 DAYS
AFTER you set now dontuno

EXAMINATION WITHOUT APPOINTMENT

E PHONE THAT TELLS
your 'swings

EX 5-2142
for exact prices-1
NOT ESTIMATES

no extra charge for difficult cases

1)r. F. E. Campbell, dentist
.10140..."..111.1..0.011.104/1.0.1110,10,100

PENSIONERS WELCOME
Bring in ID card. We do the rest.

hur PLAN REPAIRS
NO DOUBT ABOUT MY PRICES!
Sample dentures are shown
with prices molded there-
in. You see all types of
Wintures. You see'prioes.
You make your choice:-

Union Members Welcomed
Under Union Dental Plans

SANTA MONICA: 309 Santa Monica (elevator to 2nd floor)EX 14I112

GOODBYE to MONEY TROUBLES in getting NEW DENTURES 1

LOUD AU. DAY
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wto,trotakar ,Afir
. DR. TAPPER

Phone 3954741 or 395.7456

lose.
COWEN
DENTAL

sows*"
LOW PRICES. Save

AT
On Ipproval of credit, gst your plats4

pay late In small monthly amounts.

Ne Interest, No- Charge for Credit

Ask about the features of New DURABONCoated Diatom.
Complete Service:MI Branches
of Dentistry ...Hays, Fillings,
Bridgework, Extractions, Crowns,
Partial or Full Dentures. Quick

Plate Repairs.

0.A.S. PENSIONERS:
New plates on O.A.S. approval.
Immediate service for repairs,
Rays, emergency work.

Service for UNION
Dental Programs,

DR. TAPPER DENTIST
IN SANTA MONICA

Corner of 3rd Si Santa Monica Ellvd,
Open 9 to 5:30Sat. 8:30 to 11:30 (No Appointment Needed)

Park Free at Molloy's, 2nd & Santa Monica Blvd.
v.'a,zuv;4z;zzggmwzr,2g.rz;'zm:.;:z;gzr.vzwricn:.-;.:.:t:?:_.cg.w.:;.s-fgv,1:aszt-...k.-2w;msw,J
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SERVItIG WEST LA AREA

DENTAL PLATES. .

FULL & PARTIAL DENTURES

.PERMANENT BRIDGES
PLATES REPAIRED Cr. RELINED

WHILE YOU WAIT ,

REASONABLE FEES EASY CREDIT

ALL WORK DONE IN OUR OWN LAB

COMPLETE 'FAMILY DENTAL SERVICE

4,- FILLINGS BRIDGES PARTIALS EX1RACTIONS

1# All Union Members
1.0 OAS, Etc:, Pensioners

FFOR APPOINTMENT

838-7306.

see y r ist
\. regularly

DR. JOHN T. CONNELLY.
10520 VENICE BLVD.

AMPLE FREE PARKING
(Between Overland & Motor)



Supplement 2

Statutory citations for appendixes 19-23

State Dental Practice Act
Dental Hygiene Practice

Act (if separate from
Dental Practice Act)

Alabama

Alaska

Arizona
Arkansas
California

Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisivaa
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska

Nevada

New Hampshire .
New Jersey
New Mexico
New York

Code, title 46, ch. 5, §§ 120(1)-
120(37).

Comp. Laws, §§ 35-3-56-35-3-
60cc.

Rev. Stat., §§ 32-1201-32-1269.
Stat., §§ 72-534-72-570
Bus. & Prof. Code, §§ 1600-1725.

Rev. Stat. §§ 42-1-1-42-1-33
Gen. Stat., §§ 20-103-20-126. .
Code, title 24, §§ 1101-1181
Code, title 2, §§ 301-331
Stat., §§ 466.01-466.58
Code, §§ 84-701-134-732.
Rev. Laws, §§ 61-1-61-22
Code, §§ 54-901-54-933
Rev. Stat., ch. 91, §§ 56a-72h . .
Stat., §§ 63-501--63-526 .
Code, §§ 153.1-153.26
Stat., §§ 65-1421-65-1461
Rev. Stat., §§ 313.010-313.990. .
Rev. Stat., title 37, §§ 751-790.
Rev. Stat., ch. 73, §§ 1-22
Code, art 32, §1-25A .
Gen. Laws, ch. 112, §§ 43-53
Stat., §§ 14.629(1)-14.629(2 1). . .
Stat., §§ 150.01-150.13
Code §§ 8746-8775-19
fAat. §§ 332.010-332.390
Rev. Codes, §§ 66-901-66-925 .
Rev. Stat, §§ 71-183§ 71-

193.12.
Rev. Stat., tit. 54, §§ 631.010

63/.400.
Rev. Stat., §§ 317:1-317:30
Stat., tit. 45, §§ 6-1--6-47
Stat., §§ 67-4-1-67-4-34
Bduc. L., §§ 6601-6616

§§ 32-1281---32-1292.

Bus. & Prof. Code,
§§ 1740-1752.

§§ 62-1-62-7.

§§ 63-527-63-544.

Ch. 73, §§ 23-27.
Art. 32, §§ 16-34.

§§ 150.14-150.17.

§§ 332.100-332.580.

S2/ 523
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Statutory citations for appendixes 19-23Continued

Dental Hygiene Practice
State Dental Practice Act Act (if separate from

Dental Practice Act)

North Carolina Gen. Stat, §§ 90-22-90-48 §§ 90-221-90-233.
North Dakota Century Code, §§ 43-28-01 §§ 43-20-01-43-20-11.

43-28-26.
Ohio Rev. Code, §§ 4715.024715.99...
Oklahoma Stat., title 59, §§ 327.1-327.52....
Oregon Rev. Stat., title 52, ch 679 Title 52, ch. 680.
Pennsylvania Stat, title 63, ch. 3
Rhode Island Gen Laws, §§ 5-31-1-5-31-21 . .
South Carolina Code, §§ 56-501-56-636
South Dakota.. .... Code, §§ 27.0601-27.0616
Tennessee Code, title 63, c12. 5
Texas Rev. Civ. Stat., art. 4543-4551d .. Art. 4551e, §§ 1-20.
Utah Code, title 58, ch 7 Title 58, Ch. 8.
Vermont Stat, title 26, ch. 13
Virginia Code, title 54, ch. 8 Title 54, ch. 8.1.
Washington Rev. Code, title 18, ch. 18.32 Title 18, ch. 18.29.
West Virginia Code, ch. 30, art. 4
Wisconsin Stat., ch 152.
Wyoming Stat.. title 33 ch 15

-

,
1

i.-



Appendix 19

licensing agencies for dentists

State Name of agency
Relation to department

of State government

Composition of agency Method of appointment Other

Dentists
(and

others)

Faculty
disqualifz-

cation

By
Governor
(or other)

occupations
Recommen- licensed

dation of by agency
dental society

Alabama Board of Dental
Fsraminers,

5 X Vote of
licensed
dentists.

Vote of
licensed
dentists.

Alaska do 5 X X
Arizona State Dental Board 5 X X
Arkansas State Board of Dental 5 X X X

Prominent.
E California

F

Board of Dental
Examiners.

Department of Pro-
fessional and Voca-
tional Standards.

7 X X

Colorado State Board of Dental
Examiners.

Division of Registra-
tion Secretary of

5 X X

State.
Connecticut Dental Commission State Department of 5 X X

Health.
Delaware ..... State Board of Dental 5 X X X

Examiners.
District of Board of Dental Department of 5 X Board of X

Columbia. Examiners. Occupations and
Professions.

Commis-
timers.



Licensing agencies for dentistsContinued

Composition of agency Method of appointment Other

State Name of agency
Relation to department

of State government Dentists
(and

others)

Faculty
disqualifi-

tation

By
Governor
(or other)

Recommen-
dation of

dental society

Florida.... ... . .. State Board of Dental 7 X X

Examiners.

Georgia.. .... . .. Board of Denml
Examiners.

Secretary of State,
Joint-Secretary,
State Education

7 X X X

Board.

Hawaii do Department of Reg-
ulatory Agencies.

7 X X X-.
Idaho ..... ... . .. Board of Dental Ex-

aminers; Occupa-
tional License

Department of Law
Enforcement.

5 X Department
Head.

X

Bureau.
Illinois... . ... . .. Dental Examining

Committee.

Department of Regis-
tration and Educa-
tion.

7 X X X

Indiana.. .... . .. State Board of Dental 5 X X
Examiners.

Iowa. ... . ... . .. Board of Dental Ex-
aminers.

State Department of
Health.

5 X X X

Kansas.. . .... ... Dental Board 3 Vote of
Society.

Vote of So-
ciety.

occupations
licensed

by agency

Dental hygiene.
Laboratory
operators.

Dmatal
hygiene.

Do.

Do.

Di- ital hy-
v .ne. Spec-
ialists.

Dental hy-
giene.

Do.

Dente hygiene.
Specialists.



Kentucky State Board of Dental 7 X X X Do.
Examiners.

Louisiana State Board of Den-
tistry.

7 X X X Dental hy-
giene.

Maine Board of Dental Ex-
miners.

5 X X Do.

Maryland State Board of Dental 6 X X X Do.
Evaminers.

Massachusetts.... Board of Dental
Examiners.

Department of
Registration.

5 X X Dental
hygiene,
dental
interns.

Michigan State Board of
Dentistry.

Department of
Licensing and
Regulation.

7 X X X Dental
hygiene,
Specialists.

Minnesota State Board of Dental
Examiners.

5 X X Dental
hygiene.

Mississippi do . 5 X X X Do.
Missouri Dental Board Department of

Education.
5 X X X Dental

hygiene.
Specialists.

Montana State Board of Dental
Examiner&

5 X X Dental
hygiene.

Nebraska Board of Examiners in State Health 6 Board of X Do.
Dentistry. Department Health.

Nevada State Board of Dental
Examiners.

7 X X X Dental
hygiene.
Specialists.

New Hampshire.. State Dental Board 3 X X X Dental
hygiene.

.weGIN



Licensing agencies for dentistsContinued

State Name of agency

New Jersey State Board of
Dentistry.

New Mexico State Board of Dental
Examiners.

New York do

North Carolina. do

North Dakota do.
Ohio State Dental Board
Oklahoma Board of Governors

of Registered
Dentists.

Oregon State Board of Dental
Examiners.

Pennsylvania.. State Dental Council
and Examining
Board.

Relation to department
of State government

Division of Profes-
sional Boards;
Department of Law
and Pnblic Safety.

Office of Professional
Education; Board of
Regents.

Department of State . .

Composition of agency Method of appointment Other
occupations

Dentists Faculty By Recommen- licensed
(and disqualifi- Governor dation of by agency

others) cation (or other) dental society

cri
00

8 X X Dental
hygiene,
interns,
residents,
teachers.

5 X X Dental
hygiene.

11 Board of X Do.
Regents.

6 Vote of Vote of Do.
society. society.

5 X X. Do.

5 X X Do.

8 Vote of Vote of Dental
society, society. hygiene.

Specialists.

