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Foreword

The authors, a physician, a lawyer, and a nurse, have com-
bined their professional insights to provide a unique overview of
issues conironting the newest health care professional—the physi-
cian’s assistant. While recognizing the great promise of the PA for
improved health care, they also highlight some of the many problems
that lie ahead.

Aware of what the past can teach about the development
of health professions, they raise issues of distribution, economics,
education, task delegation, and protection of the public. Interde-
pendent relationships of PA’s with other health care professionals are
advocated and the reorganization of health care workers into health
teams is supported. The emerging PA profession is urged to circum-
vent prideful professionalism and to focus on improving patient care.

To anyone familiar with health care in America, it is clear
that many issues facing the physician’s assistant also plague the larger
health care system. Although the authors do not profess to have
simple “answers” to the numerous issues they raise, their candid
analysis leads to carefully articulated recommendations. This timely
and informative book should stimulate productive dialogue and
investigation toward improved patient care.

Kenneth M. Endicott, M.D.

Administrator

Health Resources Administration

Department of Health, Education
and Welfare

May 1, 1972
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Authors’ Note
to the Second Edition

Although there were many reasons to revise this book, the
most obvious are that there are no copies left, the demand for it
continues, and we believe that the analysis contained therein remains
timely and important. Although there have been significant develop-
ments in this field during the past three years, the questions posed
and the recommendations made in the first edition are still very
much in the forefront today.

Many qualified applicants are unable to find a place in an
American medical school. The Congress continues to struggle with
some form of national health insurance. Qur heavy reliance on for-
eign medical graduates is increasingly questioned. And nearly every-
one is critical of our inability to provide more front-line primary care
of reasonable quality to all Americans during a time of rapidly
increasing costs. With the increasing production of family practice
physicians, the appropriate training, utilization, and reimbursement
of new health practitioners," who can assist physicians to deliver
primary care, is under heavy debate.

In addition to revising the text where appropriate, we have
added a new chapter entitled, “Epilogue: New Health Practitioners in
Evolution” (pp. 153-176). This chapter takes note of important
events since 1972, discusses the lack of fit between the specialist
physicians now produced and society’s needs for generalists, and
presents the new health practitioner as the human equivalent of a

1. In the Epilogue, we have adopted the terminology “‘new health
practitioner” to encompass the health care providers described in this book. This
represents the current solution to the search for the most appropriate label (see
pp. 7-11). See Alired M. Sadler, Jr., ‘*“The New Health Practitioner in Primary
Care,” Journal of Medieal Education 49 (September 1974):845-848.
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xviif  Authors’ Note to the Second Edition

major new technology. A supplementary bibliography directs the
reader to appropriate new source material. Resource documents and
appendixes are included to support our analysis and to provide
important reference information.

Having reviewed recent developments, and aware of the
growing competition for funding, we believe it is important to restate
our underlying thesis: The introduction of a new practitioner into
the health care system with the accompanying issues of identity,
status, professionalism, authority, scope of practice, responsibility,
degree of independence, and cost represents a major experiment in
social change. As such, the experiment must continue to be funded
for at least another decade if its impact on improved quality, access,
and economies in delivering health care is to be determined. What
can be learned from the introduction of new health practitioners
during the late 1960s and the 1970s should shed important light on
how health care will be delivered in the 1980s and beyond.

AMS., Jr.
B.L.S.
A.AB.

Princeton, New Jersey
May 1, 1975



Preface to the First Edition

The first edition of this book was an outgrowth of a
“White Paper on the Physician’s Assistant.” The white paper was
prepared at the request of five foundations! that have supported the
development of new forms of health manpower to deliver quality
medical care. Our charge was to take a fresh look at the place of the
physician’s assistant® in American medicine, discuss the implications
of this emerging new health professional, and identify important
issues of value in directing further foundation research.

Following a meeting with the participating foundations in
April 1971, during which our charge was defined, the study was
accomplished through literature review, telephone discussions, meet-
ings with individuals in the health manpower field, and our own

“analysis of available information and experience. Preliminary drafts
of the paper were reviewed at meetings with foundation representa-
tives in October and November 1971. A final draft was submitted on
January 15, 1972.

Subsequently the paper was revised and expanded for
publication as a book. The recommendations refer to what we
believe is needed in the health manpower field generally. They reflect
our views and are not necessarily the views of the foundations.

Of necessity, the first edition was prepared in the inter-
stices of major commitments to the authors’ principal activity at that

1. The Carnegie Corporation, the Commonwealth Fund, the Foun-
dation for Child Development, the Josiah Macy Foundation, and the Rockefeller
Foundation,

2. As in the first edition, the term “physician’s assistant’ includes a
range of midlevel health workers variously named—physician’s associates (Duke
and related models), medex, nurse clinicians, nurse practitioners, physician
extenders, child health associates, etc. Since the first edition, the term “new
health practitioner’ has become widely accepted as the generie term.

Xix
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time, the Trauma Program of the Yale University School of Medi-
cine. Given the constraints of time and our own work commitments,
we did not attempt to provide detailed solutions to the issues, but
endeavored to raise the right questions and to suggest productive
approaches to their resolution.

Any attempt to fashion a rational view of health man-
power risks reducing complex issues to simplistic generalizations. We
may appear to be unreasonably critical of the positions of others,
achieved often after long and hard work. We do not mean to imply
that the assumptions under scrutiny are invalid; our aim, rather, is to
delineate other lines of reasoning and points of view that should also
be explored. We attempt to show, for example, that assumptions
which were appropriate for one time and place simply do not obtain
today.

We begin by reviewing briefly the physician’s assistant
phenomenon, its great promise to American health care, and the
ample manpower resources for its growth and development (“Intro-
duction”). Next (“Some Fundamental Concerns’), we address issues
of timely import to the success of the PA:

levels, ratings, and titles,

co-option into specialty practice settings,
dependence vs. independence,

equality for the sexes,

methods of reimbursement,

Ol o b b

The nursing profession is examined because of its relevance to the
physician’s assistant (“Lessons from Nursing”). We then move to
issues which are likely to be framed in legal terms or resolved
through the legal process (*“Where the Law Intervenes”). Further, we
explore briefly a variety of organizational settings which will affect
the physician’s assistant (“Organizational Alternatives”) and we
provide recommendations for action (“Issues and Recommenda-
tions”). A “Selected Bibliography’ follows and material of special
relevance is included in the “Appendixes.”

ACKNOWLEDGMENTS
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Chapter One

Introduction

THE PHYSICIAN'S ASSISTANT
PHENOMENON

In many respects, the birth and development of the ‘“physician’s
assistant™ is the most exciting health manpower innovation in several
decades.' It has highlighted the established belief that many tasks
performed only by physicians can be carried out with equal compe-
tence by specially trained health professionals.

The PA concept is exciting because it holds great promise
for improving and distributing health care. Many of the problems and
issues which at first appear unique to the PA are, in fact, part of the
most crucial issues affecting our health care system. Its development
emphasizes the importance of these issues and helps to generate fresh
insights into traditional and often moribund analyses.?

Although in 1971 less than 200 physician’s assistants had
been graduated, the public and professional interest in them was
phenomenal.®> The Department of Health, Education and Welfare

1. The American Medical Association’s Board of Trustees and its
Council on Health Manpower have recommended the following working defini-
tion of the “physician’s assistant’’: ““The physician’s assistant is a skilled person
qualified by academic and practical training to provide patient service under the
supervision and direction of a licensed physician who is responsible for the
performance of that assistant.””

2. We will not use a personal pronoun when discussing the physi-
cian’s assistant. Except for certain programs like Medex, which originally limited
entry to the military corpsman, the masculine or feminine is equally appropriate.

3. Department of Health Manpower, Division of Medical Practice,
American Medical Association, 1971 Survey of Operational “Physician’s Assigt-
ant’ Programs: Numbers Graduated and Employed (August 1971). This figure
does not include the graduates of nurse-expansion programs.

l
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reported that 80 PA training programs were in various stages of
development in addition to approximately 50 programs that extend-
ed nursing roles.*

A major federal commitment to train physician’s assistants
has been made. In his Health Message of February 18, 1971, Presi-
dent Nixon called for $15 million for the training of physician’s
assistants,’ Following the president’s lead, Congress passed the
Comprehensive Health Manpower Training Act of 1971 which
included explicit provision for the training of physician’s assistants.
In addition, funds authorized by the Health Training Improvement
Act of 1970 and the Nurse Training Act of 1971 were earmarked for
this purpose. To assure a unified approach, funding for physician’s
assistant programs was combined in the Office of Special Programs,
Bureau of Health Manpower Education, National Institutes of
Health, (see pp. 21-24).

The three branches of the armed services have developed
physician’s assistant programs.® The Veterans Administration has
made a major training commitment,” and the Civil Service Commis-
sion has developed rating standards for various ‘“levels” of physician’s
assistants.®

The public media have also shown considerable interest.

4. U8, Department of Health, Education and Welfare, National
Institutes of Health, Selected Training Programs for Physician Support Personnel
(1971).

5. The President stated: “One of the most promising ways to
expand the supply of medical care and to reduce its costs is through a greater use
of allied health personnel, especially those who work as physician’s and dentist’s
assistants, nurse pediatric practitioners and nurse midwives. Such persons are
trained to perform tasks which must otherwise be performed by doctors them-
selves, even though they do not require the skills of a doetor. Such assistance
frees a physician to focus his skills where they are most needed and often allows
him to treat many additional patients.”’ The President’s Health Message (1971),
p. 9.

6. Air Force: The first class of 25 students began on July 1, 1971,
Located at Shephard Air Force Base, Wichita Falls, Texas, the 24 month course
includes 12 months of academic study and 12 months preceptorship.

Army: The first class of 60 students began in February 1972,
Located at Fort Sam Houston and affiliated with Baylor University, the course
resembles the Air Force program in length and general structure.

Navy: The first class started in the summer of 1972. The program
has been affiliated with the George Washington University School of Medicine.

7. The Veterans Administration has detailed a “routine work assign-
ment” for utilizing the physician’s assistant in the hospital setting in the VA
Circular 10-71-32 entitled “Physician’s Assistants—Guidelines for Utilization.”

8. The Civil Service grades vary from G5-7 through G8-11, depend-

ing on background and education. United States Civil Service Commission,
Bridging the Medical Care Gap, Announcement no. 428, March 1971.
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The weekly magazines (Time, Life, etc.), a cartoon (“Gasoline
Alley”), and television (“The Bold Ones”, “Marcus Welby, M.D.,”
“Medical Center’”) have all featured the physician’s assistant. The PA
has been a political bonanza. Legislators have introduced a variety of
“physician’s assistant laws” in more than 40 states (see pp. 93-99
and Appendix B). The political appeal of providing a useful civilian
health occupation for the returning Viet Nam medical corpsman was
enormous. After initial reticence, the AMA joined in support of the
PA and issued full page advertisements in national newspapers and
magazines. Numerous meetings and conferences have discussed the
arrival of the PA on the health scene.

THE PROMISE

Considering that a mere 200 physician’s assistants existed in 1971,
what explained the success of the PA in capturing the imagination of
health professionals and the public? What place will the physician’s
assistant find in our already crowded constellation of manpower
categories? Answers to these questions reside in the following major
promises—promises that may not necessarily be realized:

1. The physician’s assistant is viewed as a creative solu-
tion to our health manpower shortage. The doctor deficit is one of
the most discussed and documented aspects of our current health-
scene. Numerous efforts are under way to shorten the medical curri-
culum, develop varied and more flexible “track systems,” expand
medical school size, and create new schools. Indeed, the Carnegie
Commission repoxt outlined a massive plan to educate 50 percent
more physicians by 1980.°

For any of these efforts to be successful, the effectiveness
of practicing physicians must also be maximized. Studies have
demonstrated that much of what a physician does during his evalua-
tion and care for patients is routine and repetitious and can be
assumed by specially trained personnel. A detailed patient history, a
physical examination, and many diagnostic and therapeutic proce-
dures can all be performed competently, and in some cases more
effectively, by well-trained persons who have time to devote to
them,'?

9. Carnegie Commission on Higher Education, Higher Education
and the Nation’s Health: Policies for Medical and Dental Education (New York:
MeGraw—Hill, 1970). .

10. For example, see Charles E. Lewis, Barbara A. Resnik, Glenda
Schmidt, and David Waxman, “Activities, Events and Outecomes in Ambulatory
Patient Care,” New England Journal of Medicine 280, no.12 (March 20,
1969):645-49; Alfred Yankauer, JohnP. Connelly, and dJacob J, Feldman,
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2. At a time when we were fighting an unpopular war,
physician’s assistant programs promised civilian jobs to experienced
returning military servicemen. The designers of the physician’s assist-
ant concept recognized that a large manpower pool was available
from the military services. Approximately 30,000 men who had
some medical experience were being discharged each year. Of those,
6,000 had extensive medical training and independent duty experi-
ence.'! Such individuals typically had been lost to our credential-
happy civilian health care system because of their lack of formal
education. Physician’s assistant programs promised to help translate
these hard-earned gkills into useful civilian functions.

3. The soaring costs of medical education can be checked
and even reduced by the use of a physician’s assistant who can be
trained in a relatively short period of time. Clearly it is much less
expensive to train a physician’s assistant over a two year span than to
train one physician over an eight to ten year period. Although some
medical schools now give the MD degree after three years, an addi-
tional three to six years are required for the training of a physician
specialist.

4. Physician services which can be provided by nonphysi-
cians should save the consumer money. As alternative payment
schemes, such as prepaid group practice, are devised, the cost of
medical care can be reduced through the utilization of less costly
personnel.

5. The physician’s assistant can contribute to quality
medical care by allowing more patients to be seen under more opti-
mal conditions. Less hurried examinations should provide more
accurate diagnoses and permit the physician to concentrate on those
patients who require his special knowledge and skills. The PA can
also help to increase quality of care by freeing physician time to
participate in continuing education and study.'”> Some physicians
may not utilize such free time for continuing education and would
prefer instead to relax and enjoy whatever extra moments are made
available. If this leads to greater physician longevity, we will have

“Physician Productivity in the Delivery of Ambulatory Care,” Medicel Care 8
no. 1 {(January—February 1970):35—-46; K. D. Rogers, M. Mally, and F. L. Mar-
cus, “A General Medical Practice Using Nonphysician Personnel,” Journal of the
American Medical Association 206, no, 8 (November 18, 1988):1753-57;
Louis R. Pondy, “Physician’s Assistant Productivity: Ayden, North Caroclina®
{Unpublished, Duke University, Durham, North Carolina, April 1970).

11. Richard A. Smith, “Medex—A Demonstration Program in Pri-
mary Medical Care,”” Northwest Medicine 68 (1969):1023-30.

12. Eugene A_ Stead, “The Duke Plan for Physician’s Ass1stants,”
Medicel Times 95, no. 1 (January 1967):40-48,
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helped to preserve the highest level of medical manpower resource.

6. The physician’s assistant is viewed as providing more
manpower for primary, preventive, and emergency care needs. With
our increasing emphasis on specialization and subspecialization, most
physicians are being educated beyond primary and general practice
functions. The development toward subspecialization is understand-
able because with advancing technology, the explosion of medical
knowledge, and the expansion of highly sophisticated medical
centers, better care can be provided for complex medical problems.
But in our rush to specialization, primary, preventive, and emergency
care have been neglected.

PA MANPOWER SOURCES: A POOL
OR AN OCEAN?

The physician’s assistant movement has another important point in
its favor. In addition to the previously cited Viet Nam veteran man-
power pool, large reservoirs of highly intelligent, motivated indivi-
duals, with extensive health care experience, see being a PA as an
attractive entrée to direct patient care. For many, direct patient care
is where the action is in the health field. The PA concept provides
the opportunity for students to get into patient care without the
long, arduous, and expensive training commitment that is required of
a physician.

The potential number of physician’s assistants from the
following variety of sources is substantial:

1. In 1970 alone, 24,987 people applied to U.S. medical
schools with space for only 11,348.!% According to the Association
of American Medical Colleges, as many as one-half of the remaining
13,639 were “fully qualified” to become physicians. Many might be
eager and able to deliver excellent primary health care as a PA if
given the opportunity.

2. Other college graduates with outstanding records are
not interested in lengthy training toward a medical subspecialty
career and never even apply to medical school. Many would like to
earn a living while serving their fellow man, and find in the PA an
ideal career.

3. Some of the 700,000 employed registered nurses
(500,000 full time and 200,000 part time) are excited about the
possibility of both expanding their role and increasing job satisfac-

13. W.F. Dube, Frank T. Stritter, and Bonnie C, Nelson, “Study of
U.S. Medical School Applicants, 1970-71,” Journal of Medical Education 46,
no. 10 (October 1971), p. 837.
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tion by becoming physician’s assistants. This may be their only way
to overcome the rigid barriers to expanded function and increased
financial reward.

4. Some of the more than 650,000 registered nurses ““in
retirement” might be induced back to work by programs offering
increased opportunity and responsibility in primary patient care.'*

5. Other health care professionals (e.g., pharmacists,
inhalation therapists, laboratory technologists) see the PA as a way
out of dead-end career patterns and into more active patient care
management,

Thus, when considering the potentials and problems of the
PA on the American health care scene, it would be myopic to focus
discussion only on the returning military veteran or any other single
group. Indeed, the military source has become less significant than
the others outlined above. Applications to PA programs confirm the
wide diversity of manpower sources.!®

In summary, PAs, although originally few in number, are
now being produced in quantity. We must continue to plan for the
full impact of their arrival on the health scene.