5 X X Dental
hygiene.

2 7 X X X Dental
hygiene,
Dental
technicians.



Rhode Island. . .. Board of Examiners in
Dentistry.

Division of Professional
Regulation, Depart-
ment of Health.

13 Department
head.

X

South Carolina... State Board of Dental 5 X X
Examiners.

South Dakota do 5 X X

Tennessee do 6 X X X

Texas do 6 X X X

Utah do Department of Regis-
tration.

5 X Department
head.

X

Vermont ...... .. Board of Dental 5 X X
Examiners.

Virginia State Board of Dental State Board of 6 X X X
Examiners. Education.

Washington do Division of Profes-
sional Licensing,
Department of Motor

5 X X X

Vehicles.
West Virginia.... Board of Dental 5 X X X

&amblers.
Wisconsin. ... . State Board ol Dental 5 X X X

Examiners.
Wyoming do 3 X X

11 public. 22 public.

Dental
hygiene.

Dental hy-
giene. Dental
lab tech-
nicians. Spe-
cialists.

Dental hy-
giene.

Dental hygiene.
Specialists.

Dental hy-
giene.

Do.

ro.

Do.

Do.

Dental hygiene.
Specialbts.

Dental hy-
giene.

Do.



Appendix 20

Qualifications for licensure of dentists1

at
0.2o

1
Education Approval of dental Examination P

of
schools

State
0
fts

High Curriculum ADA Other Clinical, Preserva-

school College Professional requirements accreditation criteria Written practical, tion of bi
lIl

specified specified or other matmials tg

111

Alabama s x X X X X i4
1.3

Alaska X X X X III

Arizona 2 4 X X X X IC

Arkansas X X X X X ).
Z

California X X X X 3 X X od0

Colorado X X
Connecticut X X P

Delaware X 2 4 X X cl

District of
0
%

Columbia X
Florida X X x x X 1

Georgia X 2 X x x X a2

8
Hawaii X x x X

Idaho 2 4

Illinois X 2 4 X X X

Indiana . 2 4 X X X X

Iowa X

...



V Kansas... ... . ... 2 X X
L Kentucky"... ... X X
r Louisiana. , .. . ... 2 X X

Maine. . . ..... .. X X,
Maryland. . . ... . X X

i Massachusetts. ... 4 2 X
,.. Michigan. . ... 2 X
.' Minnesota._ ... . 4
.,

Mississippi. ... ... X X
: Missouri ..... .... 2 4 X X

Montana. ....... ..... .... . 2 X
: Nebraska. ... . X X X X
1, Nevada. . . 4
,

New Hampshire X
New Jersey.. . ... 4 2 4 X
N ew Mexico.. X X
N ew York ....... 2 4 X
North Carolina_ . . . 2 4

: North Dakota. ... ..... . ...... 4 4 2 4

, Ohio... 2 4

Oklahoma..... .. . X X
Oregon ...... .... .4 ° .. 4

, Pennsylvania. 2 k X X
, Rhode Island. ... 2 X X

South Carolina... 2 X
South Dakota ... . ., X

See foothotex at end of table.

......

x 4

.....
(5)

......

......

......

(5)



Qualifications for licensure of dentists 1Continued

State

Education

High
school College

Approval of dental Examination
schools

Curriculum ADA Other
Professional requirements accreditation criteria

specified specified

Tennessee ...
Texas. .
Utah
Vermont .
Viina
Washington.
West Virginia
Wisconsin .....
Wyoming

4

4 2

X
2 4
4

2 4
X
X
4

2 4

41.

Clinical,
Written practical,

or other

Preserva-
tion of

materials

1 Requirements of age and "good moral character" not recorded.

2 No requirement of proof of attendance at college or of graduation

from high school. The requirement of graduation from a recognized
dental school implies high school graduation and some college education

as part of the licensure requirements.
: Approval by State dental examining board in addition to ADA

accreditation.

4 School must be chartered and authorized to grant degree of doctor

of dental surgery or doctor ofdental medicine. Further, the school must

annually give a full course of lectures in specified subjects. The school

must have adequate physical facilities and must require 60 hours of

college education from applicants for admission.
5 Accreditation by the American Association of Dental Faculties.

t7



Appendix 21

" Disciplinary proceedings under dental practice acts

States

A. Grounds for suspension and revocation of licenses
B. Procedures for suspension and revocation of licenses

Powers of revoking body Privileges of defendant

0
8

Alabama.
Alaska.
Arizona
Arkansas
California_
Colorado.
Connecticut
Delaware
Dictrict of Columbia
Florida
Georgia

X

X
X

1

3

X

0
8
0
0

trl

1

Co2



Disciplinary proceedings under dental practice acts

A. Grounds for suspension and revocation of licenses
B. Procedures for suspension and revocation oflicenses

Powers of revoking body Privileges of defendant

States

Hawaii
Idaho X
Illinois
Indiana
Iowa.
Kansas
Louisiana
Maine
Maryland
Maasachusetts X
Michigan
Minnesota
Mississippi X
Missond

X

X
X

X X X X X
X X X X

X
X X XX



itiontana
Nebraska
Nevada
STer Hampshire
New Jersey
slew Mexico
New York
sTorth Carolina
gorth Dakota
Ohio
Oklahoma
Oregon
Numsylvania
node Island
lonth Carolina
loath Dakota
rename.
Vase
Jtah
Termont.
Mentos
Washington
Weet Virginia
Wisconsin
Wyoming

X

X
X

X X

X

X

X X

X

X

X

X

X

X

.......
X

X

col



Appendix 22

Recognition of dental licenses of other States

Dentists Dental hygienists

State National 0

Board Clinical or Board ex- Mind2 Emlcriip.. Mancla-

State approval of Eq,uivalent Years of 1:tactical Only by Must amination tory or ment cc tory or 41

dental education Peaclice exami- reci- apply in in lieu of discre- red- discre- t4

school required required nation procity peraon State tionary procity ticuary
III

required required written ex-
amination 1 F

III

5 X X D IK

X X M X M >
Z

X oti

5 X D X D 0

i
X ci

5 X X X D X D c)

5 X X X D X D IC

5 X D X D E
co
oi
0
Z

X D

Alabama X
Alaska. X
Arizona
Arkansas X
Caliketia
Colorado
Connecticut X
Delaware X
District of X

Columbia.
Florida
Georgia X
Hawaii
Idaho
Illinois X 5 X X X



Indiana X
Iowa. X
Kansas X
Kentucky X
Louisiana X
Maine X
Maryland
Mr 'zachusetts X
Michigan

IMinnesota X
Missisippi X
Missouri X
Montana X
Nebraska X
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina. .
North Dakota....
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina... X

Footnotes at end of table.

X

X
X
X

X
X

X
X

D
D

X
X

D
D

5 X X D X D
5 X X Du Xu Du
5 X X Du X Du
5 X X D X D

5 X D

X X X X D X D
5 X D X D
5 X X D X D
5 X X D X D

X D X D
X

5 X D X D
5 X
5 X M X D
6 D X D
5 X
5 X X D X D
5 X X Du
5 X D
5 X X D

X X D X D

5 X D X

2
ts
ts
ts
Z
Hs.

x
P



E

Recognition of dental licenses: of other StatesContinued

State
Board

State approval of
dental
school

required

Dentists
Dental hygienists

National
Clinical cc' Board ex- Manda- Endorse- Manda-

Years of practical Only.by Must amination tory or n3ent or tory or

practice exami- red- apply in in lieu of discre- red- discre-

required nation
required

procity person State
written ex-
amination 1

tionary procity tionary

South Dakota.... X X X X X X D X D

Tennessee X X 5 X D X D

Texas X X
D

Utah
Venncmt X X 5

D X D

Virgmia X it 5
D X D

Washington ...... X X 5 X X X D X D

West Virginia. ... X X 2
D X D

Wisconsin X X 5 X X D X D

Wyoming X X X D X D

u Unanimous vote of Board required.
1 In the States indicated the written or practical examinations or both may be satisfied by passing the National Board examination.

=t+

,



Appendix 23

Qualifications for licensure of dental hygienists and approval of schools of dental hygiene

State

Alabama
Alaska

ArizCIE
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana

See footaptes at end of table.

Qualifications

Personal Educational

Sex Utizenship Good
character

High
school

Professional
school (2 years)

19 X X (1)
18 X X X
18 X X X

. X X
18 X X

. . X X
. X X

18 F X X X
18 X X (2)

X X X
19 X X
18 X X X

. X X X X
X X X

. . F X X (1)

.."

*wart:.

Approval of schools I
State dental

board ADA
approved accreditation

X

X



Qualifications for licensure of dental hygienists and approval of schools ofdental hygieliiContinued

State

Qualifications

Personal

Age Sex Qtizenship Good
character

Iowa X
Kansas 21 X X
Kentucky 19 X X
Louisiana 18 X
Maine 18 X
Maryland 19 X
Massachusetts 19 X
Michigan
tfmnesota F X
Mississippi 20 X X

Armour; 20 X X

Montana
Nebraska X
Nevada 18 X X
New Hampshire 18 X
New Jersey 18 X X

New Mexico 18 X X

New York X X

Approval of schools

Educational State dental
board ADA

High Professional approved accreditation
school school (2 years)

2

X
X



North Carolina . 19 X X X
North Dakota

O
Ohio 18

F X
X

klahoma 18 X
' Oregon 18 X X

Pennsylvania 19 X X
Rhode Island 18 F

I South Carolina

TexasTennessee

South Dakota F X

Utah
20
19 F

X
X X
X X

2

Vermont 18 X
Virginia 19 X X
Washington 19 X
West Virginia 18 X X
Wisconsin X X
Wyoming 20 X X

a ******

X

X

NomBlanks signify absence of statutory provision on that point.
1 2 years' experience may be substituted for graduation from

professional school.
s Only 1 year curriculum required.
1 Requires 2 years of school or 1 year of school and (a) 1 year

a

of

internship, or, (b) 1 year of teaching, or, (c) 5 years of actual practice.
4 School must be affiliated with a reputable dental school.
s Board has discretion until July 1, 1968, to license graduates of

non-ADA accredited schools.

OW

1-



Appendix VIII

STATISTICAL TABULATIONS
The following statistical tabulations of data on physicians were pre-

pared for use by the Commission. Because they include information not

readily available heretofore, they are being published in this appendix

as raw data for those working in the health manpower field. More

recent data current to the beginning of January 1968, should soon be
available through the American Medical Association.

Source of Data
The following tables were taken from data compiled by the American

Medical Association. They were prepared for the Commission in
April 1967, from data current as of January 2, 1967.

The systems analysis and programing for the Commission were done

by Gary R. Norris, Cummins Engine Co. Technical asistance was
provided by Christ N. Theodore and Gerald E. Sutter of the AMA
staff. The computer tabulations were made on an IBM 7074 at the
Bareau of Labor Statistics.

Analysis
The tables are constructed as matrices and are so arranged that a

breakout on every physician is given in each table. It is, therefore,
possible to verify that all physicians (302, 540) are counted in each

instance.
The AMA derives its data in tv74) ways: From physicians themselves

and from outside sources. The outside sources include medical schools,

State licensing agencies, hospitals, and the examiners for the national
board and specially boards. Information from the individual physician

is obtained through a questionnaire mailed annually to each doctor
by the AMA. The response is unusually good because professional and

economic incentives exist for answering the questions. In addition,
the AMA conducts mail followups. Finally, local medical societies and

drug detail men aid in keeping the list current.
In general, those data coming from outside sources are more reliable

than those coming from the physicians themselves, since not all the

4.5-cl 543



544 REPORT OF THE HEALTH MANPOWER COMMISSION

latter respond, nor do they interpret the AMA questionnaire identically.
Despite these limitations, the data are the best the Commission was able
to find.

The sources of data are as follows:

Outside souries Individual physician
Medical school Location of. residence
Year in which graduated Sex
Year of national boards Military service
Year in which licensed Additional degrees
Information concerning Visa

specialty boards Group practice
Information on interns and Nature of professional

residents medical activity
Detail of professional activities
Source of professional income
Principal employer

Terms
The following abbreviations are used :

AMGA graduate of m American or Puerto Rican medical school
( regardless of the graduate's nationality ) .

CMGA graduate of a Canadian medical school (regardless of nation-
ality) .

FMGA graduate of a medical school in any country other than the
United States, Puerto Rico, or Canada.

CPAClassification of professional activities, the code by which the
AMA tabulates much of the data derived from its annual question-
naire. It has four parts, coinciding with the last four dements listed
above under individual physician.

The tables dealing with Foreign Medical Graduates have been con-
densed so that counties are grouped into regions:
North America: United States, Puerto Rico, and Canada.
Latin America : All countries variously identified as being Latin Amer-

ica, Central America, or South America.

Europe: Eastern and western Europe, Soviet Union, Ireland, and Ice-
land.

Africa : All countries on that continent
Near East: Aden, Afghanistan, Ceylon, Cyprus, Greece, India, Iran,

Iraq, Israel, Jordan, Kuwai Lebanon, Nepal, Pakistan, Saudi



STATISTICAL TABULATIONS 545

Arabia, Syrian Arab Republic, Turkey, United Arab Republic,

Yemen.
Eastern Asia: Australia, Burma, Cambodia, Republic 1 China, China

(Mainland), Indonesia, Japan, Korea, Laos, MaTaysia, New Zea-

land, Philippines, Singapore, Thailand, Vietnam.

Location of Additional Information
The tables have been broken down into sections which group similar

elements of information. In some hotances, additional data not included
in this sununary were obtained. These data, as well as the computer
tapes fmm which this published information was compiled, are stored
with the Department of Health, Education, and Welfare. Inforznation
concerning them may be obtained by writing to the National Center for
Health Statistics, Division nf Vital Statistics, Department of Health,
Education, and Welfare.

Index

Section AMajor Categories Page

Table I. Total number of physicians as arranged by resi-

dence and type of employer 547

Section BPrimary Specialties
Table 2. NationA total of physicians as arranged by pri-
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SECTION A MAJOR CATEGORIES

Explanation: Table 1 comprises the basic matrix against which all

other tables were compared. In every instance the Subtotals from these

other tabulations will be found to equal one of these categories from

table 1.

TABLE 1 . Total number of physicians as arranged by residence and type of
employer

Place of residence
Employer

Total
Federal Non-Federal

I. Active in:
United States 22, 668 257, 647 280, 315

US. Possessions 192 2, 032 2, 224

Foreign countries

Subtotal

3, 318 1, 982 5, 300

26, 178 261, 661 287, 839

II. Inactive in:
United States 0 13, 149 13, 149

U.S. Possessions 0 63 63

Foreign countries 0 183 183

Subtotal 0 13, 395 13, 395

III. Address unknown 0 1, 306 1, 306

IV. Total 26, 178 276, 362 302, 540

547
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SECTION B-PRIMARY SPECIALTIES
Explanatioo- Tables 2-5 correspond to CPA codes A, B, C, and D

respectively of the V , ification. Codes B, C, and D (correspond-
ing to tabks 3-5) a . from information obtained directly from
the physician. Cod sponding to table 2 ) is derived from
code B.

The doctor himself ACS the information concerning his specialty.
There is little verificaS:m of this, whereas with section D the information
is provided by an outside source (the record of the board examination).

Additional data: Each of these tables contains a "Federal", "Non-
Federal", and "Subtotal" breakout for each specialtywith separate
counting for physicians in "U.S. Possesions" and in "Foreign countries".

Tables not included: Another table was obtained by cross-referenc-
ing physicians by State of residence and detail of professional activities
(i.e., columns and headings were similar to table 3).

US



TABLE 2. National total of plysicians as arranged by primary specia10 and nature of professional medicil activity

Nature of professional medical activity

Primary srcialty Direct care
of patients,

private
practice

Direct care
of patients

not in private
practice

Medical
related

activities

L Active:
A. General practice 63, 469 5, 232 377
B. Medical specialties:

Allergy 839 49 27
Cardiovascular disease 1, 070 :arA7 352
Dermatology 2, 709 663 203
Gastroenterology 387 149 88
Internal medicine 22, 825 12, 240 3, 770
Pediatrics 9, 807 4, 601 1, 564
Pulmonary diseases 353 657 171

Subtotal 37, 990 18, 756 6, 175

C. Surgical specialties:
Anesthesiology 6, 306 2, 167 451
Won and rectal surgery 614 26 3

Nonmedical
activities

Fellow
or other
graduate
trainee

Total

toy
>d
U

I
of

g

?d
0
Z
Oh

0

0
0
0
0
0
0
0

4

19
200

38
64

705
346

29

66, 882

934
2, 019
3, 613

688
39, 540
16, 318
1, 210



TABLE 2. National total ofphysicians as arranged by primary specialy and nature of professional medical activiy-Continued

Nature of professional medical activity

Primary specialty Direct care Direct care Medical Fellow

of patients, of patients related Nonmedical or other Total

private not in private activities activities graduate
practice practice value::

1

General surgery 17, 843 9, 200 939 0 153 28,

Neurological surgery 1, 323 642 170 0 22 2,

Obstetrics and gynecology 12, 747 3, 690 580 0 66 17,

Opthalmology 6, 762 1, 532 241 0 74 8,

Orthopedic surgery 5, 535 2, 021 210 0 64 7,

Otolaryngology 4, 150 1, 047 141 0 21 5,

Plastic surgery 899 253 33 0 12 1,

Thoracic surgery 1, 016 420 145 0 22 1,

Urology 3, 819 1, 144 153 0 40 5,

Subtotal 61, 014 22, 142 3, 066 0 540 86,

D. Psychiatry and netirology:
Child psychiatry 391 367 114 0 75

Neurology 831 875 463 0 83 2,

PsYchiatry
8, 590 8, 158 1, 761 0 145 18,

Subtotal 9, 812 8, 400 2, 338 0 303 21,

.-...,..

+meth

XI
135 H
157 0i
063

P3
609 m

830 ts3

359 41

197 F
603 q

M
156

X
>

762 Z
8

947 x
252 ao
654 IC

I853 m

3
x

- -



E. Other specialties:
Aviation medicine
General preventive medicine
Occupational medkine
Pathology
Physical medicine and rehabilitation. ...
Public health
Radiology

45
0

388
2, 101

334
0

5, 855

1,
3,

1,

3,

454
662
175
004
600
256
526

160
278
150

3, 597
155
361
571

0
0
0
0
0
0
0

0
1

1

131
26

2
79

659
941

1, 714
8, 833
1, 115
1, 619

10, 031

02
03
)0

g

P
>
OW0

d0
Z
co

Subtotal 8, 723 10, 677 5, 272 0 240 24, 912

F. Unspecified /other 571 9, 555 3, 158 0 300 13, 584

Active subtotal 181, 379 75, 762 20, 386 0 2, 788 280, 315

II. Inactive
III. Overseas
IV. Address unknown

0
1, 746

0
4,

0
885

0

0
876

0

13,

1,

395
0

306

0
17
0

13, 395
7, 524
1, 306

V. Total 183, 125 80, 647 21, 262 14, 701 2, 8C5 302, 540

...rAIN

i
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Detail of professional activities

Resident

fel1row

552 REPORT OF THE HEALTH MANPOWER COMMISSION

TABLE 3. National tokd of physicians as arranged by

626

32
330
473
127

6, 408
2, 584

65

Specialty Full-time
specialty
practice

General
_ practice

with
specialty
interest

Intern

I.Active:Primary
A. General practice 42, 975 20, 602 42

B. Medical specialties:
Allergy 841 0 0

Cardiovascular disease 1, 084 0 0

Dermatology 2, 723 0 0

Gastroenterology 38' 0 0

Internal medicine 23, 099 0 1, 070

Pediatrics 10,094 0 367

Pulmonary diseases 440 0 0

Subtotal 38, 670 0 1, 437

C. Surgical specialties:
Anesthesiology 6, 317 0 0

Colon and rectal surgery 616 0 0

General surgery 17, 898 0 758

Neurological surgery 1, 323 0

Obstetrics and gynecology 12, 792 0 30

Ophthalmology. 6, 776 0 0

Orthopedic surgery 5,546 0 0

Otolaryngology 4, 159 0 0

Plastic surgery 899 0 0

Thoracic surgery 1, 019 0 0

Urology

Subtotal

3, 823 0 0

61, 168 0 788

10, 019

1, 187
14

5, 937
482

2, 568
1, 172
1, 433

733
196
229
818

14, 769

i-;"'
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primaty specialV and detail of professional activities

Detail of professional activities-Continued 1

STATISTICAL TABULATIONS 553

Other
Full-time
staff in
hospital
service

Full-time
medical
school
faculty

Admirds-
trative

medicine
Research

4, 057 300 200 80

31 17 4 9
255 191 32 127

214 132 27 44
83 54 9 26

5, 134 2, 188 561 1, 080
1, 644 1, 088 188 353

533 34 108 30

7, 894. 3, 704 929 1, 669

1, 031 379 25 49
11 1 3 0

2, 584 621 203 134

183 134 7 28
1, Ill 418 74 90

418 151 18 74
639 155 39 18

326 103 21 17

69 30 2 1

210 116 18 11

360 119 17 19

6, 942 2, 227 427 441

Retired practice
Not in Total

/

0 0 68, 882

o o 934
o o 2, 019
o o 3, 613
o o 688
o o 39, 540
o o 16, 318
o o 1, 210

0 0 64, 322

0 0 8, 988
0 0 645
0 0 28,135
0 0 2, 157
0 0 17, 083
0 0 8, 609
0 0 7, 830
0 0 5, 359
0 0 1, 197
0 0 1, 603
0 0 5, 156