14. In a survey of 90 baccalaureate graduate nurses from the Univer-
sity of Virginia, 88 percent approved of the primary care role for nurses, 65
percent desired such a role for themselves, 51 percent believed primary care
would reactivate the nonpracticing nurse, and 70 percent would enroll in a
primary care training program of up to nine months duration. Regina McCor-
mack and Ronald Crawford, “Attitudes of Professional Nurses Toward Primary
Care,"” Nursing Research 18 no, 6 (November—December 1969):542—44.

15. For example, requests for applications to the Yale Physician’s
Associate Program are being received at the rate of 50 per week.



Chapter Two

Some Fu‘ndamental Concerns

A ROSE BY ANY OTHER NAME

The development of a wide variety of PA programs throughout the
nation has spawned a bewildering array of titles covering a broad
spectrum of programs ranging from four months to five years. The
following examples demonstrate the diversity.

1. Established in 1965, the Duke Physician’s Assistant
Program (now Physician’s Associate) was originally designed to train
assistants to overworked general practitioners.! The 24 month pro-
gram, developed by Dr. Eugene Stead, Professor of Medicine, now
offexs its graduates a range of options in primary and specialty care.?

2. The University of Washington’s Medex program was
founded in 1969 for the returning military corpsman with extensive
medical training and independent duty experience. Developed by Dr.
Richard Smith, Associate Professor of Preventive Medicine, the pro-
gram includes three months of university-based education followed
by twelve months of preceptorship with a practicing physician. The
objective is to mold each Medex to a particular physician’s practice.
Emphasis is placed on primary care practice in rural areas.?

3. The orthopedic assistant (1969) and urologic physi-
cian’s assistant (1970) are examples of two year programs designed

1. Eugene A. Stead, “Conserving Costly Talents—Providing Physi-
cians New Assistants,” Journal of the American Medicel Association 198, no. 10
{(December 5 1966):1108-09,

2. E. Harvey Estes and D. Robert Howard, “Potential for New
Classes of Personnel: Experiences of the Duke Physician’s Assistant Program,”
Journal of Medical Educetion 45, no. 3 (March 1970):149-55.

3. Richard A. Smith, “MEDEX,” Journal of the American Medical
Association 211, no. 16 (March 16, 1970):1843-45.

7
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to train personnel to work directly for specialists. These pilot pro-
grams, located in San Francisco and Cincinnati, respectively, were
received with enthusiasm by the medical specially societies con-
cerned.

4, A four month ‘health assistants” training program is
sponsored by Project Hope in Laredo, Texas (1970). The only re-
quirement for entry is that the student be eighteen years of age.
(Many students who lack high school diplomas also earn their
General Equivalency Diploma Certificate upon completion of the
program.)

5. The Pediatric Nurse Practitioner Program, inaugurated
at the University of Colorado in 1965 by Dr. Henry Silver, Professor
of Pediatrics, offers supervised opportunities for baccalaureate nurses
to assume much of well-baby care and the management of simple
pediatric illnesses, previously performed only by pediatricians. Four
months of training are required.?

6. The Child Health Associate Program (1969), also devel-
oped by Dr. Silver, prepares individuals to “practice pediatrics’™
under close physician supervision as defined under a new Colorado
law. Students are admitted after two years of college for a three year
sequence of professional studies, including a year of internship. A
baccalaureate degree is awarded.’

7. A variety of postbacecalaureate (certificate and mas-
ter’s) nurse practitioner programs are designed to expand nursing
practice and encompass areas traditionally reserved only for the
physician. Although these nurse-expansion programs are not offici-
ally designated “physician’s assistant,” they represent somewhat
analogous attempts to expand the functions of experienced health
personnel in direct patient care areas. Nurse practitioners are trained
in one to two years to acquire “physician-like” skills and work under
physician supervision.®

Efforts Toward a Consensus

In 1970 the National Congress on Health Manpower
(sponsored by the AMA’s Council on Health Manpower) sought to
develop uniform terminology for the many emerging PA programs.

4, Henry K. Silver, Loretta C. Ford, and 8. C. Stearly, “Program to
Increase Health Care for Children: Pediatric Nurse Practitioner Program,’ Pedi-
atrics 39, no, 5 (May 1967):756—60.

5. Hemry K. Silver and James A, Hecker, “The Pediatric Nurse Prac-
titioner and the Child Health Associate: New Types of Health Professionals,”
Journal of Medical Education 45, no. 3 (March 1970):171--76.

6. See Appendix A for the most recent list of physician’s assistant
and nurse practitioner programs.
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The Congress concluded that “physician’s assistant” was too general
to be adopted as the single generic term because PAs were receiving
varied levels of training. They decided that “associate” would be
more appropriate for those health workers who assume a direct and
responsible role in patient care and act as colleagues to physicians,
rather than as their technical assistants. The Congress also noted that
the physician’s assistant terminology was often confused with the
established “‘medical assistant,” the title for the nonprofessional
office heiper who functions in a clerical and technical fashion.” In
contrast, the AMA’s House of Delegates rejected the “associate”
terminology in the belief that “associate” should be applied only to
physicians working in collaboration with other physicians. (This
criticism ignored the apostrophe “s’” which denotes that the “associ-
ate” is not another physician.) Thus, no consistent position has
emerged from organized medicine.

In 1970 the Board on Medicine of the National Academy
of Sciences classified physician’s assistants according to the degree of
specialization and level of judgment. The Board’s report stated:

The Type A assistant is capable of approaching the patient, collect-
ing historical and physical data, organizing the data, and presenting
them in such a way that the physician can visualize the medical
problem and determine appropriate diagnostic or therapeutic steps.
He is also capable of assisting the physician by performing diagnostic
and therapeutic procedures and coordinating the roles of other more
technical assistants. While he functions under the general supervision
and responsibility of the physician, he might under special circum-
stances and under defined rules, perform without the immediate
surveillance of the physician. He is, thus distinguished by his ability
to integrate and interpret findings on the basis of genersl medical
knowledge to exercise a degree of independent judgment.

The Type B assistant, while not equipped with general knowledge
and skills relative {o the whole range of medical care, possesses
exceptional skill in one elinical specialty or, more commonly, in
certain procedures within such a specialty. In his area of specialty,
he has a degree of skill beyond that normally possessed by a Type A
assistant and perhaps that normally possessed by physicians who are
not engaged in the specialty. Because his knowledge and skill are
limited to a particular specialty, he is less qualified for independent
action. An example of this type of assistant might be one who is
highly skilled in the physician’s functions associated with a renal

7. For example, the terms “medical assistant” and “physician’s
assistant” appear to be used interchangeably in an article by William J. Curran,
“Legal Responsibility for Actions of Physician’s Assistants,” New England Jour-
nal of Medicine 286, no. 5 (February 1972):254.
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dialysis unit and who is capable of performing these functions as
required.

The Type C assistant is capable of performing a variety of tasks
over the whole range of medical care under the supervision of a
physician, although he does not possess the level of medical know-
ledge necessary to integrate and interpret findings. He is similar {o a
Type A assistant in the number of areas in which he can perform,
but he cannot exercise the degree of independent synthesis and judg-
ment of which Type A is capable. This type of assistant would be to
medicine what the practical nurse is to nursing,

The NAS classification was helpful but also caused some confusion.
Dr. Harvey Estes of Duke, writing in Modern Medicine, assigned a
Type A rating to the Duke graduate and labeled the Medex a
Type C.* This aroused considerable consternation among Medex
leaders who believe that their graduates are trained to an equal level
of performance, although by a different process. In drafting essen-
tials for the “Assistant to the Primary Care Physician,” the AMA
rated the Duke PA and the Medex equally (see pp. 25—-33).

Several PA programs fraining individuals to work as col-
leagues of physicians have chosen the name physician’s associate.
Such programs (e.g., Yale and Duke) believe that “associate” more
effectively describes a functioning health team and indicates a more
collaborative relationship than the term assistant. Dorothy Mereness,
Dean, University of Pennsylvania School of Nursing, agreed and said:
“When two professional colleagues are functioning together as associ-
ates, they collaborate on decision-making and each has some res-
ponsibility for formulating the decision. When one person has the
title of assistant in relation to a second individual, he carries out the
decisions of the other.” Physician’s associates, of course, still func-
tion under the supervision and control of the physician and are
responsible to him.?

The American Academy of Pediatrics proposed three titles
representing a graded increase in competence and responsibility.
They were pediatric aide, pediatric office assistant, and pediatric
nurse associate.!® Dr. Henry Silver suggested a new term for health
personnel who perform physician-like tasks: “syniatrist’” from the
Greek ‘“‘syn” signifying “along with” or “association” and “-atric”

8. E. Harvey Estes, Jr., “The Training of Physician’s Assistants:
A New Challenge for Medical Education,” Modern Medicine 38 (June 29, 1970):
90-93.

9. Dorothy Mereness, “Recent Trends in Expanding Roles of the
Nurse,” Nursing Outlook 18, no. 5 (May 1970):30-33.

10. American Academy of Pediatrics, Allied Health Workers in Pedi-
atric Practice (September 1969), Evanston, Illinois.
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which means “relating to medicine” or a “physician.””!! He modified
the syniatrist terminology by a prefix relating to each medical speci-
alty; for example, general practice, pediatrics, orthopedics. He speci-
fied the level to which the syniatrist is trained by using aide, assist-
ant, and associate as suffixes. Thus, one could be an orthopedic
syniatrist associate or a'general practice syniatrist aide, etc. The term
syniatrist would not be applied to such health professionals as labora-
tory technicians, medical office assistants, and X-ray technicians who
do not perform physicianlike tasks or do not provide direct health
care to patients.

The World Health Organization believes that such terms as
assistant, auxiliary, or aide are demeaning and should be avoided.!?
Dr. Richard Smith of Seattle agrees. He created a new name (Medex)
for his program and, in a JAMA article, presented a cluster of
companion titles such as Osler, Flexner, and Cruzer.!® He believes all
are neutral and are not inherently demeaning.

In summary, the levels of training and competence and the
associated names are confusing. But, it is not yet wise to insist upon
a hierarchy of levels and a uniform nomenclature until more is under-
stood about the consequences of such choices to health care. To
settle upon a hierarchy of levels might result in premature closure in
a field that clearly needs more research and evaluation.

THE PHYSICIAN'S ASSISTANT—
A TWENTIETH CENTURY JONAH?

Immediately upon graduation, the physician’s assistant is in consider-
able danger of being swallowed whole by the whale that is our
present entrepreneurial, subspecialty medical practice system. The
likely co-option of the newly minted physician’s assistant by sub-
specialty medicine is one of the most serious issues confronting the
PA.

Although the greatest needs for improved care are in the
areas of primary, preventive, and emergency medicine, a PA graduate
will be tempted to move into specialty areas. The temptation is
largely financial. PAs can start at $15,000 per year if they join a

11. Henry K. Silver, “The Syniatrist,” Journal of the American
Medical Association 217, no. 10 (September 6, 1971):1368-70.

12. World Health Organization, Technical Report Series 212 (1961),
p. 26.

13. Richard A. Smith, Gerald R. Bassett, Carnick A, Markarian,
Raymond E. Vath, William L. Freeman and G, Fredrick Dunn, “A Strategy for
Health Manpower: Reflections on an Experience Called MEDEX," Journal of
the American Medical Association 217, no. 10 (September 6, 1971):1362-67.
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specialist’s practice. In contrast, employment in an institutional
setting—e.g., the emergency department outpatient clinic or neigh-
borhood health clinic, may offer a lower salary. If nurses enter
hospital work at $8,000 to $10,000, it is unlikely that PAs will
receive much more in that setting. Health maintenance organizations
and new primary care centers may offer more but can they afford to
compete with private practice?

The Medex program in Seattle seeks to prevent co-option
in two ways. First, preference is given to applicants from rural back-
grounds who express a desire to return there. Second, following a
year’s preceptorship with an individual physician who is providing
primary care in rural settings, the Medex is expected to be hired by
the preceptor. Because the training physicians are specially selected
general practitioners, there is an excellent opportunity for the Medex
- to remain in primary care and in geographical areas of shortage.

The graduates of the Duke Physician’s Associate Program
have no such direct tie to primary care and general practice, although
the program has been billed as training individuals for these areas.
Thus, until large numbers of physician’s assistants are produced, the
first to emerge will be in such demand that relatively few may end up
in primary care or rural settings where the need is the greatest. The
same may be said for inner city or poverty areas. The problem is
compounded by the fact that the PA’ professional role is directly
linked to physicians, who are not only poorly distributed but have
paid little attention to primary and emergency care. Few neighbor-
hood health centers or clinics will be able to match the high salaries
of the specialist’s private office.

Although the deployment system of the Medex program
helps prevent the co-option of each Medex by subspecialty practice,
there are some disadvantages. Because the majority of Medex training
is provided by one physician in one practice setting, the occupational
mobility of each Medex may be limited. If the ““preceptor physician”
dies or retires, the Medex may not be readily employable in other
settings without an additional preceptorship or training.!* Because
solo physician practice is yielding to prepaid health clinics and health
maintenance organizations, training for PAs should include exposure
to health care teams that can function in new organizations (see
Chapter Five, ‘“‘Organizational Alternatives”).

Consequently, we believe that the distribution and place-
ment of physician’s assistants in primary and emergency care needs

14. Dr. Richard Smith disagrees. He believes that practicing primary
care physicians are more likely to hire a Medex trained by another practicing
physician than a Medex trained in an academic medical center environment
(personal communication).
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analysis and support. One solution might be to provide financial
incentives for physician’s assistants to work in areas of acute shortage
in primary care. There are precedents for financial incentives in the
federal legislation which has provided loan forgiveness and special
scholarships to physicians who work in areas of great need. The
Division of Nursing of the Burean of Health Manpower of the
Health Resources Administration has done the same. Such plans
contain only a moral obligation to pay back loans. There is no way
to enforce the location of practice. Administrators of these programs
have been skeptical of the impact of loan forgiveness because of the
strong pressures to work in areas of high economic reward.

As an alternative, some form of special stipend or income
assurance mechanisms could be developed. An income assurance plan
could underwrite the differential between what physician’s assistants
earn in a rural or shortage area of primary care and what they might
earn in a comparable specialty setting. These are merely examples,
and all possible remunerative mechanisms should be explored.

The use of multimedia communication links between
geographically remote practice settings and university medical cen-
ters may equal financial inducements for encouraging rural practice.
Further, the problem-oriented medical record!® for self-assessment
provides an important reinforcement for individuals working in isc-
lated areas, far removed from peer review and the advantages of daily
interchange with colleagues.

The National Health Service Corps was established under
the Emergency Health Personnel Act of 1970 (PL 91-623) to allevi-
ate the maldistribution of health services. By February 1972, 28
physicians, 10 dentists, 18 nurses and 12 supporting health profes-
sionals had been assigned to 18 communities designated as critical
health manpower shortage areas by the Health Services and Mental
Health Administration.!® Additional personnel and shortage areas
have been designated.

Recruitment for the National Health Service Corps has
been difficult. According to the Corps’ recruitment office, the major
incentive for doctors to join has been fulfillment of military obliga-
tion. All 28 physicians in the first group were recruited from the U.S.

15. Lawrence L. Weed, ‘“Medical Records that Guide and Teach,”
New England Journal of Medicine 278, no. 11 (March 14, 1968):593-600.

16. The original 18 designated areas were: Tuskegee, Alabama;
Livingston and Sacramento (Isleton), California; Immokalee and Belle Glade,
Florida; Chicago, Ilinois; Leslie County, Kentucky; New Orleans, Louisiana;
Jackman, Maine; Cato, Rochester and two sections of Seuth Bronx, New York;
Snow Shoe, Pennsylvania; Federal Way, Washington (Small Tribes Organization
of Western Washington, Inc.); Glenville, West Virginia; and Menominee County,
Wisconsin.
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Public Health Service and many were still satisfying military require-
ments. An additional recruiting challenge has been to provide the
proper mix of personnel required by varied local needs. Appropri-
ately, some health team members have been recruited at the local
level. The act authorized $20 million for fiscal 1972 and $30 million
for fiscal 1973. It is too early to assess the impact of the National
Health Services Corps on maldistribution. But the Health Services
Corps is an encouraging development and one in which physician’s
assistants could play a role.

A DECLARATION OF LEGAL DEPENDENCE—
THE PA’S MAGNA CHARTA

By definition, the term ‘“‘physician’s assistant” signifies legal depend-
ence. The success of the PA has been attributable in large part to a
close and legally dependent relationship to the traditional captain of
the health team, the physician.

The first PAs (1965—Duke version) were envisioned as
working alongside the physician wherever he went: hospital, operat-
ing room, office, clinic or patient’s home. No other health profes-
sional does this. By remaining legally dependent to the physician, the
PA’s range of activities is exceptionally broad. MDs can delegate to
PAs anything that they believe the PAs are competent to perform. As
they assume “associate” status, PAs perform an increasing array of
physician functions. They even resemble the physician in appearance
(short white coat with stethoscope, ophthalmoscope, etc.) and are
quickly surpassing other supporting health professionals in direct
patient management and in financial reward. In responsibility and
remuneration; they are coming to occupy the number two position
on the health team. Nursing, meanwhile, struggling for independence,
could well be outflanked by this “Johnny-come-lately” (see Chapter
Three, “Lessons from Nursing™).

The implications of dependence and independence are
enormous and should be kept in mind throughout. Independence is
not necessarily an advantage for a profession or for patient care. An
alternative is interdependence which may solve some of the problems
posed by dependence and independence.!” Interdependence seems

17. As Thelma Ingles, consultant in nursing for the Rockefeller
Foundation, has noted, the theme of interdependence has been expounded by
many nurses for some time. Objections to interdependence have come both from
organized nursing personnel who have demanded an independent role, and from
some physicians who advoeate a dependent role,
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to us to be the only rational solution if team care is to be a reality
(see Chapter Five, “Organizational Alternatives’). The complexities
of dependence vs. independence are also discussed in the legal section
(see Chapter Four, “Where the Law Intervenes’).

MALE AND FEMALE

In our view, it would be unfortunate to limit the physician’s assistant
profession to males, while other health professions, such as nursing,
remain largely female. This is particularly important at a time when
equal rights for the sexes are finally being recognized.

Nursing has traditionally been a profession for women.
While little boys play soldier and doctor, little girls play mother and
nurse. The very word *“‘nurse” is sex-linked. The first definition of
nurse in Webster’s latest edition is “to nourish at the breast’—cer-
tainly not something men can provide.

The consequences for an all-female profession do not re-
quire much imagination. The nurse has been stuck with many of the
thankless but vitally important nurturing and caring functions in the
health system. For this she'® has been underpaid, underutilized, and
given little opportunity to advance to other fields. The recent
emphasis on baccalaureate and graduate education for nurses has
often helped to fan the fires of their frustration. Many nurses would
rather stay at home and they do (see Chapter Three, “Lessons from
Nursing”).

Nowhere is her second class status more obvious than in
the low pay she receives. An example from the medical literature is
flluminating. The July 1969 issue of Pedigtrics contained an article
entitled ““The Pediatric Nurse Practitioner in the Office of Pediatri-
cians in Private Practice.”!® The authors were two pediatricians (part
of a 10 man multispecialty group practice) and a pediatric nurse
practitioner who worked for them. The article was filled with high
praise for her excellent care and the outstanding patient acceptance
of her work. A baccalaureate registered nurse and a graduate of Dr,
Silver’s Pediatric Nurse Practitioner Program, the article documented
her ability to:

1. perform a total work-up of the well child (including complete
physical examination),

18. The personal pronoun “she” will be used in relation to nursing
because 99 percent of nurses are female.

19. Donald W. Schiff, Charles H. Fraser, and Heather L. Walters,
“The Pediatric Nurse Practitioner in the Office of Pediatricians in Private Prac-
tice, Pediatrics 44, no. 1 (July 1969):62—68.
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2. assist in the evaluation of sick patients,

3. counsel mothers on a large range of subjects,

4. coordinate activities of social workers and paramedical personnel,

9. give {elephone advice to patients and decide when the physician
is needed, and

6. perform and evaluate developmental and screening tests.

After an initial period of close supervigsion, she functioned
increasingly independently with pediatrician backup limited to the
unusual case. The office practice witnessed an increase of 18.8 per-
cent over the number of patients previously seen by the two pediatri-
cians combined. According to the article, she was so effective that
“the physicians have not had to spend more time in the office,
despite the increase in the number of patients seen.”

For her outstanding labors she received a salary of $7,620
annually (37-46 percent greater than the salary of other registered
nurses in the office!). Yet she netted an additional $16,800 for the
office practice. (The authors were careful to point out that there has
been no increase in overhead or space requirements.) They concluded
that “the net income from charges made from the nurse’s services
exceeded the pediatric nurse practitioner’s salary by the fifth month
of her association with the office” and that ‘“‘having her in the office
is an economic asset’ (emphasis added).

The salary discrimination by sex is buttressed by Dr.
Silver’s statement that many pediatric nurse practitioner graduates

_receive no increase in salary upon completion of their training.?®
Graduates are still considered nurses first and pediatric practitioners
second. Discrimination by sex for nurse practitioners might be
reduced if the name “nurse” were replaced by a neutral, nonfeminine
title.

THE HIGH COST OF HEALTH CARE

Another explanation for the ability of the physician’s assistant to
surpass the nurse’s income rests in the fundamental way in which
health care is financed in this country. An examination of a relative
fee schedule established in most states shows that the physician’s fees
are based on specific, discrete clinical services such as an appendec-
tomy, a lumbar puncture, or the setting of a fracture. The equally
important time invested in supportive patient management is not on
the fee schedule and is not reimbursable.

20. Henry Silver—personal communication.
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Typically, physician’s assistants are paid a salary and do
not receive directly the extra income generated for the physician’s
practice. If a physician charges physician rates for services performed
by his assistant, he may benefit financially. If PAs are held to the
same standard of care as the physician (as it appears they should be)
then it is likely that the rates charged for those services will equal
those of the physician. Will public and private health financing
systems such as Medicare and Blue Cross be able to finance the costs
of expanded care at physician rates?

Thus, the use of support personnel in physicians® offices
may not save the consumer money. This is true whether the em-
ployee is male or female, physician’s assistant or nurse. We do not
think that consumers will tolerate this situation indefinitely as they
watch medical bills soar out of sight.

However, the financing of health care is undergoing
marked change in concert with the unmistakable trend toward the
organized delivery of health services. In 1946, 404 groups of physi-
cians practiced medicine in the United States. In 1969 the number
increased to 6,371. This trend is irreversible in light of the increasing
complexity of health care services. A projection is for 16,000 group
practices by 1975.2

A 1971 amendment to the Social Security Act placed
the federal government’s purchasing power behind large health
organizations referred to in the legislation as “health maintenance
organizations.” Under the social security amendments the health
maintenance organization (HMQ) is not paid by unit of service but
is reimbursed by a lump sum prepaid contract.

The health maintenance organization has raised funda-
mental igsues concerning the structure of the health care industry by
fostering the evolution of large scale health care organizations which
seek economies by offering a totality of services and benefits.
Similarly, the HMO could affect the way in which the payment of
salaries to physician’s assistants and nuxses is calculated. If salaries
are based upon the efficiency with which health care (including
maintenance and “caring””) funections are delivéred, there may be less
tendency to base reimbursement on units of service rendered. The
caring and maintenance functions should be more equitably reim-
bursable than today. And the consumer might be rewarded by less
expensive health care.

In March 1972 Senator Edward Kennedy introduced the

21. Riek J. Carlson, “Health Manpower Licensing and Emerging
Institutional Responsibility for the Quality of Care,” Law and Contemporary
Problems 35, no. 4 (Autumn 1970):849-78.
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Health Maintenance Organization and Resources Development Act.
The bill affirmed the administration’s emphasis on the HMO as an
essential new health care delivery mechanism but expanded greatly
the scope of services to be provided.

National health insurance continues to be widely debated
and strongly advocated by many political and professional leaders.
Health leaders concerned with primary care and politicians interested
in satisfying consumer needs may well identify the physician’s
assistant as a bulwark in the development of any national insurance
scheme. Clearly, primary, emergency, and maintenance care should
be cornerstone issues in any health insurance package. New and exist-
ing health professionals who are ostensibly able and willing to serve
these important needs should occupy a major role in any national
health insurance scheme.

Reimbursement for PA Services

under Medicare

An early decision regarding payment for services under
Medicare provided a serious challenge to the development of PAs.
The issue initially stemmed from a May 10, 1971 letter from a Bos-
ton Bureau of Health Insurance official to a Medicare coordinator
in New England. The letter stated: “The question of whether pay-
ment may be made for the services of physician’s assistants who are
physician employees depends . . . on whether they meet the require-
ments of Section 1861 (8)(2)(A) of the law which provides coverage
of services ‘furnished as incident to a physician’s professional services
of kinds which are commonly furnished in physician’s offices and are
commonly either rendered without charge or included in the physi-
cian’s bills.”” I concluded that “Some of the services physician’s
assistants would perform would not presently meet the ‘commonly
furnished in physician’s offices’ requirement.”

Naturally, this caused considerable concern among physi-
cian’s assistant educators in New England. The concern was exacer-
bated when the Social Security Administration decided to adopt this
interpretation as its national policy. In a September 28, 1971 letter
to Senator Norris Cotton of New Hampshire, Mr. Robert M. Ball,
Commissioner of Social Security, stated that “We have understood
this provision of the law as intended by Congress to cover services of
nurses and other assistants that are supportive to the physician’s
practice of medicine and are commonly furnished under his personal
direction in his office.” Commissioner Ball continued:
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Accordingly, there are some services that Medex personnel perform
in a physician’s office which can be encompassed in the physician’s
service paid for undexr the Medicare program. These include various
tasks that have been traditionally performed in physician’s offices by
nurses and aides; as for example, giving injections, performing blood
tests, ete. Additionally, we believe that as the role of the physician’s
assistant in medical practice becomes established as professionally
appropriate and acceptable, as well as consistent with state licensure,
the Medicare program can fake into account, for purposes of pay-
ment to a physician, a broader range of services by a physician’s
assistant, if they are commonly furnished in the physician’s office
and under his personal direction. Conversely, we would not construe
to be covered under Medicare as ‘incident to a physician’s profes-
sional service’ a medical procedure or act performed by a physician’s
assistant which takes on the character of independent practice—for
example, 2 home call made by a Medex or, during an office visit, the
treatment of a minor illness by the assistant, performed without
involvement and review by the sponsoring physician. Any such
extension of Medicare coverage would, we believe, have to occur as a
result of legislative enactment and would have fo specify what
persons, under what conditions, and what amount could be reim-
bursed for the performance of such duties,

Thus, while one agency in HEW has given high priority to the fund-
ing of PA programs, another has denied reimbursement for many PA
services.

Legislative change was forthcoming. On March 16, 1972
the Senate Finance Committee approved a modified version of an
amendment offered by Senator Gaylord Nelson to HR 1. The amend-
ment permits Medicare reimbursement for services performed by
“assistants to physicians,” both in and out of physician’s offices,
whether or not performed in the physician’s presence. The commit-
tee agreed to allow HEW to conduct demonstration projects to deter-
mine the most appropriate and equitable levels of compensation. The
committee modified the amendment to allow only experimental
Medicare reimbursement for physician’s assistants’ services. The
adoption of the amendment provided the flexibility needed for
continuing experimental physician’s assistant programs. With such a
provision, the maximum utilization of PAs by physicians may be

realized.






Resource Document

Support for Trairning the Physician’s
Assistant—Program Guidelines*

INTRODUCTION

Federal support for the fraining of physician’s assistants responds to
a number of forces, among them, the President’s Health Message to
Congress in 1971 and departmental policy. These, in turn, are based
on goals for improved health care—access and availability, cost con-
tainment, and quality assurance. A growing consensus holds that
simply producing more health workers will not counteract geo-
graphic and specialty maldistributions of manpower, nor will it
constrain rapidly rising health care costs. Also required are more
appropriate and efficient utilization of available skills, new types of
health workers—especially the relatively scarce ”midlevel” workers—
and new working team relationships tied to health care delivery
patterns in underserved areas.

The following policy guidelines are intended not as rigid
standards, but as aids to fthe efficient and appropriately uniform
achievement of the purposes for which the law was passed. Separate
guidelines have been prepared for nuxse practitioner programs,

SCOPE

Support for physician’s assistant training through the Office of
Special Programs, Bureau of Health Manpower Education, empha-
sizes preparation for primary ambulatory medical care in underserved
areas. Such assistants would work with family physicians, internists,

#*Taken from *“Program Support for Physician’s Assistants in Primary
Care,” March 1972, prepared by U.S. Department of Health, Education and
Welfare, Bureau of Health Manpower Education, Office of Special Programs.
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pediatricians, obstetricians, and in outpatient and emergency care
facilities. Programs with a more limited specialty orientation {such as
urology or orthopedics) should apply for grant support under author-
ities of the Division of Allied Health Manpower, 9000 Rockville Pike,
Bethesda, Maryland 20014.

DEFINITION—PHYSICIAN'S
ASSISTANT

The term physician’s assistant, as used for purposes of program
administration, refers to one who by training and experience is
prepared to work under the supervision of a licensed physician to aid
that physician in carrying out his patient care responsibilities. The
physician’s assistant is prepared to collect a “data base” through a
medical history, general physical examination and routine laboratory
tests, to organize the information to aid the physician in diagnosis,
and to administer treatments as prescribed by the physician. He may,
on the basis of standing orders, treat a defined range of medical
conditions and may provide emergency care in keeping with his train-
ing and as permitted by his supervising physician. Although effective
supervision is required, it need not in all cases be face to face.

The assistant may be prepared and permitted to per-
form other technical or clinical tasks—laboratory, X-ray, etc.—as
determined by the training program and the individual supervising
physician. :

EDUCATION AND TRAINING

All programs should meet the “Minimum Essentials, Physician’s
Assistant—Generalist,” of the Council on Medical Education, Ameri-
can Medical Association.

Apnplicants for training support may be medical centers
having appropriate educational resources or support, medical schools,
health science centers, and academic settings, primarily schools of
allied health professions,

RECRUITMENT OF STUDENTS

Priority for support will be given to those programs which build on
previous training and experience (including military) and/or which
recruit from underserved areas those persons most likely to secure
appropriate employment and remain in those areas.
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GENERAL CONSIDERATIONS

Programs will be supported only in those states where the employ-
ment of such assistants is not in violation of the state’s medical
practice act.

Practicing primary care physicians, either as individuals or
groups, should be actively involved with the program.

Programs must demonstrate a relationship to an under-
served area and must provide reasonable assurance that graduates can
actually be employed in such areas.

Because of the provisional nature of the work-role of the
physician’s assistant, programs should assume responsibility for fol-
low-up of graduates both as a check on the validity of their educa-
tional program and to assure realistic clinical competency based on
employment, requirements.

SUPPORT

Support for training programs will be primarily through the contract
method. Although contracts must be reviewed and negotiated annu-
ally, support for a three to five year period is anticipated.

For purposes of cost comparison and control in establish-
ing support priorities, the total budget should be broken into the
following categories:

start-up costs (for new programs only),

instructional costs (including program evaluation),
student support (only where absolutely essential), and
follow-up of graduate performance (optional).

oo

A “cost per graduate” will be computed as one factor in
establishing funding priorities.






Resource Document

Essentials of an Approved
Educational Program for the
Assistant to the Primary Care
Physician*

OBJECTIVE

The education and health professions cooperate in this program to
establish and maintain standards of appropriate quality for educa-
tional programs for the assistant to the primary care physician, and
to provide recognition for educational programs which meet or
exceed the minimal standards outlined in these essentials.

These standards are to be used as a guide for the develop-
ment and self-evaluation of programs for the assistant to the primary
care physician. Lists of these approved programs are published for
the information of employers and the public. Students enrolled in
the programs are taught to work with and under the direction of
physicians in providing health care services to patients.

- DESCRIPTION OF THE OCCUPATION

The assistant to the primary care physician is a skilled person, quali-
fied by academic and clinical training to provide patient services
under the supervision and responsibility of a doctor of medicine or
osteopathy who is, in turn, responsible for the performance of that
assistant. The assistant may be involved with the patients of the
physician in any medical setting for which the physician is respon-
sible.

*Prepared by the American Medical Association Council on Medical
Education, in collaboration with the American Academy of Family Physicians,
the American Academy of Pediatrics, the Ameriean College of Physicians, and
the American Society of Internal Medicine. Adopted by the AMA House of
Delegates, December 1971. *“Assistant to the primary care physician” is a generic
term.
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26 The Physician’s Assistant

The function of the assistant to the primary care physician
is to perform, under the responsibility and supervision of the physi-
cian, diagnostic and therapeutic tasks in order to allow the physician
to extend his services through the more effective use of his know-
ledge, skills, and abilities.

In rendering services to his patients, the primary care
physician is traditionally involved in a variety of activities. Some of
these activities, including the application of his knowledge toward a
logical and systematic evaluation of the patient’s problems and
- planning a program of management and therapy appropriate to the
patient, can only be performed by the physician. The assistant to the
primary care physician will not supplant the doctor in the sphere of
the decisionmaking required to establish a diagnosis and plan ther-
apy, but will assist in gathering the data necessary to reach decisions
and in implementing the therapeutic plan for the patient.

Intelligence, the ability to relate to people, a capacity for
calm and reasoned judgment in meeting emergencies, and an orienta-
tion toward service are qualities essential for the assistant to the
primary care physician. As a professional, he must maintain respect
for the person and privacy of the patient.

The tasks performed by the assistant will include trans-
mission and execution of physician’s orders, performance of patient
care tasks, and performance of diagnostic and therapeutic procedures
as may be delegated by the physician.