0 0 86, 762
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TABLE 3. National total of physician.s. as arranged by

Detail of professional activities

Primary Specialty Full-time
sPeciajtY
practice

I. AcfiveCondnued
D. Psychiatry and ne =logy:

Child psychiatry 414
Neurology 835
Psychiatry 8, 843

Subtotal 10, 092

E. Other specialties:
Aviation medicine 75
General preventive medicine 408
Occupational medicine 1, 433
Pathology 2, 486
Physical medicine and reha-

bilitation 350
Public health 1, 011
Radiology 5, 874

Subtotal 11, 637

F. Unspecified/other 703

Active subtotal 165, 245

II. Inactive 0
III. Overseas 1, 763
IV. Address unknown 0

V. Total 167, 008

General
practice Resident

with Intern cc
specialty fellow
interest

o 0 248
o o 568
o 0 3, 558

0 0 4, 374

0 o 79
0 o 38
0 o 16
0 118 2, 012

0 0 214
0 0 33
0 0 1, 759

0 118 4, 181

0 7, 768 436

20, 602 10, 153 34, 405

0 0 0
200 116 342
0 0 o

20, 802 10, 269 34, 747



STATISTICAL TABULATIONS

primary specialty and detail of professional activities Continued

Detail of professional activities--Continued

Other Full-time
Full-time medical Adminis-

staff in school trative Research Retired
hospital faculty medicine
service

167
387

as
330

24
16

6
116

4, 452 919 591 291

5, 006 1, 331 631 413

346 6 93 60
144 171 140 46
93 39 102 0

2, 861 942 33 351

392 126 24 9
157 114 248 .&6.

1, 853 472 27 46

5, 846 1, 870 667 593

1, 501 947 1, 074 1, 155

3, 246 10, 385 3, 928 4, 351

0
4, 222 305 338 238

0 0 0 0

35, 468 10, 690 4, 266 4, 589

o
o
o

0

o
0
0
0

0
0
0

o

0

0

10, 141

5554
Not in
practice

Total

0 947
0 2, 252
0 18, 654.

o 21, 853

0 659
0 941
0 1, 714
0 8, 833

0 1, 115
0 1, 619
0 10, 031

o 24, 912

0 13, 584

0 280, 315

3, 254 13, 395
0 7, 524

1, 306 1, 306

4, 560 302, 540
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TABLE 4. National total of physicians as arranged

Source of professional income

Primary specialty Group
medical
practice

Fee for
service only:

individual
practice

Fee for ser-
vice only:
group or

partnership
practice

I. Active:
A. General Practice 6, 061 47, 850 4, 261
B. Medical specialties:

Allergy 88 587 68
Cardiovascular disease 157 645 52
Dermatology 264 2, 019 124
Gastroenterology 76 231 26
Internal medicine 4, 789 13, 531 1, 346
Pediatrics 2, 064 5, 746 1, 000
Pulmonary diseases 28 214 15

Subtotal 7, 466 22, 973 2, 631

C. Surgical specialties:
Anesthesiology. 2, 131 3, 417 526
Colon and rectal surgery 48 491 45
General surgery 2, 971 11, 908 1,422
Neurological surgery 266 803 177
Obstetrics and gynecology 2, 387 7, 973 1, 649
Ophthalmology 731 5, 089 477
Orthopedic surgery 1, 358 3, 173 682
Otolaryngology 583 3, 105 232
Plastic surgery 70 685 80
Thoracic surgery 181 608 108
Urology 674 2, 446 491

Subtotal 11, 400 39, 698 5, 889

1



STATISTICAL TABULATIONS

by primary specialty and source of professional income

557

Source of professional income-Continued

Fee for
service and
part-time

salary:
individual
practice

Fee for serv-
ice and part-
time salary:

group or
partnership

practice

Full-time
salary, but
some fee

for service:
individual
practice

Full-time
salary, but
some fee

for service:
group or

partnership

Full-
time

salary Other Total
only

practice

4, 571 531 321 49 5, 238 0 68, 882

83 14 12 4 78 0 934
195 25 144 39 762 0 2, 019
275 28 70 15 818 0 3, 613
52 5 26 10 262 0 688

2, 899 294 1, 165 273 15, 243 0 39, 540
870 135 447 114 5, 942 0 16, 318

91 5 98 19 740 0 1, 210

4, 465 506 1, 962 474 23, 845 0 64, 322
=====

188 49 163 83 2, 431 0 8, 988
25 6 2 0 28 0 645

1, 347 200 419 120 9, 748 0 28, 135
64 15 60 26 746 0 2, 157

621 120 260 48 4, 025 0 17, 083
409 58 92 27 1, 726 0 8, 609
266 57 100 37 2, 157 0 7, 830
202 28 53 18 1, 138 0 5, 359
50 14 16 11 271 0 1, 197

102 17 78 23 486 0 1, 603
178 30 67 18 1, 252 0 5, 156

3, 452 594 1, 310 411 24, 008 0 86, 762

288-958 0-88-.----86

31=
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TABLE 4. National total af physicians as arranged by

Source of professional income

Primary specialty Group
medical
practice

Fee for
service only:

individual
practice

Fee fur serv-
ice only:
group or

partnership
practice

I. ActiveContinued
D. Psychiatry and neurology:

Child psychiatry 13 183 25
Neurology 174 470 29
Psychiatry

Subtotal

538 5, 447 198

730 6, 100 252

E. Other specialties:
Aviation medicine 4 31 4
General preventive medi ine 7 0 0
Occupational medicine 81 190 35

Pathology 701 1, 042 224
Physical medicine and rehabilitation . 46 156 10
Public health 4 0 0
Radiology

Subtotal

2, 313 2, 200 684

3, 156 3, 619 957

F. Unspecified/other 67 403 19

Active subtotal 28, 880 120, 643 14, 009

II. Inactive 0 0 0
III. Overseas 43 1, 295 45
IV. Address unknown 0 0 0

V. Total 28, 923 121, 938 14, 054,



STATISTICAL TABULATIONS

primary specialty and source of professional income-Continued

559

Source of professional income-Continued

Fee for Fee for serv- Full-time Full-timeservice and ice and part- salary, but salary, but Full.part-time time salary: some fee some fee timesalary: group or for service: for service: salary Other Totalindividual partnership individual group or onlypractice practice practice partnership
practice

152 14 84 19 452 0 947140 21 157 52 1, 209 0 2, 2522, 251 169 1, 447 224 8, 380 0 18, 654

SNP

2, 543 204 1, 688 295 10, 041 0 21, 853

4 2 12 4 598 0 6590 0 78 15 841 0 94176 15 193 25 1, 099 0 1, 714
207 60 932 309 5, 358 0 8, 833
103 20 121 25 634 0 1, 1150 0 93 18 1, 504 0 1, 619459 208 275 156 3, 736 0 10, 031

849 305 1, 704 552 13, 770 0 24, 912

88 7 262 67 12, 671 0 13, 584

15, 968 2, 147 7, 247 1, 848 89, 573 0 280, 315

0 0 0 0 0 13, 395 13, 395332 32 208 26 5, 543 0 7, 5240 0 0 0 0 1, 306 1, 306

16, 300 2, 179 7, 455 1, 874 95, 116 14, 701 302, 540
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TABLE 5. National total of physicians as arranged

Principal employer

Primary specialty Research Clinic or Medical
institu- phys- school or

tions, ex- ician parent
chi employer univer-

hospi sity

Other
educe-

tional in-
stitution

Air Army Navy
Force

U.S.
P.B.S.

I. Active:
A. General practice 8 2,357 145 225 CO 733 727 336
B. Medical specialties:

Alles47----------- 1 61 19 2 6 5 3 0
Cardiovascular disease__ 15 56 241 11 18 27 14 22

Dermatology 5 126 192 4 38 64 00 32

Gastroenterology__ 1 47 oo 3 6 13 1 3
Internal medicine 147 2,001 2,689 134 582 827 106 824

Pediatrics 52 175 1,262 120 273 246 168 173

Pulmonary diseases. 4 24 41 6 1 14 5 19

Subtotal. 225 3,190 4,494 310 024 1, 196 767 1,073

C. Zurgical specialties:
Azeetheelology 6 359 447 12 6., 73 114 as
Colon and rectal

o 20 3 2 0 0 1 0

General surgery_ 18 1,166 828 78 354 604 373 276

Neurolcgleal survey 8 118 185 2 26 25 33 11

Obstetrics and
gynecology 15 823 543 26 275 308 220 at

Ophthalmology 19 290 267 12 78 111 83 76

Orthopedic sum__ 3 501 251 26 114 183 157 83

OtolarynaolosY------- 2 242 168 7 70 83 71 10

Plastic surgery--- o 48 52 2 11 19 21 1

Thoracic surgery-- 1 84 125 7 21 29 17 7

Urology 4 255 172 6 55 75 67 IS

Subtotal__ 76 3,910 3,011 180 1,069 1,420 1,159 506

09011.9....11111M.MIOM al
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TABLE 5. National total of physicians ar arranged by

Principal employerContinned

Primary specialty Reeearch Clinic or Medical Other
institu- physician school or ednca- Air Army Navy U.S.

tions, ex- employer partnt Gonad in- Force P.R.S.
eluding univer- stitntion

hospitals sity

I. Active:
D. Psychiatry and

neurologY:
Child psychiatry 1 83 94 11 6 17 6 11
Neurology 13 96 410 7 24 45 30 by
Psychiatry 56 547 1,166 98 123 230 167 230

Subtotal- OD 725

.--.......
1,669 116

.
153 292 203 298

E. Other specialities:
Aviation medicine-- 9 2 9 2 287 43 161 3
General proventive

11 8 138 72 14 33 14 84
Occupational medicine. 11 45 33 12 16 12 19 4
Pathology_ 99 429 1,073 38 73 211 103 141
Physicalmedicine and

rehabilitation.. 3 35 146 11 5 13 3 6
Public health_ 10 4 93 72 1 16 1 191
Radiology 12 720 614 16 119 162 120 84

Subtot_____ 155 1,243 2,103 223 521 495 422 513

F. Thispeciiied/other......_ 233 66 1,320 210 353 415 449 469

Active subtotal...... 766 11,490 13,772 1,266 3,650 4, 551 3,727 3,196
lL Inactive 0 0 0 0 0 0 0 0
M. Overseas 50 68 296 146 334 1,099 661 189
IV. Addnes unlmown. ---- 0 0 0. 0 0 0 0 0

V. TotaL............-_--- 816 11,566 13,008 1,411 4,454 6,250 4,378 3,384



STATISTICAL TABULATIONS

primary specialV and principal employer-Continued

Principal employer-Continned

563

Non-federal Othsr Other Totalpublic Veterana' Non- Other Pharma- Self- Federal Federalhealth de- Adminis- Federal Industry centical employed Govern- civil Otherpartments tration hospitals company ment service
agencies

363 0 0 316 10 3 0 947
4 167 656 0 0 739 2 3 0 2,252

278 1,019 6,414 17 10 8,075 156 40 0 18,654

938 1,216 7,433 17 10

1
9,130 168 46 0 21,853

3 4 20 47 o 43 5 21 0 659

358 19 55 85 11 1 15 18 0 941
58 10 27 1, 013 37 352 19 46 0 1, 714st 418 4. Es u 13 1, 958 37 30 0 8,833

u 225 349 s 0 300 1 3 0 1,115
1,110 s 59 19 7 o 16 12 0 1,619

9 362 2, 654 4 0 5,149 3 3 0 10,031.... .111111111
1,635 1,016 7,272 1, 184 66 7,803 96 133 0 24, 912

191 230 8,552 142 237 535 es eo 0 13, 581

3,015 7,091 55,038 1,816 St 170,434 459 454 0 280,315
o 18,195 13,395

201 01 1,493 44 10 1,682 26 76 0 7, 52A
0 1,3,16 1,306

8, 216 7,112 56, f31 1,840 002 172, 116 485 530 14,701 307, 540



SECTION C-WOMEN DOCTORS
Additional data: Under the listed categories of "Male", "Female",

and "Subtotal", subcategories for "Federal" and "Non-Federal" physi-
cians were provided. .