Since the function of the primary care physician is inter-
disciplinary in nature, involving the five major clinical disciplines
(medicine, surgery, pediatrics, psychiatry, and obstetrics) within the
limitations and capabilities of the particular practice in considera-
tion, the assistant to the primary care physician should be involved in
assisting the physician provide those varied medical services necessary
for the total health care of the patient,

The ultimate role of the assistant to the primary care
physician cannot be rigidly defined because of the variations in prac-
tice requirements due to geographic, economic, and sociologic fac-
tors. The high degree of responsibility an assistant to the primary
care physician may assume requires that, at the conclusion of his
formal education, he possess the knowledge, skills, and abilities
necessary to provide those services appropriate to the primary care
setting. These services would include, but need not be limited to, the
following:

1. the initial approach to a patient of any age group in any setting to
elicit a detailed and accurate history, perform an appropriate
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physical examination, and record and present pertinent data in a
manner meaningtul to the physician;

performance and/or assistance in performance of routine labora-
tory and related studies as appropriate for a specific practice
setting, such as the drawing of blood samples, performance of
urinalyses, and the taking of electrocardiographic tracings;
performance of such routine therapeutic procedures as injections,
immunizations, and the suturing and care of wounds;

instruction and counseling of patients regarding physical and
mental health on matters such as diets, disease, therapy, and
normal growth and development;

assisting the physician in the hospital setting by making patient
rounds, recoxding patient progress notes, accurately and appro-
priately transcribing and/or executing standing orders and other
specific orders at the direction of the supervising physician, and
compiling and recording detailed narrative case summaries;
providing assistance in the delivery of services to patients requir-
ing continuing care (home, nursing home, extended care facili-
ties, etc.) including the review and monitoring of treatment and
therapy plans;

independent performance of evaluative and treatment procedures
essential to provide an appropriate response to life-threatening,
emergency situations; and

facilitation of the physician’s referral of appropriate patients by
maintenance of an awareness of the community’s various health
facilities, agencies, and resources.

ESSENTIAL REQUIREMENTS

sa wp

1. Educational Programs May Be Established in

medical schools,

senior colleges and universities in affiliation with an accredited
teaching hospital;

medical educational facilities of the federal government; and
other institutions with clinical facilities, which are acceptable to
the Council on Medical Education of the American Medical
Association.

The institution should be accredited or otherwise acceptable to the
Council on Medical Education. Senior colleges and universities must
have the necessary clinical affiliations.
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A.
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Il. Clinical Affiliations

The clinical phase of the educational program must be con-
ducted in a clinical setting and under competent clinical direc-
tion.

In programs where the academic instruction and clinical teaching
are not provided in the same institution, accreditation shall be
given to the institution responsible for the academic preparation
(student selection, curriculum, academic credit, etc.) and the
educational administrators shall be responsible for assuring that
the activities assigned to students in the clinical setting are, in
fact, educational.

In the clinical teaching environment, an appropriate ratio of
students to physicians shall be maintained.

III. Facilities

Adequate classrooms, laboratories, and administrative offices
should be provided.

Appropriate modern equipment and supplies for directed experi-
ence should be available in sufficient quantities.

A library should be readily accessible and should contain an
adequate supply of up to date, scientific books, periodicals, and
other reference materials related to the curriculum.

IV. Finances

Financial resources for continued operation of the educational
program shall be assured for each class of students enrolled.

The institution shall not charge excessive student fees.
Advertising must be appropriate to an educational institution.
The program shall not substitute students for paid personnel to
conduct the work of the clinical facility.

V. Faculty

Program Director

1. The program director should meet the requirements specified
by the institution providing the didactic portion of the
educational program.

2. The program director should be responsible for the organiza-
tion, administration, periodic review, continued develop-
ment, and general effectiveness of the program.

Medical Director

1. The medical director should provide competent medical
direction for the clinical instruction and for clinical relation-
ships with other educational programs. He should have the
understanding and support of practicing physicians.
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2. The medical director should be a physician experienced in
the delivery of the type of health care services for which the
student is being trained.

3. The medical director may also be the program director.

Change of Director

If the program director or medical dlrector is changed, immedi-

ate notification should be sent to the AMA Department of

Allied Medical Professions and Services. The curriculum vitae of

the new director, giving details of his training, education, and

experience, must be submitted.

Instructional Staff

1. The faculty must be qualified, through academic preparation
and experience, to teach the subjects assigned.

2. The faculty for the clinical portion of the educational pro-
gram must include physicians whe are involved in the provi-
sion of patient care services. Because of the unique character-
istics of the assistant to the primary care physician, it is

-necessary that the preponderance of clinical teaching be
conducted by practicing physicians.

Advisory Committee .

An advisory committee should be appointed to assist the direc-
tor in continuing program development and evaluation, in fac-
ulty coordination, and in coordination of effective clinical
relationships. For maximum effectiveness, an advisory commit-
tee should include representation of the primary institution
involved, the program administration, organized medicine, the
practicing physician, and others.

VI. Students

Selection

1. Selection of students should be made by an admissions
committee in cooperation with those responsible for the
educational program. Admissions data should be on file at all
times in the institution responsible for the administration of

" the program,

2. Selection procedures must include an analysis of previous
performance and experience and may seek to accommodate
candidates with a health-related background and give due
credit for the knowledge, skills, and abilities they possess.

Health

Applicants shall be required to submit evidence of good health,

When students are learning in a clinical setting or a hospital, the

hospital or clinical setting should provide them with the protec-
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tion of the same physical examinations and immunizations as are
provided to hospital employees working in the same clinical
setting.

Number

The number of students enrolled in each class should be com-
mensurate with the most effective learning and teaching prac-
tices and should also be consistent with acceptable student-
teacher ratios.

Counseling

A student guidance and placement service should be available.
Student, Identification

Students enrolled in the educational program must be clearly
identified to distinguish them from physicians, medical students,
and students and personnel for other health occupations.

VII. Records

Satisfactory records should be provided for all work accomplished by
the student while enrolled in the program. Annual reports of the
operation of the program should be prepared and available for
review.

A. Student

C.

1. Transeripts of high school and any college credits and other
credentials must be on file.

2. Reports of medical examination upon admission and records
of any subsequent illness during fraining should be main-
tained.

3. Records of class and laboratory participation and academic
and clinical achievements of each student should be main-
tained in accordance with the requirements of the institution.

Curriculum

1. A synopsis of the current curriculum should be kept on file.

2. This synopsis should include the rotation of assignments, the
outline of the instruction supplied, and lists of multimedia
instructional aids used to augment the experience of the
student.

Activity :

1. A satisfactory record system shall be provided for all student
performance.

2. Practical and written examinations should be continually
evaluated.
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ViIl. Curriculum

The length of the educational program for the assistant to the
primary care physician may vary from program to program. The
length of time an individual spends in the training program may
vary on the basis of the student’s background and in considera-
tion of his previous education, experience, knowledge, skills, and
abilities, and his ability to perform the tasks, functions, and
duties implied in the “Description of the Occupation.”

Instruction, tailored to meet the student’s needs, should follow a

planned outline including:

assignment of appropriate instructional materials;

classroom presentations, discussions, and demonstrations;

supervised practice discussions; and

examinations, tests, and quizzes—both practical and writ-

ten—for the didactic and clinical portions of the educational

program.

General courses or fopics of study, both didactic and clinical,

should include the following:

1. The general courses and topics of study must be achieve-
ment-oriented and provide the graduates with the necessary
knowledge, skills, and abilities to accurately and reliably
perform the tasks, functions, and duties implied in the
“Description of the Occupation.*

2. Instruction should be sufficiently comprehensive so as to
provide the graduate with an understanding of mental and
physical disease in both the ambulatory and hospitalized
patient. Attention should also be given to preventive medi-
cine and public health and to the social and economic aspects
of the systems for delivering health and medical services.
Instruction should stress the role of the assistant to the
primary care physician relative to the health maintenance and
medical care of his supervising physician’s patients. Through-
out, the student should be encouraged to develop those basic
intellectual, ethical, and moral attitudes and principles that
are essential for his gaining and maintaining the trust of those
with whom he works and the support of the community in
which he lives.

3. A “model unit of primary medical care,” such as the models
used in departments of family practice in medical schocls and
family practice residencies, should be encouraged so that the

Qo Do =
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medical student, the resident, and the assistant to the pri-
mary care physician can jointly share the educational experi-
ence in an atmosphere that reflects and encourages the actual
practice of primary medical care,

4. The curriculum should be broad enough to provide the assist-
ant to the primary care physician with the technical capabili-
ties, behavioral characteristics, and judgment necessary to
perform in a professional capacity all of his assignments, and
should take into consideration any proficiency and know-
ledge obtained elsewhere and demonstrated prior to comple-
tion of the program.

IX. Administration

An official publication, including a description of the program,
should be available. It should include information regarding the
organization of the programn, a brief description of required
courses, names and academic rank of faculty, entrance require-
ments, tuition and fees, and information concerning hospitals
and facilities used for fraining.

The evaluation (including survey team visits) of a program of
study must be initiated by the express invitation of the chief
administrator of the institution or his officially designated repre-
sentative. '

The program may withdraw its request for initial approval at any

time (even after evaluation) prior to final action. The AMA

Council on Medical Education and the collaborating organiza-

tions may withdraw approval whenever:

1. the educafional program is not maintained in accordance
with the standards outlined above, or

2. there are no students in the program for two consecutive
years.

Approval is withdrawn only after advance notice has been given

to the director of the program that such action is contemplated,

and the reasons therefore, sufficient to permit timely response

and use of the established procedure for appeal and review.

Evaluation

1. The head of the institution being evaluated is given an oppor-
tunity to become acquainted with the factual part of the
yeport prepared by the visiting survey team, and to comment
on its accuracy before final action is taken.

2. At the request of the head of the institution, a reevaluation
may be made. Adverse decisions may be appealed in writing
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to the Council on Medical Education of the American Medi-
cal Association.
E. Reports
An annual report should be made to the AMA Council on Medi-
cal Education and the collaborating organizations. A report form
is provided and should be completed, signed by the program
director, and returned promptly.
F. Reevaluation
The American Medical Association and collaborating organi-
zations will periodically reevaluate and provide consultation to
educational programs.

X. Changes in Essentials

Proposed changes in the “Essentials of an Approved Educational
Program for the Assistant to the Primary Care Physician” will be
considered by a standing committee representing the spectrum of
approved programs for the assistant to the primary care physician,
the American Academy of Family Physicians, the American Acad-
emy of Pediatrics, the American College of Physicians, and the
American Society of Internal Medicine. Recommended changes will
be submitted to these collaborating organizations and the American
Medical Association.

X1 Applications and Inquiries
Applications for program approval should be directed to:

Department of Allied Medical Professions and Services
Division of Medical Education

American Medical Association

535 North Dearborn Street

Chicago, Illinojs 60610






Chapter Three

Lessons from Nursing

NURSING UPSTAGED?

The appearance of the physician’s assistant on the health manpower
stage has been greeted by most critics with rave notices but has been
panned by others. Many puzzle about how the physician’s assistant
was written into the script rather than the nurse who seems the more -
logical choice, being a known quantity to both patients and physi-
cians who have been assisted greatly by her caring help over the
years. .
There are several cogent reasons for looking at nursing in
the belief that it will inform the future of the physician’s assistant.
Not the least is the question of why medicine created the new health
category of physician’s assistant rather than seek to expand the
nurse’s role. Nursing, in fact, was approached by the AMA late in
1969 and invited to play an expanded role as a physician’s assistant,
The AMA offer was met with such rebuff that medicine then focused
its attentions on the non-nurse physician’s assistant.

There are other reasons that the physician’s assistant move-
ment can learn a great deal from nursing. For one, the development
of the physician’s assistant shares certain historical parallels with
nursing. Nurses traditionally have rendered care to patients in a
dependent relationship with physicians. The push of late for what
nursing calls independence may really be a quest for clearer profes-
sional identity. In this connection, the evolution of professionalism
in nursing has an interesting history which may presage the efforts of
the physician’s assistant movement to professionalize itself. Yet,
wedded as both the nurse and physician’s assistant are to the physi-
cian, there is still a great unidentified potential for interface between

35
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traditional nursing at all levels and the physician’s assistant. In situa-
tions where nurses work side by side with PAs in legally dependent
relationship fo a physician, some of their functions will overlap as
the boundaries among these three health professions become less
distinct. Their work together cannot help but stimulate redefinitions
of roles among nurses, physician’s assistants, and physicians as they
form interdependent relationships on behalf of improved patient
care.

It is also important in considering the future of the physi-
cian’s assistant movement to take into account reactions of the
nuysing profession. From its inception in 1965, the physician’s
assistant concept captured nursing’s interest. Nursing has taken an
increasingly active role in examining the present status and future
thrust of the physician’s assistant vis-d-vis nursing. There is no doubt
that nursing intends to have its say. There is a growing body of
nursir}g literature in which the profession’s leaders address the PA
issue.

In addition, several groups have issued official policy state-
ments about the physician’s assistant which reflect the nursing
profession’s concemns about the concept.? Chief among the stated
concerns are the questionable need for the PA, lack of universally
accepted guidelines for use of PAs in the health care system, compar-
able salaries, and the carrying out of physician’s assistant orders by
the nurse,

Hence, any examination of the development of the physi-
cian’s assistant concept without consideration of the nursing profes-
sion would be found wanting. Likewise, any examination of the
present status and future thrust of nursing, without due considera-

1. Foremost among them: Dorothy Mereness, “Recent Trends in
Expanding Roles of the Nurse,” Nursing Outlook 18, no. 5 (May 1970):30-33;
Ava Dilworth, “Joint Preparation for Clinical Nurse Specialists,”” Nursing Out-
look 18, no, 9 {September 1970):22-25; Eleanor C. Lambertsen, “Nursing: Not
Quite M.D., More Than P.A.,” Hospitals, JAHA 45: no. 23 (December 1,
1971):70-76; Martha E. Rogers, “Nursing: To Be or Not To Be?” Nursing Qui-
look 20, no. 1 {January 1972):42—486.

2. National Commission for the Study of Nursing and Nursing Edu-
* cation, “Nurse Clinician and Physician’s Assistant: The Relationship Between
Two Emerging Practitioner Concepts” (Lysaught commission brochure, 1970),
{see pp. 65-76); Massachusetts Nurses Association, “Position Statement on the
Physician’s Assistant” (March 1971), (see pp. 81-82); American Nurses Associ-
ation, “The American Nurses Association Views The Emerging Physician’s
Assistant” (December 21, 1971}, (see pp. 77-79); New York State Nurses
Association, “Statement on the Physician’s Associate and Specialist’s Assistant®
(January 31, 1972), (see pp. 83-85).

The physician’s assistant has also been considered by the AMA-ANA
National Joint Practice Commission.,
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tion of the physician’s assistant movement, is wishful thinking and
may result in premature closure in two professions which need more -
than anything else interdependent relationships on behalf of im-
proved patient care.

NURSING TODAY: DIVERSITY, SCHISM,
FLIGHT, AND FIGHT

The nation’s greatly improved level of health in this century has been
enhanced enormously by the contributions of the nursing profession.
However, along with much that is good, there are some unfortunate
developments within organized nursing which threaten to diminish
nursing’s future contributions to a nation in search of better health.

Four characteristics problematic to the profession of nurs-
ing today provide a scaffolding from which to view with hindsight
centenarian nursing and to plan with foresight the future of the
physician’s assistant, as yet a stripling.

Diversity

Nursing is a diverse health profession with numerous levels
of knowledge, skills, and responsibilities. These levels range from the
“technical” level of nurses aide, licensed practical nurse, associate
degree, and diploma nurse, through the “professional®” levels begin-
ning with a baccalaureate nurse and the nonmaster’s nurse practi-
tioner to the more sophisticated master’s nurse clinician and finally
the nurse with a doctorate or Ph.D (see Figure 3-1). The term
“nurse,” like the term “physician’s assistant,” has become so general
that, in speaking of the nurse, it is necessary to specify the level
intended.

At the base of the nursing education pyramid are the aides,
orderlies, and attendants who are trained on the job over a pericd of
months in the employing hospital. The licensed practical nurse is
trained by the hospital nusing service in one year. Diploma nurses
receive three years of training with heavy emphasis on clinical experi-
ence rather than theory. Associate degree nurses receive a junior
college education combined with limited clinical exposure. However,
the associate degree nurse has the advantage of being on the educa-
tion ladder.

The baccalaureate nurse graduates at the end of four
academic years in college as a beginning practitioner. Two of her four
years concentrate on liberal arts. The remaining two years of credit
are earned in nursing theory and brief periods of clinical experience.

Clinical specialization or teaching credentials are acquired
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Ph.D.—
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NURSING 3yrs.
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Aides, Orderlies and Auendanis— Hospital-Based

3~6 monlhs

Figure 3—1. The Nursing Education Pyramid

at the master’s or higher degree level. Even these programs have less
clinical practice than similar higher degree programs in social work,
psychology, teaching, or medicine.

There is great disparity between educational levels and the
clinical component of nurse preparation. The least educated regis-
texred nurse from the diploma program receives the greatest amount
of clinical preparation while the more educated bacealaureate nurse
receives much less. Nursing educators quickly point out that quantity
is not to be confused with quality and that one good hour of learning
in a baccalaureate program is worth ten hours of mindless service in a
diploma program. Yet the lack of clinical experience in college-based
nursing programs is such a problem that a study of why 66 baccalau-
reate nursing students sought paid part time and summer nursing jobs
found that they ¢/l did so primarily to gain clinical experience in
nursing and gain self-confidence in their nursing skills.3

3. Mary Louise Paynich, “Why Do Basic Nursing Students Work in
Nursing?,” Nursing Outlook 19, no. 4 (April 1971):242-45.
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Table 3—1. Practicing Professional and Technical Nurses—A Decade
of Supply and Demand

1962 1967 1972

Supply’ Supply® Supply®

Professional Nurses o0 ’ o
Master’s or higher 11,600 16,000 19,000
baccalaureate 43,500 67,600 80,000

Technical Nurses

Diploma 495,000 556,400 579,000
Associate degree — -_ 22,000
Total 550,000 640,000 700,000

1. HEW Public Health Service, Report of the Surgeon General's Consultant
Group on Nursing, Towerd Quality in Nursing (1963), ch, IV, “Needs for
1970, pp. 15-19,

2. HEW Bureau of Health Manpower, Division of Nursing, Nurse Training Act
of 1964 Program Review Report (December 1967), figure 3, p. 57.

3. American Nurses Association, Department of Research and Statistics (March
1972).

4. Less than 700 Ph.D. or doctorate.

Schism Between Nursing Education

and Service

There is a paradoxical schism in nursing today between
nursing education and nursing service. A master’s or higher degree is
the minimal ticket of admission to teaching. Of the 700,000 practic-
ing nurses in 1972, fewer than 20,000 (3 percent) held a master’s
degree or higher. Yet the nursing educators tend to be the spokesmen
for the profession while direct patient care is given by the nearly
600,000 diploma nurses (see Table 3-1).

In other words, nursing educators, with their commitment
to baccalaureate and higher education, constitute 3 percent of the
practicing profession but determine educational policy for the other
97 percent who provide the service. This split within nursing has
been cited by Ginzberg as a high hurdle to moving readily to new
gogls and objectives.* The need for closer ties between nursing
education and nursing service has been frequently voiced.?

4. Eli Ginzberg, Men, Money and Medicine (New York: Columbia
University Press, 1969), p. 166.

5. HEW Bureau of Health Manpower, Division of Nursing, Nurse
Training Act of 1964 Program Review Report (December 1967), p, 24; National
Commission for the Study of Nursing and Nursing Education, An A bstract for
Action (New York: McGraw—Hill, 1970), pp. 28-32, 94-96; Janelle C. Krueger,
“The Education and Utilization of Nurses: A Paradox,” Nursing Outlook 19,
no. 10 (October 1971):676—79.
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Flight

Nursing education struggles to rveplace diploma nurses with
steadily increasing numbers of baccalaureate and master’s graduates
whose impact on service is mitigated by their flight from hospital
work. As will be elaborated upon later, the disappointment experi-
enced by baccalaureate graduates often is bomn of false expectations
engendered during their education which dissipate into hopelessness
in the reality of hospital practice.

Fight

There has been strife between organized nursing and organ-
ized medicine which has greatly impeded their ability to work to-
gether to improve patient care. This has been compounded by the
lack of cohesiveness within nursing itself,

Because we wish a safer crossing into professionalism for
the physician’s assistant, a careful look into how nursing arrived at its
present state seems warranted. We are certain that valuable lessons
for the physician’s assistant lie between the lines which follow.

NURSING EDUCATION:
BUILDING BLOCKS FOR THE SIXTIES;
STUMBLING BLOCKS FOR THE SEVENTIES?

How did nursing education gain dominant influence in the nursing
profession? The beginning of college education of nurses goes back
to the 1920s but it was not until the 1960s that nursing education
firmly rootfed itself in higher education. The reasons for this are
enmeshed in the values of that decade.

The sixties witnessed a nafion’s dedication to education.
Both the nation’s dreams and resources were heaped upon educa-
tional institutions in pursuit of an increase in the quantity and qual-
ity of education. The ultimate birthright was seen as education
through college for every capable young American regardless of color
or class. It was an auspicious climate for the profession of nursing to
consolidate its position in the university and to secure a snug harbor
in academe.

The building blocks for nursing in the sixties rest upon
four historic documents in the profession which greatly reflect the
educational priorities of their time:

1. Report of the Surgeon General’s Consultant Group on Nursing,
1963;
2. Nurse Training Act of 1964, Public Law 88—581;
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3. ANA position paper, “Educational Preparation for Nurse Practi-
tioners and Assistants to Nurses,” 1965:

4. National Commission for the Study of Nursing and Nursing
Education, 1969.

The Surgeon General’s report of 1963 forecast nursing’s
subsequent commitment to higher education: “[We are] convinced
that the baccalaureate program should be the minimal requirement
for nurses who will assume leadership.”® A break with entrenched
patterns in nursing education was suggested. As a note of caution,
however, precipitous change was eschewed in favor of an orderly
transition from hospital-based training resources to colleges and
universities.

Also urged was a broad, comprehensive study, perhaps
requiring five to ten years, of “basic nursing education in relation to
the responsibilities and skill levels required for high-quality patient
care.”” And, as is common to such reports, the final plea was one for
federal funds to schools of nursing to improve their educational
programs, and to colleges to entice them to establish new schools of
nursing.® :
Response to the Surgeon General’s report was rapid and
committed. Congress enacted the Nurse Training Act of 1964 which
provided the money to carry out the suggested enhancement of nurs-
ing education. Construction of facilities, expanded programs, and
loans and traineeships to nursing students flourished under this
legislation.

In 1965, the American Nurses’ Association (ANA) prepared
a position paper which divided nurses into two categories, depending
upon educational preparation:

1. Professional Nurses for whom minimum preparation for begin-
ning professional nursing should be baccalaureate degree educa-
tion in nursing;’ and

2. Technical Nurses for whom minimum preparation for beginning
technical nursing practice should be associate degree education in
nursing.!?

6. HEW Public Health Service, Report of the Surgeon General’s
Consultant Group on Nursing, Toward Quality in Nursing (1963), ch, IV,
“Needs for 1970,” pp. 15-19.

7. Ibid, p. 34.

8. Ibid., p. 56.

9. American Nurses Association Position Paper, “Educational Prep-
aration for Nurse Practitioners and Assistants to Nurses” (1965), p. 6 (see
pPp. 57-63).

10. Ibid., p. 8.
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The final building block of the decade for nursing educa-
tion was An Absiract for Action, also known as the Lysaught report,
written by the National Commission for the Study of Nursing Educa-
tion, and funded by the Kellogg and Avalon Foundations, the ANA,
and an anonymous donor.!! The Lysaught report was the result of a
three year study, including: ‘

twelve commissioners;

a director, an associate director, and their staff of seven;

four advisory panels totaling 34 members;

139 representatives of health professions who made their contri-
butions in over a dozen regional conferences; and

more than 1,000 nurses, physicians, administrators, researchers,
students, and consumers interviewed during 100 site visits
throughout the United States.

The commission’s charge was to ‘““illuminate the character-
istics, concepts, and scope of nursing practice.” The report focused
instead on how to reorganize nursing to enable it to communicate
and work with other health professions, especially medicine. Had the
commission more adequately studied the present system of nursing
education in relation to responsibilities and skill levels, its report
would have constituted nursing’s homework for the interdisciplinary
national and state joint practice commissions which it subsequently
recommended and which was the organizational crux of the entire
report. A substantive definition of nursing’s “responsibilities and skill
levels” would have buttressed. nursing’s position as it met with other
disciplines, and the Lysaught report could have become more of a
working paper and less of an organizational document in search of
funding.

In summary, the surgeon general’s report of 1963 provided
impetus to nursing education; the Nurse Training Act of 1964 gave it
the wherewithal; the ANA position paper of 1965 endowed nursing
with a philosophy for future direction, which the Lysaught report
sought to augment.

Building Blocks into Stumbling Blocks?

What were building blocks for nursing in the sixties may be
its stumbling blocks in the seventies as it faces the new challenge to
provide more health care. Indeed, one unfortunate outcome of the

11. National Commission for the Study of Nursing and Nursing
Education, An Abstract for Action.
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academizing of the nursing profession has been its isolation from the
realities of service. The reasons for this schism between nursing
education and service deserve both understanding and sympathy.

When in 1971 a patient care institution as venerable as
Massachusetts General Hospital suffers a 64 percent turnover!'? of
baccalaureate, diploma, and associate degree nursing staff and the
New York City hospitals a turnover rate of 86 percent,'® something
is seriously wrong. Among those things wrong are the nurse misused
and the nurse abused.

The Nurse Misused

Why teach the nurse anatomy, physiology, chemistry,
anthropology, microbiology, the signs and symptoms of disease, the
course of and response to medications, and other therapeutic proce-
dures, as well as the possible outcome and complications, if she is
unable to utilize this information in ways which directly improve the
patient’s health? If the nurse, as suggested by some, should only
collect data and make observations, then a brief course in inter-
viewing is all that is needed. Why teach pharmacology now that the
pharmacy in many hospitals prepares the proper dosages in separate
packages and the nurse may only deliver them to the patient? Why
take the long time to fill the nurse’s head with signs and symptoms
of disease if diagnosis is not to be her function? To what avail
physiclogy and anatomy if the nurse may only sponge it, roll it over,
or assist it out of bed?

If the nurse is to offer primarily succor and tender loving
care rendered with dignity, then the education of nurses could be
greatly simplified and shortened. Merely screen for poised young
women who show sensitivity to others and are of naturally pleasant
disposition. Then teach them in short order the basics of observation,
data collection, body care, comfort measures, and emphasize thera-
peutic interaction with others. The time to prepare such a nurse
should take little more than six months and as such resembles the
training of the licensed practical nurse or nurses’ aide! The alternative
to this, of course, is to continue to educate nurses in the basic
sciences and pathology, give them breadth and depth of clinical
experience, but use them to full benefit of the many patients who
can be helped by the nurse’s knowledge and skills,

12. Mary MacDonald, Director, Department of Nursing, Massachu-
setts General Hospital (personal communication). This was a 14 percent reduction
from the 1968 turnover of 78 percent. A vigorous inservice program instituted
since 1968 has been given credit for the reduction in turnover.

13. “City Hospitals Struggle With Nursing Shortage,” New York
Times, April 23, 1971, pp. 39, 46.
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The Nurse Abused

There are over half a million nurses in the country who
choose not to practice their profession! (see Figure 3—-2).

Not only is the rate of inactivity disturbing evidence of
trouble within the profession, but nurses display a greater rate of
turnover in their profession than women with similar education and
training in most other professions. As documented by the Lysaught
commission’s An Abstract for Action and its brochure “Nurse
Clinician and Physician’s Assistant,” the average rate of turnover
among staff nurses in American hospitals is over 70 percent while the
rate of turnover among elementary and secondary school teachers—
also predominantly female and from the same socioeconomic back-
grounds—is approximately 20 percent.

Some of the problems responsible for the turnover and
dropping out of nurses have been identified as lack of direct patient
care by nurses who are siphoned off into managerial functions of
overseeing the care provided by others; poor compensation; and
unsatisfactory working hours. What other professional of similar
educational preparation is required to work all shifts within one
week as is the lot of many nurses? Management research has found
that while money and working conditions such as hours are job
dissatisfiers, they are not satisfiers. Herzberg pursues in detail job

249, (325,000) 24%0 (325,000)
Don’t Maintain Maintain License
License but Don't Practice

15%o (200,000) 37%4 (500,000)
Practice Full-Time Nurses
Part-Time (Includes
Practitioners,
Educators, and

Administrators)

Figure 3-2. Dijstribution of Activity Among Graduate Nurses
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satisfiers versus dissatisfiers and clusters chief job satisfiers around
self-esteem.!'® The need for self-esteem also looms paramount in
Maslow’s hierarchy of needs. Given the importance of self-esteem in
job satisfaction, the nurse’s unmet needs for recognition and self-
esteem are critical.!’

As long ago as 1961, Bennis concluded from his research
of nurses in the outpatient department and his review of studies by
others: “We see that there is almost no situation presently available
to the graduate nurse which will allow her to perform according to
the traditional conception of the ideal nursing role. This is clearly an
intolerable situation for a professional, and definite remedial steps
need be taken. Either practice situations will have to be transformed
to fit into the concept currently being taught in educational institu-
tions or the concept will have to be changed to more appropriately
reflect practice.””1

Yet ten years later, in 1971, Golub desctribed the plight of
the new baccaldureate graduates who experienced a gap between
expectations and nursing service demands: “The end results of the
plight of the new graduate should be of concern to all. Studies have
shown that the new nurse often quits her first hospital job within the
first year (or never chooses hospital nursing) or soon loses any ideals
or commitments or emulates the status quo even to the point of
developing bad nursing habits.”” Golub also scored the “inability of
nursing service to define clearly what nursing areas are; to test ouf,
utilize, or add to theories and studies of nursing science and educa-
tion; or to agree on what is expected of its own nursing practi-
tioners.”!?

Many of these problems can be attributed to physicians
and hospital administrators, as well as to nurses. A study by Krueger
of the activities of 128 baccalaureate, diploma, practical nurses, and
aides pointed to a gap between the ‘“ideal’’ use of the nurse taught by
education and their “real” use by employers.'®

It has been the universities which have endowed nursing
with a respectability, freedom, and responsibility which embody the

14. Frederick Herzberg, Bernard Mausner, and Barbara Snyderman,
The Motivation to Work (New York: John Wiley and Sons, 1959).

15. Abraham Maslow, Motivation and Personality, 2nd ed. (New
York: Harper and Row, 1970), ch. 4.

16. Warren Bennis, Norman Berkowitz, Mary Malone, and Malcolm
Klein, The Role of the Nurse in the Out-Patient Department (New York: Ameri-
can Nurses’ Foundation, 1961), p. 63.

17. Judith Golub, **A Nurse-Internship Program,” Hospitals, JAHA
45 (August 16, 1971):73-78.

18. Krueger, pp. 676-79.
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self-esteem that nursing has not been able to enjoy in the hospital
sickroom despite a century of service. Whereas nurses have suffered
misuse and abuse in service settings, they have been welcomed by the
academicians with the only requirement that nurses join scholars in
the pursuit of excellence of scholarship in an atmosphere of free and
systematic inquiry. Unfortunately, the discrepancy between what the
baccalaureate nurse is taught about ideal patient care in the univer-
sity and the reality demands of hospital settings today too often
leads her to a profound personal crisis which is resolved more often
by flight than fight. This is unlike the preparation of the diploma
nurse whose knowledge and procedural skills are molded in the image
of hospital practice so that upon graduation the nurse hardly breaks
step in making the transition from student to hospital staff nurse.

Diploma nurses wiio render the majority of care in hospi-
tals find it difficult to move out of hospitals because they lack the
baccalaureate degree deemed essential by organized nursing to prac-
tice in a greater variety of settings such as public health, teaching, or
school nursing. Organized nursing neither favors nor facilitates the
diploma nurse acquiring the necessary college education beyond her
nursing skills, preferring instead the unadulterated socialization
process of molding the college undergraduate into its ideal of the
thinking, empathic nurse with minimal procedural skiils.

The 1965 ANA Position Paper:

A Bias Without Basis?

The increases in college-based programs since 1964 reflect
in large part the financial boost received from the Nurse Training Act
of that year which provided bricks and mortar, traineeships for
students, incentive grants for faculty, and curricular innovations for
the collegiate programs. However, the burgeoning of baccalaureate
programs clearly owes its impetus to the ANA 1965 position paper,
which stated unequivocally that the education for all those licensed
to practice nursing should fake place in institutions of higher educa-
tion.

The ANA decision to prepare nurses in institutions of
higher learning has resulted in a significant decline in diploma pro-
grams accompanied by a steady increase in baccalaureate and a rapid
rise in associate degree programs (see Table 3-2.)

In the foreword to their position paper, the ANA claims to
have undertaken “the study and examination of nursing education,
the nature and characteristics of nursing practice, and the scope of
preparation and responsibilities of nurses.” After two years of study,
the ANA Committee on Education put forth an array of assumptions
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Table 3-2. Trends in Nursing Education by Type of Program,
1952 to 1972

Type of Program o 1952 1962 1972
Nurse scientist ’ 9
Ph.D. or doctorate 4 8
Master’s 48 79
Baccalaureate degree 198 176 290
Diploma 1017 875 550
Associate degree 21 84 485

Total Programs 1236 1187 1421

apparently more philosophically than scientifically derived, from
which their position issued. The composition of the ANA Committee
on Education, all nurse educators with rank of dean, suggests a bias
toward collegiate education. Nursing service leaders were conspic-
ucus by their absence. Central to the controversy about hospital-
based versus college-based programs is the quality of the prepared
student.'® One attempt to compare the quality by means of per-
formance on the registered nurse examinations in New York State as
of July 1, 1968, is shown in Table 3—-3.

A curscry comparison of the scores achieved by the associ-
ate degree (AD), the baccalaureate degree (DE), and the diploma
(DI) programs shows:

1. The highest ranges are achieved by the baccalaureate degree
nurses.

2. The lowest ranges of scores are shared by the diploma and associ-
ate degree graduates alike.

3. The diploma nurses achieve higher ranges of scores in all areas
than do the associate degree nurses.

4. The average scores for the diploma students are higher in all areas
than the average scores achieved by the associate degree nurses.