As elsewhen, the "Overseas" category was subdivided into "U.S.
Posesions" and "Fo .7.9 . countries" (also with "Federal", "Non-
Federal" listings).

Tables not included: A similar table was obtained on physicians by
nature of piofessional medical activities (Le., with columns like table 2).

564
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TABLE 6. National total of plgsidans arranged by sex and detail of professional activities

Detail of professional activities

Sex Full-time
specialty
practice

General
practice

with
specialty
interest

Intern
Resident

or
fellow

Other
Full-time

staff in
hospital
service

Full-
time

medical
school
faculty

Adminis-
trative

medicine

Re-
search

Re-
tired

Not in
practice Total

to
bi
.4).

g

NIt
40
Z
m

L Active:
Male
Peznale ........ .. .

Subtotal

IL Inactive
III. Overseas
IV. Addreas unknown

V. Total

157, 117
8, 128

19, 790
812

9, 169
984

30, 968
3, 437

28, 590
2, 656

9, 414
971

3, 671
257

3, 900
451

0
0

0
0

262,
17,

619
696

165, 245 20, 602 10, 153 34, 405 31, 24S 10, 385 3, 928 4, 351 0 0 280, 315

0
1, 763

0

0
200

0

0
116

0

0
342

0

0
4, 222

0

0
305

0

0
338

0

0
238

0

10, 141
0
0

3,

1,

254
0

306

13,
7,
1,

395
524
306

167, 008 20, 802 10, 269 34, 747 35, 468 10, 690 4, 266 4, 589 10, 141 4, 560 302, 540

ciplaw..1010

4.110%



SECTION D-SPECIALTY BOARDS
Explanation: Table 7"Without a board" refas to those physicians

who have not passed the examinations in their specialty which would
qualify them as board-certified; Table 8N.B. data does not add to
302,540 because some physicians are board-certified in 2 or more
specialties.

Additional data: Table 7The "Overseas" category is subdivided
into "U.S. Possessions" and "Foreign countries"; this information is
available; Table 8"Federal", "Non-Federal" listings are available for
each of the "Overseas" categories.

Tables not included: Alisting of physicians with specialty boards was
croEs-tabulated against their stated primary specialty. Thus, it is possible
to see which physicians so qualified are not now practicing within their
area of proficiency.

566



STATISTICAL TABULATIONS 567

TABLE 7 . National total of physicians arranged by sex and specia10 boards

Specialty boards
Sex

Total
Male Female

I. Active:
Those without a board:

Federal 17, 240 562 17, 802

Non-Federal 160, 657 13, 453 174, 110

Total 177, 897 14, 015 191, 912

Those with a board:
Federal 4, 662 201 4, 866

Non-Federal 80, 060 3, 477 83, 537

Total 84, 722

111
3, 681

IN,M
88, 403

Subtotals:
Federal 21, 902 766 22, 668

Non-Federal 240, 717 16, 930 257, 647

Total 262, 619 17, 696 280, 315

II. Inactive 1 10, 930 2, 465 13, 335

III. Overseas:
Federal 3, 484 26 3, 510

Non-Federal 3, 552 462 4, 01401/.. NNWIIMIIMINIMINIIII

Total 7, 036 488 7, 524

IV. Address unknown ' 1, 071 235 1, 306

V. Totals:
Federal 25, 386 792 26, 17

Non.Fcclewal 256, 270 20, 092 276, 362

281, 656 20, 884

...
302, 540

' These categories are counted as non-Federal.
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TABLE it National total ofphysidans arranged by specialV board and ype of employer

U.S. active Overseas

Specialty board
Inactive

Federal Non- Total
Federal

Total
Foreign Address

possessions unknown

Anesthesiology.
109 3, 501 3, 610 48 15 28 4 3, 705

Colon and rectal surgery 5 284 289 13 2 2 0 306

Dermatology 106 1, 980 2, 086 65 5 31 3 2, 190

Internal medicine . 1, 180 13, 962 15, 142 377 53 89 8 15, 669

Neurological rurgay 38 1, 051 1, 089 14 5 13 2 1, 123

Obstetrics aLd gvnecology 156 7, 477 7, 633 184 33 61 5 7, 916

Ophthahnology 101 4, 717 4, 818 151 27 22 4 5, 022

Orthopedic surgery. 148 3, 963 4, Ill 65 10 39 2 4 227

Otolaryngology 127 3, 541 3, 668 244 15 17 2 3, 946

Pathology 462 4, 620 5, 082 130 29 61 12 5, 314

Pediatrics 241 8, 874 9, 115 235 63 92 20 9, 525

Physical medicine and rehabilitation 80 348 428 11 4 7 1 451

Plastic surgery 16 616 632 15 2 3 0 652

Preventive meditine 347 1, 197 1, 544 200 6 81 9 1, 840

Psychiatry and neurology 530 6, 993 7, 523 248 29 30 18 7, 848

Radiology 376 6, 410 6, 786 224 28 56 5 7, 099

Surgery 806 12, 424 13, 230 245 59 232 20 13, 786

Thoracic surgery 161 1, 542 1, 703 17 5 36 1 1, 762

Urology

Subtotal

90 2, 620 2, 710 120 13 19 3 2, 865

5, 079 86, 120 91, 199 2, 606 403 919 119 95, 246

Those without a specialty board

Total

17, 802 174, 110 191, 912 10, 871 1, 828 4, 421 1, 189 210, 221

22, 881 260, 230 283, 111 13, 477 2, 231 5, 340 1, 308 305, 467
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SECTION E-ADDITIONAL EDUCATION
Explanation: This is a condensed version of a much larger table,

which gives the same information for all degrees listed. For purpose ofthis summary only those degrees were listed whose holders (U.S. active)were 100 or more.
N.B. Each earned degreeother thaa M.D.is reported; thus, thedata does not add to 302,540.
Additional data: "Federal", "Non-Federal" breakout for each sub-

category of "Overseas" isavailable.
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TABLE 9. Physicians as arranged by other earned degrees

U.S. active
Degree Inactive

Federal Non- Total

Overseas I
Address Total 0

U.S. Foreign unknown 0
*3

Federal possessions

octorofdettalacience 3 119

Doctor of dental surgery 14 182

of medical science 10 1e3

of osteopathy 6 307

of philosophy 179 1, 911

of public health 32 175

,itor of science 19 313

, u of liberal arts 58 735

of medical science 34 731

of physiology 28 201

Eter of public health
of science

451 1, 736
469 6, 097

Master of science in pathology 5 105

Master of science in public health 14 157

of surgery 38 1, 079

Other degrees 106 1, 115

Physicians reporting no other degrees 21, 369 244, 028

122
196
203
313

2, 090
207
332
793
765
229

2, 187
6, 566

110
171

1, 117
1, 221

265, 397 12,

10
13
3

12
74
39
34
38
31
3

111
177

1

14
32
71

799 2,

1

2
1

0
6
1

3
0
9
0

42
20
0
4
7
5

127

0
2
6
0

29
11
5
9
7
1

135
86
0
5

17
39

4, 985

1

0
0
1

2
1

2
0
1

1

10
7
0
0
1

5
li, 276

2,

2,
6,

1,

1,

286,

o
.4

134 I213

1
213
326
201 4
259 '

1

840
376

813
234
485 N

856 8
111 X

194 g
li174
PI

341 0
X584



SECTION F-GROUP PRACTICE
Explanation: The primary focus of the analysis was on those phy-

sicians in group practice. Accordingly, they are analyzed by: piimary
specialty (table 10), specialty board (table 11), State of residence
(table 12), and location of medical schoo, (table 13) in which they
received their M.D. degree.

Table 11 has a figure greater than 302,540 because some physicians
are certified in more than one specialty.

Additional data: Wherever given, additional breakouts for "U.S.
possessions" and "Foreign countriar (under"Overseas") were made.

Tables 27-30: A "Federal", "Non-Federal" subcategorization was
obtained for each specialty, specialtyboard, or State.

Table 30: The original listing is by each school within each State.
This was condensed for inclusion within this report. Many of the schools
are no longer in existence. While they were given a number code for
the computer printout, identification of each is possible.