5. The overail range of scores achieved by the diploma nurse are
similar to the baccalaureate degree nurse.

Comparisons based on these scores are tempered by the
following limitations: Without knowing the standard deviation or

12. For convincing arguments for both sides of the controversy see
Anne Kibrick, “Why Collegiate Programs for Nurses?,” New England Journal of
Medicine 278, no. 14 (April 4, 1968):765—72; Thomas Hale, “Cliches of Nursing
Edueation,” New Englend Journal of Medicine 278, no. 16 (April 18, 1968):
879—-86.
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Table 3—3. Range of Individual School Means, and Means of All
Programs, by Type of Program on the Registered Professional
Nursing Examinations in New York State, July 1, 19682°

AD 397 447 533

DE Medical 447 537 621

™ 3‘?4 5‘!6 696

AD 391 450 545

DE Surgical 4“!_ 6 516 588

DI 3?4 5(34 5{)9

AD 384 451 527

DE Obstetric 4?4 525 - 6?3
ol 399 503 563

AD 370 443 519

DE Pediatric 449 5_?»3 638
.DI 3?7 514 6(_)8

AD 421 474 530

bE Psychiatric 46_;_0 569 645
Dl 392 507 5?5

Standard
score 0 300 400 500 600 700 800

AD = Associate Degree. Two years, DE = Degree (Baccalaureate). Four yeats.
DI = Diploma (Hospital Training). Three years.

numbers of schools in each of the three educational levels of pro-
grams, the significance of the differences among them cannot be
measured statistically. A written examination is only one sample of

20. An Abstract for Action, p. 108.
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performance; the scores are for New York State only; and the
examination is written by the National League for Nursing, whose
accreditation process has done much to enhance baccalaureate educa-
tion. Hence, the examinations may be geared for baccalaureate
studenis. However, one may conclude that the diploma graduates are
closer in test achievement to the baccalaureate degree nurses than are
the associate degree students who fall considerably short of either
the diploma or baccalaureate performance.

As of 1972 there were 80,000 active baccalaureate nurses
and nearly 580,000 diploma nurses.?! By dint of numbers alone,
diploma nurses are and will remain the majority group for many
years to come. Might nursing leadership do better to reconsider
pursuit of higher education and pursue instead greater clinical
expertise at all levels irrespective of educational preparation?

Although its intention was to upgrade the profession, the
ANA position paper has set one group in nursing against another—the
diploma nurses against the baccalaureate nurses, Unfoxtunately, this
house divided not only weakens nursing internally, but seriously
compromises its clout in encounters with other professions. The
results of the demise of hospital schools and the proliferation of the
associate degree programs should be critically examined,

THE AMA-ANA CONFLICT

Although many doctors and nurses work well together at the
patient’s bedside, there is a recent history of friction between the
nursing and medical organizations. Unfortunately this friction greatly
impedes the ability of organized nursing and medicine to plan to-
gether toward the realization of improved patient care.

As mentioned earlier, the nurse was invited by the AMA in
late 1969 fo play an expanded role as an assistant. However, the
AMA’s overtures to nursing at that fime were met with such rebuff
that medicine then turned to the non-nurse physician’s assistant. The
effect of the physician’s assistant movement on the ANA-AMA
relationship is a fascinating process worth treating in greater detail.

The AMA Plan to Make Nurses

into Physician’s Assistants

The conflict between medicine and nursing erupted in
February of 1970 when Dr. Ernest Howard, then AMA executive
director, announced an AMA plan to make 100,000 nurses into

21. See Table 3—1, p. 25.
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physician’s assistants.?? Specifically, doctors were urged to upgrade
the professional skills of their office nurses by means of personal
preceptorships. Under the physician’s supervision the nurse would
have direct patient responsibility, including house calls. The physi-
cian would bill for the nurse’s services on his letterhead on a fee for
service basis. Curiously, in voting for the new plan to expand the role
of office nurses, the AMA board of trustees acted without prior
consultation with organized nursing or even with their own AMA
leaders who had special responsibilities pertaining to nursing. Nor
was attention paid to the health insurers who would be asked to
reimburse the fee for service billings to the nurse’s account,

Nursing's Rebuttal

The response to the AMA plan by the then ANA president,
Dorothy Cornelius, was immediate and wrathful: “The ANA board
of directors deplores this kind of unilateral decision made by the
AMA, since it is not the prerogative of the AMA to speak for any
other profession. We strongly object to this action—that the AMA
should attempt to meet the physician shortage by compounding the
shortage of nurses.”

NLN president Gwendoline MacDonald also was quick to
deplore the AMA’s unilateral action in delineating a new role for
nurses. Among her points were that:

1. neither the NLN nor the ANA had been consulted on the pro-
posal;

2. in spite of the innovation in expanded use of health personnel, it
is unreasonable to rob one profession already depleted to meet
the needs of another;

3. interdisciplinary cooperation and collaboration are necessary if
common problems between medicine and nursing are to be
solved.

Narrowing the Breach

One month later, on March 13, 1970, Dorothy Mereness,
Dean of Nursing at the University of Pennsylvania, spanned the
breach with her mediating address to the Council of Baccalaureate
and Higher Degree Programs in Nursing of the NLN in Kansas City,
Missouri, Her statement provided an unofficial nursing position until
official statements of position could be crystallized. Noting the large

22. “AMA Unveils Surprise Plan to Convert R.N, Into Medic,”
American Journal of Nursing 70, no. 4 (April 1970):691-93; “AMA Urges Major
New Role for Nurses,” American Medical News (February 9, 1970).
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numbers of registered nurses who choose not to practice because of
“inadequate definitions of the nurse’s roles in the organization, poor
communication and coordination, and unreasonable work pressures,”
she made a plea to nursing leaders to assume a guiding role in con-
junction with the AMA in the development of the nurse as a
physician’s associate. While agreeing in principle with Miss Cornelius,
Miss Mereness expressed distress that

the professional nursing organization had not already developed a
position on this issue (the nurse as a physician’s assistant) before the
AMA issued its statement. During the last two years there have been
many developments in relation to the physician’s assistant about
which- the ANA was aware. It appears that this position of the AMA
could become one of the most significant developments in modern
nursing without orgenized nursing having taken a position.

She disagreed with her colleagues in baccalaureate nursing
education who rejected the physician’s assistant concept. “In spite of
the misgivings of their colleagues, many graduate nurses will most
certainly be interested in relating themselves to a physician and
accepting whatever extra training he may deem necessary . ..” She
had no quarrel with the concept of the nurse as an “associate”
functioning in a collaborative role with a physician. “The introduc-
tion by the AMA of the nurse as the physician’s assistant is probably
the first of many dramatic changes to come.” (

In her final remarks she warned,

The physician’s assistant could be one opportunity for nurses to
accept responsibilities beyond those usually expected of the well-
prepared professional nurse. If members of organized nursing
continue to view with alarm this development and ofhers that are
bound to come, they may be relegated to the role of observer and
lose an opportunity to shape the destiny of the profession which
they have served so steadfastly.

AMA-ANA Dialogue Begins—

The National Joint Practice Commission

A mere ten days after Mereness’ speech, a top echelon
meeting of the ANA and AMA was held at the ANA headquarters in
New York City, and an ANA-NLN-AMA ad hoc committee formed
to establish new channels of communication to discuss “congruent
roles,” In August 1971, this group agreed to proceed with the
national and state joint practice commissions between medicine and
nursing as recommended by the Lysaught report to “discuss and
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make recommendations concerning the congruent roles®3 of the
physician and the nurse in providing quality health care, with
particular attention to the rise of the nurse master clinician; the
introduction. of the physician’s assistant; the increased activity of
other professions in areas long assumed to be the concern solely of
the physician and/or the nurse” (emphasis added).2*

In January 1972, the ANA-AMA Joint Practice Commis-
sion,?® made up of sixteen members, eight from each profession, was
convened in 8t. Louis. Their goal is to establish optimum working
relationships between medicine and nursing to assure the best care of
patients.

5

Because the National Joint Practice Commission has been
explicitly charged by the National Commission for the Study of
Nursing and Nursing Education to give particular attention to the
introduction of the physician’s assistant, we think that limiting the
composition at the outset to organized medicine and nursing may
hamper its effectiveness. Why not have representatives of hospital
administration, other health professions including physician’s assist-
ants, the law, business, and the public involved at the outset rather
than “as early as progress in these joint discussions indicates’? Deci-
sions by the AMA and the ANA will have hardened and a major
opportunity to build a bridge between the physician’s assistant and
the nurse may be lost.

LYSAUGHT COMMISSION BROCHURE,
“NURSE CLINICIAN AND PHYSICIAN’S
ASSISTANT”

A supplementary brochure entitled “Nurse Clinician and Physician’s
Assistant: The Relationship Between Two Emerging Practitioner

23. In the past, agreements reached at the state level through joint
committees generally have been limited to procedural questions [Can a nurse
start intravenous fluids?], and not fundamental policy questions such as con-
gruent roles.

24, An Abstract For Action p. 89.

25. Members of the original National Joint Practice Commission
were: Genrose Alfano, M.S., R.N., Bronx, New York; Patricia Devine, M.S.,
R.N., Parsons, Kansas, Thomas F. Dillon, M.D., New York, New York; A. Alan
Fischer, M.D., Indianapolis; Robert 4. Hoekelman, M.D., Rochester, New York;
Marilyn 4. Howe, M.S., R.N., Cleveland; Joseph W. Marshall, M.D., Twin Falls,
Idaho; Nancy Melvin, M.A., R.N., Phoenix, Arizona; William H. Muller, M.D.,
Charlottesville, Virginia; Robert A, Murray, M.D., Temple, Texas; Otto C. Page,
M.D., Portland, Oregon; Anna Bower Sherlock, M.S., R.N., Tueson, Arizona;
Shirley Smoyak, Ph.D., R.N., New Brunswick, New Jersey; Virginia Stone,
Ph.D., R.N., Durham, North Carolina; Barbara Taylor, M.S., R.N., Boston;
dames W. Walker, M.D., Jacksonville, Florida. (Note that every nurse representa-
tive has a graduate degree.)
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Concepts,” was prepared by Dr. Lysaught. After a candid and articu-
late summary of the state of the art of nursing and the recognition
that major changes are required, the brochure noted that

two companion answers have been swelling simultaneously. One
answer hinges on the presence of the existing body of American
nurses, large in number, already trained in many of the areas that are
commonly considered to be paramount to the new practice. A
second, competing, answer hinges on the development of a new
category of personnel, separately named, separately trained?$
{emphasis added).

We regard nursing and the PA as complementary, not competing,
professions.

After assuming that the relationship between the commis-
sion recommendations and the rising interest in the physician’s assist-
ant is close and direct, the brochure warned:

If the physician’s assistant becomes, in fact, a foreclosure on the
development of increased enhanced role functioning in nursing, then
we think we are making a very serious mistake in terms of the long- '
run needs of the country, And we would hazard to suggest that it

will be a serious mistake for the profession of medicine as well as
nursing and the health system generally.?”

After talk about “foreclosure,” the brochure noted that nurses have
“historically been a physician’s first assistant since 1900.” It recog-
nized that the major need to encourage nurses to stay within the
profession was job enlargement, but failed to consider the root
question underlying such enlargement, namely that of dependence/
independence.

The brochure continued:

“Now it may be that our concerns over the physician’s assistants are
entirely groundless. That is, the new occupation may not function to
stifle the natural development of the nursing role and the career
perspective of that profession.”2®

The brochure gave no basis for their concerns.
The brochure continued;

“Let us emphasize in this regard that we do not anticipate that such
commissions would necessarily reject the concept of the physician’s

26. “Nurse Clinician and Physician’s Assistant™ (see pp. 65-76).
27. Ibid., p. 73.
28. Ibid., p. 74.
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assistants.” Finally, the brochure asked that “we wait—and we use
that term emphatically—for concerted proposals from the Joint
Practice Commissions for the future development of congruent roles
and professional responsibilities. . . ."*?

We suspect that the Joint Practice Commission, using this approach,
will still be in the station trying to decide whether to accept or reject
the concept when the physician’s assistant train goes by. We wish the
Commission had shared Dorothy Mereness’ sense of urgency about
the influence of the physician’s assistant and nursing, one upon the
other, and the need to get on immediately with the necessary
collaboration.

One Step Forward

The strained relations between nursing and medicine in
1970 were compounded further by the American Academy of
Pediatrics which presented unilaterally developed guidelines for the
expanded training of nursing personnel to the ANA’ Division of
Maternal and Child Health Nursing for their endorsement. The
requested endorsement was refused by the ANA pending input by
organized nursing. Subsequent collaboration between the ANA and
the AAP resulted in the January 1971 joint guidelines on short term
continuing education programs for pediatric nurse associates.>® This
document stands to date as one of the more substantial constructive
collaborations between a medical specialty and nursing—a model for
future coaction between the various medical and nursing specialties.

One Step Backward

Just as time seemed to be working its healing powers, deep
wounds between medicine and nursing were reopened with the
unsuccessful attempt of the New York State Nurses Association to
sponsor an amendment of the state’s Nursing Practice Act to define
and specify the independence of the nursing function. Passed by
both houses of the state legislature, the bill was vetoed on July 6,
1971 by Governor Rockefeller on advice of the New York State
Medical Society and the Hospital Association of New York State.
The NYSNA responded immediately by letter of July 13 to the
governor’s veto, giving vent to their dismay and anger, calling Rocke-
feller’s action and thinking “illogical,” “shocking,” ‘“appalling,”

29. TIhid., p, 75.

30. ANA Division on Maternal and Child Health Nursing Practice
and the American Academy of Pediatrics, “Guidelines on Short-Term Continu-
ing Education Programs for Pediatric Nurse Associates™ (January 1971).
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“offensive,” “lacking understanding or knowledge,” ‘“contradic-
tory,” ‘‘schizophrenic,” “scandalous,” ‘“‘embarrassing,” and “fright-
ening.” In almost any other state this incident could be dismissed as
a local brawl having little or no consequence for the professions at
large. However, given the fact that New York City housed the official
power center, the ANA, as well as a traditional locus of power in
nursing education, Teachers College of Columbia University, these
renewed hostilities between nursing and medicine lent themselves to
maximum visibility. The bill was reintroduced in March 1972 and
passed. The legislation is discussed in detail in the next chapter.

ANA Looks Ahead

On the one side, the AMA’s position with regard to nursing
has developed unilaterally, with communication between the AMA
and ANA being strained. The AMA has insisted upon expressing its
opinions on the subject of nursing despite the ANA’s challenge to
their right to do so. Unfortunately, some of the language of the AMA
has stressed the nurse’s services to the physician rather than to the
patient. On the other side has been organized nursing’s concern with
presexrvation of power and pride, which has blinded it to the merits in
new opportunities proposed by the AMA.

When the physician’s assistant was created in 1965, nurs-
ing education had already begun to concern itself with making a
greater impact on service. This concern was reiterated in the Lysaught
commission’s 1970 statement *‘a first priority is the re-establishment
of practice as the first and proper end of nursing. . . . In short, it is
absolutely imperative that we redirect the reinforcement schema in
nursing from rewarding non-practice activities to rewarding. those
actions most closely related to the intrinsic satisfactions that induce
persons into the profession initially.””3!

In this connection, the physician’s assistant has served as
an issue around which nursing has begun to move toward a rap-
prochement with organized medicine. The progress is typified by the
May 1972 ANA convention clinical sessions which featured RN—-MD
teamwork. “Sharper focus is placed on the interdisciplinary approach
to patient care demonstrated by a colleague relationship between
nurse and physician,’’32

The fractious relationship between nursing and medicine
over the past year appears to be mellowing. This is encouraging

31. “Nurse Clinician and Physician’s Assistant.®
32, “RN-MD Teamwork Feature of 1972 Clinical Sessions,” The
American Nurse 4, no. 1 (February 1972):1.
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indeed and is to be applauded. It augurs a brighter future for health
care delivery of which the physician’s assistant will be a part.

As for the lessons from nursing, the PA movement should
beware of being similarly co-opted by the status afforded education
and the drive to independent professionalization.



Resource Document

Excerpts from “Educational
Preparation for Nurse Practitioners
and Assistants to Nurses”*

... ASSUMPTIONS

The premises or assumptions underlying the development of the
position are:

Nursing is a helping profession and, as such, provides serv-
ices which contribute to the health and well-being of people.

Nursing is of vital consequence to the individual receiving
services; it fills needs which cannotl be met by the person, by the
family, or by other persons in the community.

The demand for services of nurses will continue to in-
crease. '

The professional practitioner is responsible for the nature
and quality of all nursing care patients receive,

The services of professional practitioners of nursing will
continue to be supplemented and complemented by the services of
nurse practitioners! who will be licensed.

*A position paper prepared by the American Nurses’ Association,
December 1965.

1. The specific meanings of certain terms used in this paper are:
Nurse practitioner: any person prepared and authorized by law fo practice nurs-
ing and, therefore, deemed competent to render safe nursing care.

Nursing service: the system through the services of nurse practition-
ers and their assistants are made available to those in need.

Health facilities: a specially designed place where people receive
health instruction and care,

Health service occupations: defined by the U.S. Office of Education
as those occupations that render supportive services to the health professions,

Preservicé preparation: an organized program of instruction received
prior to employment,

Inservice education: an organized program of instruction during
employment.
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Education for those in the health professions must increase
in depth and breadth as scientific knowledge expands.

The health care of the public, in the amount and to the
extent needed and demanded, requires the services of large numbers
of health occupation workers, in addition to those licensed as nurses,
to function as assistants to nurses. These workers are presently desig-
nated: nuxses’ aides, orderlies, assistants. attendants, etc.

The professional association must concern itself with the
nature of nursing practice, the means for improving nursing practice,
the education necessary for such practice, and the standards for
membership in the professional association.

POSITION

Education for those who work in nursing should take place in institu-
tions of learning within the general system of education.

Nursing practice has become complex and will continue to become
even more so. The conditions of nursing, as that of any other profes-
sional service, are determined by the structure of society and its
prevailing values.

To point out that the practice of nursing has changed in
the last 20 years is to point out the obvious. Major theoretical formu-
lations, scientific discoveries, technological innovations, and the
development of radical new treatments in recent years have produced
marked changes in health practices. The knowledge needed by the
nurse practitioner today differs greatly from that needed 20 or even
10 years ago. She is now being required to master a complex, grow-
ing body of knowledge and to make critical, independent judgments
about patients and their care.

It is recognition of this need for mastery of a complex
body of knowledge, and the continuing need to learn and improve
practice, that has led the association to believe that:

the education for all those who are licensed to practice
nursing should teke place in institutions of higher education.

Professional Nursing Practice

The essential components of professional nursing are care,
cure, and coordination. The care aspect is more than “to take care
of,” it is “caring for” and “caring about” as well. It is dealing with
human beings under stress, frequently over long periods of time. It is
providing comfort and support in times of anxiety, loneliness, and
helplessness. It is listening, evaluating, and intervening appropriately.
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The promotion of health and healing is the cure aspect of
professional nursing. It is assisting patients to understand their health
problems and helping them to cope. It is the administration of
medications and treatments. And it is the use of clinical nursing
judgment in determining, on the basis of patients’ reactions, whether
the plan for care needs to be maintained or changed. It is knowing
when and how to use existing and potential resources to help
patients toward recovery and adjustment by mobilizing their own
resources.

Professional nursing practice is this and more. It is sharing
responsibility for the health and welfare of all those in the commu-
nity and participating in programs designed to prevent illness and
maintain health. It is coordinating and synchronizing medical and
other professional and technical services as these affect patients. It is
supervising, teaching, and directing all those who give nursing care.

Professional nursing practice is constant evaluation of the
practice itself. It provides an opportunity for increasing self-aware-
ness and personal and professional fulfillment. It is asking questions
and seeking answers—the research that adds to the body of theoreti-
cal knowledge. It is using this knowledge, as well as other research
findings, to improve services to patients and service programs to
people. It is collaborating with those in other disciplines in research,
in planning, and in implementing care. Further, i{ is transmitting the
ever-expanding body of knowledge in nursing to those within the
profession and outside of it.

Such practice requires knowledge and skill of high order,
theory-oriented rather than technigue-oriented. It requires education
which can only be obtained through a rigorous course of study in
colleges and universities, Therefore,

minimum preparation for beginning professional nursing
practice at the present time should be baccalaureate degree education
in nursing. ‘

Yet it is obvious that all of the nursing needs of people
. cannot be met by the professional nurse practitioner alone. It is
recoghized that supporting personnel with considerable understand-
ing of theory and a high degree of technical skill in the application of
principles are needed to augment the efforts of the professional
practitioner of nuxsing. This is due, in part, to'a continuing trend
toward specialization in all fields of endeavor and particularly in
medical care. New knowledge and new machines almost daily render
obsolete what has been learned in the past. The professional nurse
practitioner alone cannot master all the measures necessary for the
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care of patients, nor all of the technology associated with cure. The
association, therefore, takes the view that the technical aspects of
nursing care and cure will assume even greater importance in the
future. Nursing is not alone in this respect: science, engineering,
architecture, business, and medicine have all recognized the impoz-
tant contribution which can be made by the technician.

Technical Nursing Practice

Technical nursing practice is carrying out nursing measures
as well as medically delegated techniques with a high degree of skill,
using principles from an ever-expanding body of science. It is under-
standing the physics of machines as well as the physiologic reactions
of patients. It is using all treatment modalities with knowledge and
precision.

Technical nursing practice is evaluating patients’ immedi-
ate physical and emotional reactions to therapy and taking measures
to alleviate distress. It is knowing when to act and when to seek more
expert guidance.

Technical nursing practice involves working with profes-
sional nurse practitioners and others in planning the day to day care
of patients. It is supervising other workers in the technical aspects of
care.

Technical nursing practice is unlimited in depth but
limited in scope. Its complexity and extent are tremendous. It must
be rendered, under the direction of professional nurse practitioners,
by persons who are selected with care and educated within the
system of higher education; only thus can the safety of patients be
assured. Education for this practice requires attention to scientific
laws and principles with emphasis on skill. It is education which is
technically-oriented and scientifically-founded, but not primarily
concerned with evolving theory.

In many fields technical education long has been accepted
as the responsibility of higher education—both junior and senior
colleges. The non-degree-granting technical institute slowly is dis-
appearing from the American scene. The movement of all types of
education beyond high school into colleges and universities, and the
growth and effectiveness of associate degree programs in nursing, are
of significance to the nursing profession.

The issue—how the technical worker can achieve the status
and prestige needed to perform a proper and vital role—is not an
issue for nursing alone, but one which concerns the whole of society.
The number of technical occupations is increasing rapidly; the ratio
of technicals to professionals becomes larger as knowledge increases
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and society focuses more on production and distribution. Nursing
can wait for the changes in society to alter attitudes and to spur an
attack on this issue, or nursing can take the initiative. Therefore,

minimum preparation for beginning technical nursing
practice at the present time should be associate degree education in
nursing.

In addition to the services of nurse practitioners, people in
need of health services require the services of health occupation
workers who can function as assistants to nurses. These workers—
nurses’ aides, orderlies, nursing assistants, and others with on the job
training—have long been employed by nursing services to perform
delegated tasks in the care of the sick in the hospital. Such workers
free the nurse practitioner to concenirate on those functions which
she alone is prepared to assume. Because health services today are
provided in homes as well as in a variety of organized health facili-
ties, and because all health professions are utilizing the services of
these auxiliary workers, hospital training courses conducted by
nurses no longer are adequate or appropriate for training this group
of workers. The functions of workers assisting in the health fields are
sufficiently general in nature to be appropriate to many of the health
and helping professions. Therefore,

education for assistants in the health service occupations
should be short, intensive preservice programs in vocational educa-
tion institutions rather than on the job training programs.

Most of this preservice preparation must be done by voca-
tional educators who may not necessarily be nurses; if they are
nurses, they should meet the qualifications for teaching set by voca-
tional education.

In addition to general preservice preparation, workers
assigned to nursing services should be given inservice orientation and
on the job training to perform specific tasks delegated by nurses.
This rule, that on the job orientation and continuing inservice educa-
tion be followed through by the service to which the worker is
assigned, should apply not only to nursing services but also to other
health services in which these workers will assist,

The current role of government in financing programs to
train workers for the health fields requires the nursing profession to
enunciate standards for the education of all who share the activities
of nursing. It should not, however, require that nursing assume
responsibility for the standards and preparation of those who func-
tion as assistants to personnel in other health professions. . . .
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IMPLICATIONS

It is obvious that the association’s first position on education for
nursing has implications for present-day nursing education, nursing
practice, nursing service, and the training of auxiliary workers.

Responsibility for the education of nurses historically has
been carried by hospitals, and the graduates of hospital-based
diploma programs comprise approximately 78 percent of nurses now
in practice. However, economic pressures on the hospital, and other
developments in society, are increasing the movement of nursing
education programs into the colleges and universities, the loci of
education for all other professions.

In the light of what can be seen at present, it is reasonable
to expect that many diploma schools of nursing will participate with
colleges and universities in planning for the development of baccalau-
reate programs; others will participate with junior colleges in plan-
ning for the development of associate degree programs. Both senior
and junior college programs will need hospitals and other healih
resources in the community as laboratories.

Colleges and universities not now oiffering programs in
nursing, but having the resources to do so, must be made aware of
their responsibility to society to provide education for practitioners
in nursing.

Colleges and universities now offering programs in nursing
must be made aware of their responsibility to expand facilities and
faculties to accommodate the expected increased numbers of appli-
cants. Such expansion, however, can only take place if increased
numbers of master clinical practitioners are prepared to assume
faculty positions.

Colleges and universities must also determine the distine-
tions between education which prepares technical nurse practitioners
and that which prepares professional nurse practitioners so that
applicanis for nursing programs enter those programs for which they
best qualify.

In addition, colleges and universities must carry on pro-
grams for continuing education, advanced study, and research in
nursing in order to provide practitioners with up to date knowledge
and skill and advanced theory, and add to the fund of knowledge in
nursing.

Practical nursing has become a major occupational group
in a few short years. Practical nurses have made a significant contri-
bution to the care of patients in the absence of adequate numbers of
registered nurses. Practical nurses also, more often than not, are
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expected to carry job responsibilities beyond those for which they
are educated. The job demands made on them are those which more
nearly approach those for which the registered nurse is educated.
Increasingly, more complex activities have been delegated to practi-
cal nurses and, increasingly, their preservice preparation has become
more complex, requiring-a higher level of ability. In some regions,
preparation for practical nursing now takes 18 months, and there
have been proposals for programs of two years in length, some in
junior colleges. The association, therefore, proposes that the nursing
profession acknowledge these changes and systematically work to
facilitate the replacement of programs for practical nursing with
programs for beginning technical nursing practice in junior and
community colleges.

CONCLUSION

The ultimate aim of nursing education and nursing sexvice is the
improvement of nursing care. The primary aim of each is different.

The primary aim of nursing education is to provide an
environment in which the nursing student can develop self-discipline,
intellectual curiosity, and the ability to think clearly, and acquire the
knowledge necessary for practice. Nursing education reaches its
utlimate aim when recent advances in knowledge and findings from
nursing research are incorporated into the program of study in
nursing.

The primary aim of nursing service is to provide nursing
care of the type needed, and in the amount required, to those in
need of nursing care. Nursing service reaches its ultimate aim when it
provides a climate where questions about practice can be raised and
answers sought, where nursing staffs continue to develop and learn,
and where nurses work collaboratively with persons in other disci-
plines to provide improved services to patients.

These aims—educating nurses and providing patients with
care—can only be carried out when nurses in education and in service
recognize their interdependence and actively collaborate to achieve
the ultimate aim of both-—improved nursing cave. . . .






Resource Document

“Nurse Clinician and Physician’s
Assistant: The Relationship
between Two Emerging Practitioner
Concepts”* (Lysaught Brochure)

In June of 1970, the National Commission for the Study
of Nursing and Nursing Education announced the results and recom-
mendations of a three year investigation of this profession and its
relationship to health care in the United States. The impetus for this
study can be traced directly to the 1963 report of the surgeon gen-
eral’s Consultant Group on Nursing which recommended in its final
document, Toward Quality in Nursing, that there should be an
independent examination of nursing with special emphasis on the
responsibilities and skills required for high quality patient care.

In April of 1966, W. Allen Wallis, chancellor of the Univer-
sity of Rochester, agreed to head such a study if adequate financing
could be arranged. The Avalon Foundation, The Kellogg Foundation,
and individual benefactors collaborated in the support of the project,
and it was officially begun in the fall of 1967 with the appointment
of a study staff. The twelve members of the commission’ met at

*Prepared by the National Commission for the Study of Nursing and
Nursing Education for the Federation of State Medical Boards of the United
States, February 12, 1971,

1. The original commission included: Ray Everett Brown, Executive
Vice President, Northwestern University Medical Center; Dr. Lowell T. Cogge-
shall, former Vice President, University of Chicago; Margaret B. Dolan, Head,
Department of Public Health Nursing, School of Public Health, University of
North Carolina; Marion B. Folsom, former Secretary of Health, Eduecation and
Welfare; Walter E. Hoadley, Executive Vice President, Bank of America National
Trust and Savings Association; Dr. Eleanor Lambertsen, Dean, School of Nurs-
ing, Cornell University; Dr. Herbert E. Longenecker, President, Tulane Univer-
sity; Mary Jane McCarthy, Director, Nursing Service, Veterans Administration;
Leonard F. McCollum, Chairman of the Board, Continental Oil Company; Dr.
Robert K. Merton, Giddings Professor of Sociclogy, Columbia University; Dr.
Ralph W. Tyler, former Director, Center for Advanced Study in Behavioral
Sciences, Stanford University; W. Allen Wallis, President, University of Rochester.
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periodic intervals over the course of the next two and one-half years,
and unanimously agreed on the culminating statement, An Abstract
for Action,? which spoke to the problems of our health system, the
pivotal role of nursing in the delivery of care, and the changes that
are required in order to make the profession a full contributor to the
solution of our difficulties.

In the months since the appearance of the final report, a
number of actions have taken place. First, the. Kellogg Foundation
has enthusiastically agreed to fund an implementation phase to facili-
tate the adoption of the changes recommended. This has been
followed by endorsement of the report by the American Nurses’
Association, the National League for Nursing, and the Committee on
Nursing of the American Medical Association; an ad hoc committee
named by the American Hospital Association to study the report has
reacted favorably to the central thrust of the recommendations and
their statement has been accepted for the association on the recom-
mendation of their general council. The Conference of Catholic
Schools of Nursing, the New England Board of Higher Education, the
Council of Deans and Directors of Southern Regional Education
Board’s Collegiate Nursing Programs, and the National Federation of
Leagues of Practical Nursing are among other professional bodies
that have given their support to the commission report.

These propitious events are not unexpected, because the
study itself involved literally hundreds of individuals and groups, not
only from nursing, but from medicine, health administration, allied
health, education, health insurers, and that increasingly vocal body
known as consumers—in some other contexts known as patients.

It was the openness and the objectivity of the approaches,
further detailed in An Abstract for Action, Volume IT,® that played a
vital role in the planning for implementation. Believing both that
definite action was required, and that the composition of the com-
mission should be expanded to facilitate movement, Dr. Leroy E.
Burney, then Vice President for Health Affairs at Temple University,
and now President of the Milbank Memorial Fund, agreed to accept
the presidency of the commi’ssion for the implementation phase. He
was joined by the following new members: Dorothy A. Cornelius,
Ohio Nurses’ Association; Dr. Joseph Hamburg, The University of
Kentucky; Dr. James Haughton, Cook County Hospitals Governing

2. National Commission for the Study of Nursing and Nursing
Education, An Abstract for Action (New York: McGraw--Hill, 1970).

3. National Commission for the Study of Nursing and Nursing Edu-
cation, An Abstract for Action, Volume H, Appendices (New York: McGraw—
Hill, 1971).
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Commission; Dr. C. A. Hoffman, AMA Board of Trustees; Dr. Wil-
liam N. Hubbard, Jr., The Upjohn Company; Boisfeuillet Jones, Emily
and Ernest Woodruif Foundation; Mrs. Lois Tumer Jones, The
Playhouse Academy; Dr. Anne Kibrick, Boston College Department
of Nursing; Stuart J. Marylander, Cedars-Sinai Medical Center;
Charles S. Paxson, Jr., Hahnemann Medical Coliege and Hospital; Dr.
John D. Porterfield, Joint Commission on Accreditation of Hospitals;
Mrs. Barbara Resnik, University of California School of Medicine;
and Dr. Harold B. Wise, Martin Luther King Health Center.

Six of the original members of the commission continued
on the board; Mrs. Margaret B. Dolan; Marion B. Folsom; Dr. Eleanor
Lambertsen; Mary Jane McCarthy; Leonard F. McCollum; and Dr.
Ralph W. Tyler. All other former commissioners have agreed to con-
tinue service on a national advisory council and to remain associated
with the general activities of implementation.

This brief background to the commission and its work will
underline the fact that experienced and outstanding individuals from
all the health-related fields have joined forces to effect fundamental
changes in the practice and educational patterns of the nursing pro-
fession.

THE EMERGENCE OF THE PHYSICIAN'S
ASSISTANT CONCEPT

The growth of interest in, and actual development of preparatory
programs for, physician’s assistants has closely paralleled the time
line of our nursing investigation. It can be reasonably inferred that
the underlying problems which caused national concern for the
future of nursing also sparked the interest in emerging health occupa-
tions. Among the trends that have evoked particular pleas for change
are these:

1. The Rising Need for Care. A steadily expanding population
coupled with increased concern for the inclusion of previously
neglected societal segments has brought our entire health care
system to the breaking point under sheer “people pressure.”
Even with a reduction in the birth rate, the increased base will
provide vast numbers of new infants who require proportionately
more than average amounts of health care. Additionally, the very
success of our health care system has increased life expectancy
and, concomitantly, the numbers of our geriatric and domiciliary
patients beyond all past experience. Again, these individuals
require more than average amounts of care. To meet these
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demands, it requires little prescience to recognize that we need
more hands. It may, however, be important for us to deliberate
on what those hands are required to do and how skilled they
must be in order to minister to the patients’ needs.