Tables not included: A study was made by cross-referencing the
"Male", "Female" classification against those participating in "Group",
"Nongroup" practicewith additional breakouts of those in "Federal",
"Non-Federal" savice under "Male" and "Female" categories.
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TABLE 10. Physicians in group (nongroup) practice arranged by primaty specialy

Active
Primary specialty In- Overseas

active
Addraa

unknown
Total

Group
practice

Nongroup
practice

Intern-
resident

Total

I. Active:
A. General practice 6, 015 62, 199 668 68, 882 0 1, 808 0 70, 690

B. Medical specialties:
Allergy. as 814 32 934 0 11 0 945

Cardiovascular disease 157 1, 532 330 2, 019 0 49 0 2, 068

Dermatology 264 2, 876 473 3, 613 0 82 0 3, 695

Gastroenterology 76 485 127 688 0 19 0 707

Internal medicine 4, 768 27, 294 7, 478 39, 540 0 1, 013 0 40, 553

Pediatrics 2, 056 11, 311 2, 951 16, 318 0 465 0 16, 783

Pulmonary diseases 28 1, 117 65 1, 210 0 37 0 1, 247

Subtotal 7, 437 45, 429 11, 456 64, 322 0 1, 676 0 65, 998

C. Surgical specialties:
Anathesiology 2, 114 5, 687 1, 187 8, 988 o 153 0 9, 141

Colon and rectal surgery 48 583 14 645 0 4 0 649

General surgery 2, 952 18, 488 6, 695 28, 135 o 931 0 29, 066

Neurological surgery 263 1, 412 482 2, 157 o 56 0 2, 213

Obstetrics and gynecology 2, 375 12, 110 2, 598 17, 083 o 466 0 17, 549

Ophthalmology 731 6, 706 1, 172 8, 609 0 171 0 8, 780

Orthopedic surgery 1, 349 5, 048 1, 433 7, 830 o 190 0 8, 020

OtolaryngologY 580 * 046 733 5, 359 o as 0 5, 448



Plastic surgery
Thoracic surgery
Urology

Subtotal

D. Plychiatry and neurology:
Child psychiatry
Neurology
Psychiatry

Subtotal

E. Other specialties:
Aviation medicine
General preventive medicine
Occupational medicine
Pathology
Physical medicine and rehabilitation
Public health
Radiology

Subtotal

F. Unspecified/other

H. Total

70 931 196 1, 197 0 20 0 1, 217
179 1, 195 229 1, 603 0 42 0 1, 645
665 3, 673 818 5, 156 0 94 0 5, 250

11, 326 59, 879 15, 557 86, 762 0 2, 216 0 88, 978

18 681 248 947 0 16 0 963
174 1, 510 568 2, 252 0 67 0 2, 319

535 14, 561 3, 558 18, 654 0 292 0 18, 946 01
14

727 16, 752 4, 374 21, 853 0 375 0 22, 228 tgl

g
4 576 79 659 0 153 0 812 H
6 897 38 941 0 95 0 1, 036

81 1, 617 16 1, 714 0 19 0 1, 733 0
698 5, 975 2, 160 8, 833 0 186 0 9, 019 g

46 855 214 1, 115 0 30 0 1, 145 g
4 1, 582 33 1, 619 0 96 0 1, 715 2u,

2, 315 5, 957 1, 759 10, 031 0 202 0 10, 223

3, 154 17, 459 4, 299 24, 912 0 781 0 25, 693

67 5, 313 8, 204 13, 584 13, 395 668 1, 306 28, 953

28, 726 207, 031 44, 558 280, 315 13, 395 7, 524 1, 306 302, 540

.0"
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TABLE 11. Physicians in group (nongroup) practice arranged by spedaly boards

Active
Specialty boards Inactive Overseas Address

unknown
Total

Group
practice

Nongroup
practice

Intern-
resident

Total

-Anesthesiology 1, 216 2, 379 15 3, 610 48 43 4 3, 705

Colon and rectal surgery 34 255 0 289 13 4 0 306

Dermatology 213 1, 868 5 2, 086 65 36 3 2, 190

Internal medicine 2, 915 12, 155 72 15, 142 377 142 8 15, 669

Neurological surgery 226 860 3 1, 089 14 18 2 1, 123

Obstetrics and gynecology 1, 541 6, 078 14 7, 633 184 94 5 7, 916

Ophthalmology 570 4, 239 9 4, 818 151 49 4 5, 022

Orthopedic surgery 1, 038 3, 069 4 4, 111 65 49 2 4, 227

Otolaryngology 512 3, 146 10 3,668 244 32 2 3, 946

Pathology 627 4, 427 28 5, 082 130 9 12 5, 314

Pediatrics 1, 575 7, 312 228 9, 115 235 155 20 9, 525

Physical medicine and rehabilitation 23 403 2 428 11 11 1 451

Plastic surgery 58 572 2 632 15 5 0 652

Preventive medicine . 28 1, 502 14 1, 544 200 87 9 I, 840

Psychiatry and neurology 440 7, 070 13 7, 523 248 59 18 7, 848

Radiology 2, 113 4, 653 20 6, 786 224 84 5 7, 099

Surgery 2, 165 10, 895 170 13, 230 245 291 20 13, 786

Thoracic surgery 280 1, 413 10 1, 703 17 41 1 1, 762

Urology

Subtotal

500 2, 207 3 2, 710 120 32 3 2, 865

16, 074 74, 503 622 91, 199 2, 606 1, 322 119 95, 246

Those having no board

Total

13, 046 134, 919 43, 947 191, 912 10, 871 6, 249 1, 189 210, 221

29, 120 209, 422 44, 569 283, 111 13, 477 7, 571 1, 308 305, 467

1
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TABLE 12. Physicians in group (nongroup) practice arranged by State of
residence

State of residence
Active

Group
practice

Nongroup
practice

Intern-
resident

Total

I. Active:
Alabama 415 2, 281 270 2, 966

Maska 45 206 0 251

Arizona 281 1, 610 179 2, 070

Arkansas 252 1, 337 169 1, 758

California 4, 373 25, 311 4, 149 33, 833

Colorado 444 2, 424 653 3, 521

Connecticut 315 4, 079 833 5, 227

Delaware 35 580 70 685
District of Columbia 187 2, 734 927 3, 848

Florida 787 5, 993 969 7, 749

Georgia 422 3, 653 709 4, 784

Hawaii 218 640 93 951

Idaho 80 550 0 630

Illinois 1, 347 10, 996 2, 549 14, 892

Indiana 618 3, 854 407 4, 879

Iowa 541 1, 973 380 2, 894

Kansas 495 1, 757 409 2, 661

Kentucky 348 2, 521 368 3, 237

Louisiana 633 2, 881 760 4, 274

Maine 47 943 37 1, 027

Maryland 185 5, 858 1, 669 7, 712

Massachusetts 570 8, 079 2, 328 10, 977

Michigan 890 7, 298 2, 194 10, 382

Minnesota 1, 542 2, 553 1, 265 5, 360

Mississippi 268 1, 417 152 1, 837

Missoturi 680 3, 838 1, 102 5, 620

Montana 165 556 1 722

Nebraska 295 1, 255 172 1, 722

Nevada 83 363 1 447

New Hampshire 129 670 66 865

New Jersey 388 7, 856 1, 042 9, 286

New Mexico 135 846 83 1, 064

New York 1, 562 29, 361 8, 205 39, 528

North Carolina 604 3, 876 792 5, 272

North Dakota 281 344 13 638

Ohio 1, 222 9, 748 2, 546 13, 516

Oklahoma 381 1, 925 262 2, 568

Oregon 539 1, 816 320 2, 675

Pennsylvania 927 13, 101 2, 952 16, 980

Rhode Island 63 1, 180 169 1, 412

South Carolina 181 1, 928 174 2, 283

South Dakota 169 411 16 596

Tennessee 503 3, 267 749 4, 519
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TABLE 12. Physicians in group (nongroup) practice arranged by State of
residenceContinued

State of residence
Active

Group
practice

Nongroup
practice

Intern-
resident

Total

I. ActiveContinued
Texas 1, 778 9, 261 1, 825 12, 864
Utah 227 921 204 1, 352
Vermont 37 508 115 660
Virginia 539 4, 335 817 5, 691
Washington 729 3, 290 598 4, 617
West Virginia 216 1, 407 149 1, 772
Wisconsin 1, 110 3, 160 646 4, 916
Wyoming 45 280 o 325

Subtotal 28, 726 207, 031 44, 558 280, 315

II. Inactive 1 13, 394 0 13, 395
III. Overseas 43 7, 023 458 7, 524
W. Address unknown......... 1 1, 305 0 1, 306

V. Total 28, 771 228, 753 45, 016 302, 540



TABLE 13. Physicians in group (nongroup) practice arranged by location of medical schools

Active
Location of medical schools Inactive Overseas Address Total

Group Nongroup Intern- Total unknown as
practice practice resident 4

United States:
Alabama 141 836 274 1, 251 30 27 4 1, 312

Arkansas 339 1, 714 301 2, 354 70 36 8 2, 468

California 1, 566 9, 666 1, 703 12, 935 695 397 62 14, 089
Colorado 333 1, 615 282 2, 230 121 82 6 2, 439
Connecticut 214 1, 717 314 2, 245 92 56 16 2, 409
District of Columbia 533 6, 872 1, 176 8, 581 240 298 63 9, 182

Florida 33 443 404 880 6 47 4 937

Georgia 540 3, 634 619 4, 793 201 99 15 5, 108

Illinois 2, 763 16, 566 2, 194 21, 523 1, 514 422 82 23, 541

Indiana 541 3, 509 540 4, 590 210 75 25 4, 900

Iowa 605 2, 466 391 3, 462 198 67 14 3, 741

Kansas 566 2, 088 390 3, 044 110 90 7 3, 251

Kentucky 408 2, 854 408 3, 670 212 49 14 3, 945

Louisiana 1, 073 5, 372 937 7, 382 242 211 21 7, 856

.No
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TABLE 13. Physicians in group (nongroup) practice arranged by location of medical schools-Continued
td

Active

Location of medical schools
Inactive Overseas Address

unknown
Total

Group
practice

Nongroup
practice

Intern-
resideu

Total

t. United Statet-Continued
Maine
Maryland
Massachusetts
Michigan
Minnesota
Missizippi
Missouri
Nebraska
New Hampshire
New Jersey
New York
North Caroliva
Ohio .
Oklahoma

1,

1,

1,

2,

1,

1

564
166
884
072
41

112
893

0
5

368
533
033
362

43
5, 650

10, 855
6, 125
3, 184

257
6, 721
3, 933

10
178

23, 581
2, 723
7, 808
1, 794

1,
1,

1,

4,

1,

0
753
404
055
489
246
000
546

0
279
178
829
203
328

44
6, 967

13, 425
8, 064
4, 745

544
8, 833
5, 372

10
462

30, 127
4, 085

10, 044
2, 484

1,

31
711

722
541
277

2
596
247

14
0

508
51

553
71

0
195
252
178
98
23

214
103

0
26

529
102
172

61

0
36
56
38
12
i

38
13
0
0

150
11

32
7

7,
14,
8,
5,

9,
5,

32,
4,

10,
2,

75
909
455
821
132
570
681
735
24

488
314
249
801
623

IC
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..........................................

Oreg on
Pennsylvania
Puerto Rico.
South Carolina
Tennessee
Texas
Utah
Vermont.
Virginia
Washington
West Virginia.
Wisconsin

U.S. subtotal

IL Canada
III. Foreign medical graduates

IV. Total

2,

1,

381
003

10
148
964
261
146
116
702
141

3
904

1,

19,

1,

6,
5,

1,

4,

3,

653
065
101
600
980
830
629
199
331
648

76
789

2,

1,
1,

282
744
67

273
108
180
184
184
608
312
117
681

2,
23,

2,
9,
8,

1,
5,
1,

5,

316
812
178
021
052
271
959
499
641
101
196
374

1,
121
318

5
61

401
258

7
103
288

8
1

163

79
548
364
43

11.5

202
35
40

131

56
16

137

9
90
20
4

40
26

2
3

21
2
0

19

2,
25,

2,
9,
8,
1,
1,
6,
1,

5,

525
768
567
129
638
757
003
645
081
167
213
693

ra
H

g

H
g

0
Z

26, 468 178, 115 29, 983 234, 566 11, 999 5, 705 971 253, 241

1,

545
713

4,
24,

164
752

1,
13,

013
562

5,
40,

722
027 1,

323
073 1,

369
450

42
293

6,
42,

456
843

28, 726 207, 031 44, 558 280, 315 13, 395 7, 524 1, 306 302, 540
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SECTION G-AGE DISTRIBUTION
Explanation: Table 14Refers to age of the physicians as of January

2, 1967; tables 15-16Refers to the year of graduation from medical
school.

Additional information: Tables 14-16Separate age categories for
20-24 and 25-29 were made, but the former contained few doctors ex-
cept as interns or residents; a "Federal", "Nonfederal" breakout was
obtained on each of the specialties, as well as on the expanded "Over-
seas" categories; table 15a "FedPral", "Nonfederal" breakout was also
obtained by each State of residence and on the expanded "Overseas"
category.

T ables not included: A. Tables were also obtained on the age distribu-
tion of physicians cross-referenced against: nature of professional medi-
cal activity; source of professional income; and, principal employer.
These correspond to the AMA's codes A, C, and D (see tables 2, 4, 5 )
and are similar in format to table 14.

B. A long table was obtained on the year of graduation from individ-
ual medical schools.

C. Three additional tables similar to table 16 were formed by cross-
referencing the year of graduation against : nature of professional medical
activity; source of professional income; and, principal employer.

580



TABLE 14. Age distribution of physicians according to detail of professional activities

Professional Activities
Age

20-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70 and over
Total

I. Active:
A. Full-time specialty practice
B. General practice with specialty

1, 364 14, 108 25, 725 28, 848 24, 346 20, 907 17, 867 12, 898 8, 479 10, 703 165, 245
to

interest 44 568 1, 333 2, 267 2, 696 3, 133 3, 728 2, 866 1, 874 2,093 20, 602 d
C. Intern
D. Resident or fellow

8, 583
15, 786

1,
13,

134
185 3,

272
274 1,

92
276

38
497

17
239

10

112
5

24
2
8

0
4

10,
34,

153
405

g
A

E. Other full-time staff in
hospital service 5, 383 7, 960 4, 587 3, 528 2, 501 2, 163 2, 008 1, 604 959 553 31, 246 d

F. Full-time medical school
faculty 71 1, 388 2, 702 2, 274 1, 512 922 666 436 269 145 10, 385

G. Administrative medicine 160 171 224 456 506 575 742 589 304 201 3, 928

H. Research 361 969 962. 728 465 327 219 123 90 106 4, 351 0
to

Subtotal 31, 752 39, 483 39,080 39, 469 32, 561 28, 283 25, 352 18, 545 II, 985 13, 805 280, 315

II. Inactive 173 261 308 399 301 383 519 963 1, 783 8, 305 13, 395

III. Overseas 1, 861 1, 951 1, 162 875 564 359 262 180 151 159 7, 524

IV. Address unknown 106 215 196 165 121 92 79 76 68 188 1, 306./"
V. Total 33, 892 41, 910 40, 746 40, 908 33, 547 29, 117 26, 212 19, 764 13, 987 22, 457 302, 540
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TABLE 15. Physicians arranged by year of graduation and present State of residence

State of residence

I. Active:
Alabama
Alaska
Arizona
Arkansas
California
Cclorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana

oss

Year of graduation
Total tss

0

0
x
x

Prior to
1915

1915-24 1925-34 1935-44 1945-54 1955-64 1965-66

90
0

13
57

256
38
66
9

24
71

107
4

12
275

76

115
2

44
72

984
98

204
23

425
266
153
25
16

757
204

3,

1,

325
16

235
185
115
297
668

96
490
728
439
112
79

975
707

6,

1,

1,

3,
1,

626
27

419
371
955
657
059
165
734
516
878
218
184
376
264

8,

1,

2,
1,

3,
1,

781

74
537
461
888
881
287
192
720
238
246
259
188
647
209

11,
1,
1,

1,
2,
1,

4,
1,

895
117
699
519
769
302
642
180
472
500
643
289
144
056
208

1,

134
15

123
93

866
248
301

20
283
430
318

44
7

806
211

2,

2,
1,

33,
3,
5,

3,
7,
4,

14,
4,

966
251
070
758
833
521
227
685
848
749
784
951
630
892
879



,LIowa

-
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon .

Pennsylvania
Rhode Island
South Carolina

82
82
91
72
34
68

152
134
88
70

123
9

50
2

15
145

8
637

73
13

184
73
30

349
24
56

153
77
90

128
60

240
616
467
176
69

288
30

105
20
40

459
15

2, 718
218

18
624
107

73
811
69
79

413
273
399
384
145
593

1, 494
1, 132

563
197
688

76
223

57
134

1,441
120

6, 126
612

71
1, 771

307
304

2, 438
220
234

630
555
627
851
296

1, 218
2, 347
1, 999

952
349

1, 106
174
345
112
239

2, 90P

8, 303
1, 031

131
2, 867

531
622

3, 738
309
475

718
659
819

1, 066
257

1, 722
2, 137
2, 477
1, 320

501
1, 302

231
409
120
198

2, 189
292

7, 302
1, 317

171
3, 273

634
748

3, 754
342
572

767
887

1, 050
1, 442

203
3, 314
3, 578
3, 524
1, 917

572
1, 700

185
489
125
210

2, 563
360

12, 080
1, 712

219
4, 042

776
786

4, 840
387
747

t 31
128
161
331
32

557
653
649
344

79
413

17
101

11
29

281
51

2, 362
309

15
755
140
112

1, 050
61

120

2, 894
2, 661
3, 237
4, 274
1, 027
7, 712

10, 977
10, 382
5, 360
1, 837
5, 620

722
1, 722

447
865

9, 286
1, 064

39, 528
5, 272

638
13, 516
2, 568
2, 675

16:4980

2, 283

at
Pi

cla

4o
re
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D
g
>
40
Z
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TABLE 15. Physicians arranged by year of graduation and present State of residence-Continued

State
Year i)f graduation

Totalcf residence
Prior to

1915
1915-24 1925-34 1935-44 1945-51 1955-64 1965-66

I. Active-Continued
South Dakota 7 20 86 135 163 156 29 596

Tennessee. 117 160 454 900 1, 196 1, 375 317 4, 519

Texas 166 434 1, 334 2, 652 3, 374 4, 179 725 12, 864

Utah 8 46 116 283 386 416 97 1, 352

Vermont. 12 21 99 169 144 172 43 660

Virginia 91 188 607 1, 081 1, 435 1, 915 374 5, 691

Washington 28 90 412 1, 079 1, 326 1, 423 259 4, 617

West Virginia 58 96 286 454 464 361 53 1, 772

Wisconsin 74 201 653 998 1, 309 1, 439 239 4, 916

Wyoming 5 12 40 83 106 75 4 325

Subtotal 4, 328 12, 109 33, 969 58, 516 67, 041 88,421 15, 931 280, 315

Il. Inactive. 4, 398 4, 047 2, 592 942 665 655 96 13, 395

III. Overseas 45 149 336 696 1, 321 4, 338 639 7, 524

IV. Address unknown 79 109 156 159 293 480 30 1, 306

V. Total 8, 850 16, 414 37, 053 60, 313 69, 320 93, 891 16, 696 302, 540
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TABiz 16. Physicians arranged by year of graduation and detail of professional activities

Year of graduation
Professional activities Total

Prior to 1915-24 1925-34 1935-44 1945-54 1955-64 1965-66
1915

L Active:
A. Full-time specialty practice 3, 515 9, 156 24, 007 43, 151 48, 824 36, 134 458 165, 245
B. General practice with specialty interest. . . . 602 1, 817 5, 134 6, 653 3, 978 2, 413 5 20, 602
C. Intern 0 1 7 22 115 1, 357 8, 651 10, 153

04

D. Resident or fellow 1 6 42 404 1, 734 27, 254 4, 964 34, 405
E. Other full-time staff in hospital service. 113 608 2, 703 4, 389 6, 198 15, 489 1, 746 31, 246 5.64

F. Full-time medical school faculty. 24 190 799 2, 009 4, 078 3, 265 20 10, 385
G. Administrative medicine 48 224 1, 042 1, 274 817 498 25 3, 928
H. Research 25 107 235 614 1, 297 2, 011 62 4, 351

0
Subtotal 4, 328 12, 109 33, 969 58, 516 67, 041 88,421 15, 931 280, 315 ca

II. Inactive 4, 398 4, 047 2, 592 942 665 655 96 13, 395
IIL Overseas 45 149 336 696 1, 321 4, 338 639 7, 524
IV. Address unknown 79 109 156 159 293 480 30 1, 306

V. Total 8, 850 16, 414 37, 053 60, 313 69,320 93, 894 16, 696 302, 540

.ONIP1ot
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SECTION H FEDERAL SERVICE

TABu?. 17 . National total of physicians arranged by State of residence and
type of Federal service

State of residence

Principal employer

Federal Non- Total
Federal

DOD PHS VA Other

I. Active:
Alabama 173 9 107 2 2, 675 2, 966

Alaska 15 66 3 2 165 251

Arizona 10 101 88 4 1, 767 2, 070

Arkansas 63 3 96 3 1, 593 1, 758

California 1, 768 203 868 43 30, 951 33, 833

Canal Zone 45 4 0 14 92 155

Colorado 318 16 68 5 3, 114 3, 521

Connecticut 128 23 85 0 4, 991 5, 227

Delaware 26 0 16 1 642 685

District of Columbia 553 174 191 94 2, 836 3, 848

Florida 576 24 181 6 6, 962 7, 749

Georgia 321 129 125 7 4, 202 4, 784

Hawaii 36 9 5 2 899 951

Idaho 19 2 15 3 591 630

Illinois 386 31 509 9 13, 957 14, 892

Indiana 90 7 63 4 4, 715 4, 879

Iowa . 48 3 77 1 2, 765 2, 894

Kansas 149 21 128 4 2, 359 2, 661

Kentucky 178 35 72 1 951 3, 237

Louisiana 152 123 135 2 .. '.62 4, 274

Maine 61 6 35 1 924 1, 027

Maryland 707 1, 060 125 97 5, 723 7, 712

Massachusetts 292 103 273 10 10, 299 10, 977

116chigan 179 34 170 2 9, 997 10, 382

/vfinnesota 80 18 200 2 5, 060 5, 360

/vexisdppi 103 12 71 1 1, 650 1, 837

Missouri 130 35 98 3 5, 354 5, 620

Montana 31 28 17 0 643 722

Nebraska 80 8 64 2 1, 568 1, 722

Nevada 26 6 14 1 400 447

New Hampshire 35 3 18 2 807 865

New Jersey 251 18 176 10 8, 831 9, 286

New Mexico 99 78 52 1 834 1, 064

New York 530 268 835 12 37, 883 39, 528

North Carolina 290 19 133 1 4, 829 5, 272
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TABLE 17 . National total of physicians arranged by State of residence and
ype of Federal service-Continued

State of residence

Principal employer

TotalFederal Non-
Federal

DOD PIIS VA Other

I. Active-Continued
North Dakrta 58 14 16 0 550 638
Ohio 242 42 228 8 12, 996 13, 516
Oklahoma 146 48 60 5 2, 309 2, 568
Oregon 33 11 83 1 2, 547 2, 675
Pennsylvania 430 29 311 14 16, 196 16, 980
Puerto Rico 42 22 51 4 1, 855 1, 974
Rhode Is!and 105 1 32 0 1, 274 1, 412
South Carolina 284 6 55 2 1, 936 2, 283
South Dakota 27 32 39 0 498 596
Tennessee 129 13 187 3 4, 187 4, 519
Texas 1,432 67 367 23 10, 975 12, 864
Utah 45 10 36 4 1, 257 1, 352
Vermont 5 1 14 0 640 660
Virginia 597 127 155 51 4, 761 5, 691
Virgin Islands 0 0 0 0 56 56
Washington 297 105 115 4 4, 096 4, 617
West Virginia 23 9 82 0 1, 658 1, 772
Wisconsin 56 2 177 1 4, 680 4, 916
Wyoming 13 3 21 0 288 325
Pacific Islands 1 4 0 5 29 39

Subtotal 12, 016 3, 225 7, 142 477 259, 679 282, 539
=MG

IL Inactive 0 0 0 0 14, 701 14, 701
III. Overseas 3, 096 159 10 53 1, 982 5, 300

IV. Total 15, 112 3, 384 7, 152 530 276, 362 302, 540
,
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SECTION I---FOREIGN MEDICAL GRADUATES
(FMG's)

Explanation:

An extensive anAysis was done on FMG's because of the paucity of
data on these individuals. These tables are quite long and involved, often
listing individual countries throughout the world.

For purposes of this report these countries were groupcd into regions.
(Countries within each region are listed in the preface.) On the com-
puter printout there is some mistake in coding for certain doctors.
For these individuals (38; it is not possIle to determine the specific
country of education, and they are grouped as "Other".

Table 20the initial breakout in the left-hand margin is by visa
status and then by coun4y of education for each classification of citizen.
As will be noted, some entries contained n'a citizenship. The "Deriv-
ative" citizen is an American, one or both of whose parents has been
naturalized.

Additional data:

Table 18This table contains in its expanded form, under "Active
Physicians", an alphabetical listing of the countries throughout the
world, and a sublisting within each countly of "The American-born
(or derivative) foreign medical graduate", "The foreign-born FMG",
"The naturalized FMG", and "The other FMG" (no citizenship listed).
Similar breakouts were made for "U.S. possessions", and "Foreign
countries" under the general category of "Overseas".

Table 19The alphabetical listing of all countries contained two
subcategories. Those physicians now in "Federal" or "Non-Federal"
practicewith the same division for "US. possessions" and "Foreign
countries".

Tab!e 20Under each visa status the countries were listed individ-
ually and in alphabetical order.
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STATISTI.CAL TABULATIONS

Tables not included:

589

Nine additional tables were obtained on FMG's:
1Foreign medical graduates as arranged by country of education

and the year in which the national board .was taken. "Federal" and
"Non-Federal" subcategories were obtained on each comtry.

2--,Same tyre of listing (see 1 above) was obtained by country of
education on "Male" and "Female" graduates.

3, 4, 5These tables are similar to table 18 but are variously crors-
referenced against the nature of professional medical activity, the source
of professional income, and principal employer (see also explanation
in Additional data) .

6Foreign medical graduates as arranged by primary specialty and
location of education (whether a foreign medical graduate or an Amer-
ican medical graduate; the FMG's are subdivided into visa status),

7Foreign medical graduates as arranged by specialty boards and
location of education (see 6 above; the spechIlty boards are subdivided
into "Federal" and "Non-Federal" categories as were the "Primary
Specialties" listed in 6 above).

8The national total of physicians as arranged by State of residence
and visa status. Under the listing for each State a breakout is given
for AMG, CMG, and FMG.

9National total of physicians as arranged by citizenship and training
status. This report is somewhat similar to table 20, but, instead of listing
the individual countries within each category of the visa, it gives the
doctors as AMG, CMG, or FMG. The foreign citizens, however, are
broken out by "State of residence" as well. It is possible, for instance, to
see how many physicians residing in Kentucky are American medical
graduates, Canadian medical graduates, or foreign medical graduates
and to see what their training status is.

28S-858 0-68-88
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TABLE 18. Summlry of foreign medical graduates aminged by country of education and detail of professional activities

General Other Full-time g
Full-time practice Resident Full-time medical Adminis- Re- Re- Not in ort

specilty with Intern or Staff in school trative search tired prac- Total 0
practice specialty fellow hospital faculty medicine tice Pi

H

interest service 0
121

I. Active:
Country of education:

North America.. .
Latin America
Europe
Africa
Near East
Eastern Asia
Other

Total .

IL Inactive
III. Ovetbras (location

only)
IV. Address unimown

V. Total

151,
1,

10,

1,

011
847
148
165
990
048

36

18,

1,

299
282
778

7
101
135

0

7,

1,

517
414
434

26
461
271

0

23,
1,
2,

2,
4,

382
993
085
183
482
280

0

24,
1,
3,

1,

076
535
307
104
908
315

1

8, 933
193
857
72

136
194

0

3, 656
37

193
6

19
17
0

3, 206
164
597

14
114
255

1

0
0
0
0
0
0
0

0
0
0
0
0
0
0

240,
6,

19,

5,
8,

110
465
399
577
211
515

38

i
41

g
gt4

g
Z
014

i
00
14
IC

1
8
z

165, 245 20, 602 10, 153 34, 405 31, 246 10, 385 3, 928 4, 351 0 0 280, 315

1,

0

763
0

0

200
0

0

116
0

0

342
0

4,

0

222
0

0

305
0

0

338
0

0

238
0

10, 141

0
0

3,

1,

254

0
306

13,

7,
1,

395

524
306

167, 008 20, 802 10, 269 34, 747 35, 468 10, 690 4, 266 4, 589 10, 141 4, 560 302, 540

MINION



TABLE 19. Summit), of foreign medical graduates arranged by country of education andyear in which first licensed to practice

Prior to
1915

1915-24 1925-34 1935-44 1945-54 1955-64 1965-66 None Total

I. Active
Country of education:

North America 3., 080 8, 516 24, 143 35, 682 58, 086 66, 270 15, 520 28, 813 240, 110
Latin America 0 6 31 14 244 1, 846 744 3, 580 6, 465
Europe 8 146 591 3, 735 2, 774 6, 831 1, 265 4, 049 19, 399
Africa. 0 0 0 0 11 183 102 281 577
Near East. 3 7 14 33 128 927 301 3, 810 5, 223
Eastern Asia 0 7 4 13 118 1, 037 382 6, 942 8, 503
Other 23 6 4 2 1 2 0 0 38

Total. 3, 114 8, 688 24, 787 39, 479 61, 362 77, 096 18, 314 47, 475 280, 315

II. Inactive. 2, 382 2, 397 1, 817 856 768 526 118 4, 531 13, 395
III. Overseas (location only) 24 73 83 174 364 865 93 5, 848 7, 524
IV. Addres unknown 0 0 0 0 2 6 2 1,296 1, 306

V. Total 5, 520 11, 158 26, 687 40, 509 62, 496 78, 493 18, 527 59, 150 302, 540

ANION



TABLE 20. Nation& total of physicians, arranged _first by citizenship and then by country of education and training status

Citizenship status Intern Resident Fellow Nontrainee Total

.I. ACTIVE:
A. No citizenship given, country of education:

North America 595 443 59 7,409 S, 506

Latin America 19 155 21 504 699
Europe 21 154 33 1,466 1, 674

Africa 3 21 4 48 76

Near East . 19 186 26 342 573

Eastern Asia 44 272 37 553 906
Other 0 0 0 10 10

Total 701 1, 231 180 10, 332 12, 444

B. U.S. Native, country of education:
North America 6, 891 20, 207 1, 571 195, 572 224, 241

Latin America 6 61 1 207 275

Europe 101 497 25 3,880 4, 503

Africa 0 1 0 7 8
Near East 2 13 0 78 93

East= Asia 5 20 0 94 119

Other 0 0 0 23 23

Total 7, 005 20, 799 1, 597 199, 861 229, 262

1
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C. Derivative, country of education:
North America 15 57 6 485 563
Latin America 0 2 0 4 6
Europe 1 3 0 59 63
Africa 0 0 0 2 2
Near East 0 1 0 3 4
Eastern Asia 0 2 0 8 10
Other 0 0 0 0 0

Total 16 65 6 561 648

aD. Nawralized, country of education:
North America 30 387 38 4, 813 5, 268

i)

Latin America 2 109 5 1, 588 1, 704
Europe 12 256 14 9, 874 10, 156
Africa 0 1 1 125 127
Near East
Eastern Asia

3
3

.27. ,

:- 33
2
6

893
998

925
1, 040 5

Other 0 0 0 5 5

Total 50 813 66 18, 296 19, 225
CO

E. Canadian, country of education:
North America 10 400 78 852 1, 340
Latin America 0 0 0 3 3
Europe 1 14 2 67 84
Africa 0 1 1 0 2
Near East 0 2 1 8 11
Eastern Asia 0 2 0 3 5
Other 0 0 0 0 0

01Total 11 419 82 933 1, 445 cc)
00

`....110



TABLE 20. National total of physicians, arrangedfirst by dtizenship and then by country of education and training status-
Continued

Cry
eCo

Citizenship status Intern Resident Fellow Nontrainee Total
E0
W

ACTIVE-Continued
F. Foreign, country of education:

North America
Latin America
Europe
Africa
Near East
Eastern Asia
Other

Total

Subtotal

. Inactive
T. Overseas (located only)

Address unknown

. Total

21 177 11 161 370

372 1,420 167 1, 641 3, 600

298 923 164 1, 534 2, 919

23 121 32 186 362

437 2, 000 230 950 3, 617

1, 210 3, 649 353 1, 302 6, 423

0 0 0 0 0

2, 370 8, 290 857 5, 774 17, 291

10, 153 31, 617 2, 788 235, 757 280, 315

0 0 0 13, 395 13, 395

116 325 17 7, 066 7, 524

0 0 0 1, 306 1, 306

10, 269 31, 942 2, 805 257, 524 302, 540

a0
X
X
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NOTE
Volume I of the Report of the Nationa! Advisory Commission on Health Man-

power contained a statement to the effect that Appendices II through X would be
contained in Voluxiie II. However, Appendices IX and X have been eliminated by
incorporation of two appendices into Appendix VII as Chapters II and III.
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