2. The Changed Economics of Health. Accompanying the rise in
demand for care is a fundamental change in the economic struc-
ture of our health system. Most analysts agree that, by 1975, 100
percent of our population will be covered (for all practical pur-
poses) by some combination of public and private insurance
systems. The short and middle range effects of such a develop-
ment are bound to increase demands—now fortified with the
assurance of prepayment—on an already creaking health system.
Add to this the fact that more Americans, encouraged by their
insurance for basic care, are spending increasing proportions of
their discretionary income on cosmetic or marginal care, and we
have the specter of demand almost choking the supply of health
care through our present schema.

3. Growing Interdependence of Care. If there were no “outside”
demands for greater care and greater numbers of care providers,
the miracles of medical science would have required a basic re-
examination of our staffing and role practices anyway. As Gar-
field* rather clearly documents, we have moved from a relatively
simple doctor-patient relationship (cirea 1900) that embodied
most forms of treatment, to a highly complex, interdependent,
and increasingly technological system of care. Transplant teams
of 60 individuals, cardiac care units with disciplined groups
of specialists administering highly technical procedures, new
occupations, new disciplines, new equipment—and all interde-
pendent in ways that were not imagined when we built most of
our institutions and developed their staffing arrangements.

Little wonder, then, that both physician and layman join
in a swelling cry for help. And little wonder that the concept of
another care provider is advanced. A care provider who does not have
all the skills of a physician; perhaps an individual who has some skills
that the doctor does not develop or maintain. A care provider who
can be educated more expeditiously, at less expense, and in more
institutions than is the physician. Yet, overall, someone who is
competent and humane in dispensing his much-needed services.

The basic question is not whether the physician needs
help. He does. The basic question revolves around what kind of

4. Sidney R. Garfield, “The Delivery of Medical Care,” Scientific
American 2224 (April 1970):15-28.
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help--and by whom. And it is significant to all our concerns that two
companion answers have been swelling simultaneously. One answer
hinges on the presence of the existing body of American nurses, large
in number, already trained in many of the areas that are commonly
considered to be paramount to the new practice. A second, compet-
ing answer hinges on the development of a new category of person-
nel, separately named, separately trained. It is in this domain that the
report of the national commission has particular relevance.

THE PARADOX OF NURSING

It is likely that the confusion of roles and planning begins with
the very paradox of nursing itself. For one thing, the public and
the health professions, even nursing itself, are conditioned to the
existence of a nursing shortage. And these many individuals could
scarcely be criticized for neglecting nursing in the consideration of
changing roles in health care if they perceive the profession as being
unable to fulfill its own manpower requirements.

As Yett and the other dissenters to the Nurse Training Act
report maintain, however, there is a serious question about the short-
age of nurses.’ It has been reasonably estimated that we produce
enough nurse graduates each year to provide an adequate supply of
practitioners. Qur problem comes first in the distinction between
“need” and real economic demand. If Yett is correct, there may be a
need for more nurses, but that need is not translated into real de-
mand—otherwise defined perhaps as dollars—which can effectively
induce the nurse into continued exercise of skills and training.

Not only has the nursing profession increased its overall
numbers, but the ratio of nurses to population has increased steadily.
In fact, in the period 1950 to 1968, nursing increased from 249
practitioners per 100,000 population to 338—at a time when medi-
cine was making valiant efforts to increase the supply of physicians
and was able to increase the ratio of doctors from 141 to only 150
per 100,000,

Any enthusiasm over this occurrence is rapidly chastened,

-however, when we examine the withdrawal rate from the nursing
profession. While we have certainly increased the numbers and ratio
of nurses in practice, we have suffered sobering losses from the
potential numbers we might have attained. . . . One out of every four
is totally inactive; another 25 percent is active only to the extent of
maintaining licensure; of the remaining 50 percent almost one out of

5. Donald E. Yett, “The Nursing Shortage and the Nurse Training
Act of 1964,” Industrial and Labor Relations Review 29,1 (January 1966):200.
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every three is a part time nurse. Of more than 1,300,000 graduate
nurses, approximately 450,000 are employed full time. This figure,
of course, includes nurse educators, administrators, supervisors, and
all manner of practitioners.

Nor is the rate of inactivity the only disturbing evidence of
trouble within the profession. Approximately one out of every three
students who enter any kind of preparatory program in nursing drop
out before completion of their program. Not only do nurses display a
greater rate of withdrawal from their profession than any other
group of women with similar education and training, but the average
rate of turnover among staff nurses in American hospitals is over 70
percent while the rate of turnover among elementary and secondary
teachers—also predominantly female and from the same socioeco-
nomic backgrounds—is approximately 20 percent. Finally, there has
been a slow but steady decline in the percentage of high school
graduates selecting nursing as an occupational choice.®

As indicated by the brief comparisons to other ““women’s
groups” it is inaccurate and misleading to explain these problems by
the mere statement that nurses are women and that is that! At the
risk of oversimplification, our three year analysis of these complex
problems wholly corroborated the argument of Hoekelman who
proposes, “‘By any of the criteria which define a shortage of person-
nel in any occupation, one cannot claim a shortage of registered
nurses in this country.”” This does not mean, of course, that there is
not a need for more practitioners. It does emphasize that our past
approaches to the problems and our assessment of solutions have
been naive.

In terms of our present knowledge of industrial and social
psychology, it is useful to view the continuation of career perform-
ance in terms of a concept of social behavior based on the presence
or absence of rewards—in more precise psychological terms, rein-
forcement. This view, rather than accepting a shortage of personnel
as a condition, sees it as a result, And, in terms of the available
manpower pool in nursing, this seems a reasonable beginning.

Social psychology would approach the problem in terms
like this: the social behavior of nursing is reinforced by a variety of
benefits; if the sum total of these benefits is both truly rewarding,
and relatively more rewarding than other alternative occupations,

6. See also The National Commission for the Study of Nursing and
Nursing Education, *“A Guide for Establishing Statewide Joint Practice Commis-
sions,” pamphlet (Rochester, N.Y.:1970).

7. Robert A. Hoekelman, “Florence’s Fable,” Newsletter of the
Ambulatory Pediatric Association 5,2 (February 1970):23.
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then we would expect to find an increased duration of individual
activity in the career, reduced turnover, lowered rates of withdrawal,
and other evidence of career satisfaction. On the other hand, if the
sum total of real, and relative, benefits is inadequate, we would
expect to find high withdrawal, high turnover, and frustration
symptoms within the occupation and its career patterns. If this last
statement is not a description of American nursing today, then we
would not know how to put it into words.

In the light of such an analysis, nursing basically suffers
from a lack of sufficiently rewarding conditions. The result is person-
nel shortage and serious morale problems—neither of which can be
resolved until the basic conditions are overcome,

Social reinforcers may be viewed as being either extrinsic
or intrinsic to the basic needs of the individual. Extrinsic reinforcers,
such as pay and benefits, can provide for the basic survival and
security needs of the individual as suggested by Maslow.? Such a
formulation suggests that until the basic needs of the individual for a
living wage and reasonable economic security have been met, it is
generally useless to appeal to other motives as a springboard to
action. That there are evident economic concerns over nuxsing
compensation is widely recognized. The emphasis of the nursing
organizations on economic security, the increasing militancy of
bargaining, the development of nursing unions, and the growth of the
entire “fem lib” salary protest dramatically score the need to provide
more reasonable levels—and prospects—of compensation. Parentheti-
cally, however, we would state that economic problems are the most
easily solved despite their complexity. Our genius for business in
America, and the structure of our modified capitalist society, suggest
that we are well geared to handling salary and compensation matters
once we identify and really set out to tackle them.

Important as these extrinsic satisfactions are to the indivi-
" dual, Maslow emphasizes that there exists a hierarchy of needs and
that each individual has a satiety level for each area of rewards. When
this personal satisfaction point is reached, then we must begin to
operate with different kinds of rewards. Herzberg® is even more
emphatic in his consideration of motivational factors because he
suggests that certain kinds of rewards are hygienic, merely preventing
dissatisfaction, while another group of reinforcers actually produce
job and career satisfaction.

8. Abraham Maslow, Motivation and Personality (New York: Harper
and Brothers, 1954).

9. Frederick Herzberg, Bernard Mausner, and Barbara Snyderman.
The Motivation to Work (New York: John Wiley and Sons, 1959).
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The point to conjure with is whether there are indeed
some intrinsic satisfiers in nursing that could not only provide a long
range solution to its manpower problems, but contribute to the
revitalization of our health care system. The answer may be so simple
and direct as to be overlooked. If we examine the abundant evidence
of Hughes!® and others, we will recognize that the primary reason
for entering nursing at all is expressed in the desire “to help people.”
This would suggest in pretty straightforward fashion that the indivi-
duals themselves identify as behavioral reinforcers those activities
related to direct patient care functions and, very likely, the ability to
increase systematically the quality of such personal activity,

If these are the most critical dimensions of intrinsic rein-
forcement, then we could not have developed a more diabolical
approach to frustrating the individual nurse than the present utiliza-
tion patterns we employ. Christman and Helinek!® report after
intensive study that registered nurses in hospital situations spend 50
to 75 percent of their {ime in nonnursing functions. Their results are
confirmed by Duff and Hollingshead,'> and by many other re-
searchers. In fact, in the analyses we studied of nursing utilization,
the RN spent less time in direct patient care than did the practical
nurse, the orderly, other types of staff personnel, and the student
nurse. We know the temptation is to say: “Well, that’s the way they
like it.” Our reply is that the ones who stay may like it, but most
nurses get out of that situation either entirely or through choosing
alternative professional paths.

These alternative professional paths include the movement
into nursing education and administration—the recognized positions
of power and added compensation. If the frustrations do not drive
the nurses away, then the skewed reinforcement system strongly
tends to attract them out of practice. And yet, practice is the pri-
mary area of higher intrinsic satisfaction—unless the accumulated
testimony of thousands of nurses is to be cast aside without consider-
ation.

It is for these reasons that a first priority of the national
commission, in terms of recommendations, is the reestablishment of
practice as the first and proper end of nursing as a profession. For
this purpose, we have recommended research into the basics of
practice and the development of educational curricula in ferms of

10. Everett Hughes et al. Twenty Thousand Nurses Tell Their Story
(Philadelphia: J. B. Lippincott Company, 1958).

11. Luther P. Christman and R, C. Jelinek, “Old Patterns Waste Half
the Nursing Hours,” Modern Hospital 8,1 {January 1967):79.

12. R. 8. Duff and A. B. Hollingshead. Sickness and Society (New
York: Harper and Row, 1968).
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clinical requirements based on those research findings. Perhaps the
commission philosophy is best summed up in their statement that
“....nursing career patterns should be so organized that recogni-
tion, reward, and increased responsibility . . . are based on increasing
depth of knowledge and demonstrated competence to perform in
complex clinical situations.” In short, it is absolutely imperative that
we redirect the reinforcement schema in nursing from rewarding
nonpractice activities to rewarding those actions most closely related
to the intrinsic satisfactions that induce persons into the profession
initially. And this is not suggested for the purpose of ““‘making the
nurses happy,” but as a cold, hard design to ensure that our health
care system remains viable.

RELATIONSHIP TO THE PHYSICIAN'S
ASSISTANT

We assume by this point that the relationship between the commis-
sion recommendations and the rising interest in the physician’s assist-
ant is close and direct. If the physician’s assistant becomes, in fact, a
foreclosure on the development of increased, enhanced role function-
ing in nursing then we think we are making a very serious mistake in
terms of the long run needs of the country. And we would hazard to
suggest that it will be a serious mistake for the profession of medi-
¢ine as well as nursing and the health system generally.

The chairman of the AMA Committee on Nursing, Dr.
Charles Leedham, points out:

The nurse is the logical individual {o support the physician in
the management and care of the patient. This support is broadened
as nursing moves into the age of specialization. This thrust to-
ward an expanded role supports the desire expressed by the nursing
profession for more significant role responsibilities. An enhanced
role for the nurse will enable the physician-nurse team to better
meet the challenging demand for more adequate delivery of health
care to the entire population.!®

Proceeding on the simple facts that the nurse has histori-
cally been the physician’s first assistant since 1900; that nursing
represents the largest single body of prepared health practitioners in
the country; and that nurses are forcefully expressing an interest in
enhanced role practice in both episodic and distributive settings, it
seems only rational to plan jointly before we once more recapitulate

13. Eileen M, Jacobi, *“Officially Speaking...,” RN Magazine
33,10 (1970):57, 82-84.
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the fatal cycle of setting up one more health occupation that must
fight for its place in the sun by coopting the functions and tech-
niques of its related functionaries.

It is strange indeed that we show so little willingness to
learn from the experience of those whose professional study is the
examination of organizational effectiveness. At the very time we in
the health sector are emphasizing the development, nay proliferation,
of more and more occupations of more and more limited scope, the
people who have examined the scientific management model in busi-
ness and industry (over a much longer period and under more con-
troled conditions than we in the health professions) are rejecting
such approaches for the copposite concept of job enlargement. And
we know of no more apt way of describing both the natural desires
of nursing and the requirement for developing the environment for
intrinsic motivation than to label if as “job enlargement.”

Now it may be that our concerns over the physician’s
assistant are entirely groundless. That is, the new occupation may
not function to stifle the natural development of the nursing role and
the career perspective of that profession. As a matter of fact, the
variety of programs labeled as preparatory for the physician’s assist-
ant makes it difficult for us to analyze precisely what we mean by
the term. But this brings us to the point that the public interest, the
need for interdependence in professional role performance, and our
own need to function effectively argue against another experience of
“muddling through’ the problem. To this end, the national commis-
sion has a proposal that we think is critical for all our sakes. The
commission recommends that we begin to think and plan first, then
act in accordance with consensual decisions. Specifically, we propose
that:

A National Joint Practice Commission, with state counterpart
commitiees, be established between medicine and nursing to discuss
and make recommendations concerning the congruent roles of the
physician and the nurse in providing quality health care with particu-
lar attention to the rise of the nurse clinician; the introduction of
the physician’s assistant; the increased activity of other professions
and skills in areas long assumed to be the concern solely of the
physician and/or the nurse,

This specific proposal, central to the thrust of the report as
a whole, has been endorsed by both the ANA Board of Directors and
the AMA Board of Trustees and represents a viable alternative to the
growth of occupations “like Topsy.” A beginning has been made in
implementation of this recommendation through the joint commit-
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tee of the AMA-ANA-NLN, but more specific attention must be
given to the congruent role concerns of the practitioners—and that
should be the province of a newly appointed Joint Practice Commis-
sion. A beginning has already been made through joint agreement of
the ANA Congress for Nursing Practice and the AMA Committee on
Nursing. From their cooperation can come the founda.tmn of the
National Joint Practice Commission. ’

Through national and state counterpart committees we can
begin to resolve the functional and jurisdictional problems that have
beset us for too long—and hopefully prevent their proliferation and
reoccurrence, Let us emphasize in this regard that we do not antici-
pate that such commissions would necessarily reject the concept of
the physician’s assistants. Rather, we would hope they could better
clarify the roles of such a person, determine whether such an indivi-
dual needs to be developed ab initio or can be drawn from estab-
lished manpower pools, and outline the relationships of such a
person to related role performers.

RELATED ADMINISTRATIVE
MATTERS

While we wait—and we use that term emphatically—for concerted
proposals from the joint practice commissions for the future develop-
ment of congruent roles and professional responsibilities, the com-
mission feels strongly that we should retain our current licensing
regulations in nursing, that is, a single license attesting to minimal
skills for safe beginning practice. The certification of advanced clini-
cal practice, specialization, and other recognized level of professional
competence should for mow be left to professional—or interprofes-
sional—boards. We recognize that the decisions which come from the
joint practice commissions will have a decided impact on the health
practice laws of the several states since it seems inevitable that nurs-
ing will assume both more responsibility and liability for individual
practice in all kinds of settings. We have already had experience in
more than half the states with the formulation of joint statements
on practice which have affected either state practice acts or their
specific interpretation. Likely, the emergent roles will require more
fundamental reconstruction of governing legislation than can be
accomplished by simple amendment or rulings.

This, however, we recognize as the forte of the state prac-
tice boards. And it is presumptuous of us to enlarge upon it. Suffice
it to say that the state medical hoards can be decisive in the develop-
ment of new and congruent roles between the two oldest health
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Several types of assistants are being prepared and utilized
to function under medical direction to extent physicians’ services.
None of these assistants are prepared to be substitutes for nurses,
since nursing practice is more than performance of delegated medical
nuising activities. Neither are these assistants acceptable substitutes
for physicians. This development is of concern to the nursirfg profes-
sion. Physician’s assistants working in a setting where nursing prac-
tice is an essential element of health care present problems that flow
from the legal and ethical relationships between physicians and
nurses. Therefore, nurses and physicians together must clarify the
situation.

As yet there are no generally accepted guidelines for the
preparation of all of these assistants. Further, there are as yet no
universally accepted guidelines for the utilization of physician’s
assistants within the delivery system. Because of the vast differences
in current programs, it is essential that efforts be made to bring
about some uniformity of educational requirements.

As other groups have done in the past, physician’s assist-
ants are becoming organized in an effort to secure licensure, certifica-
tion and other forms of recognition as a distinct health occupation.
Until the functions of the physician’s assistant are more clearly
identified, and generally acceptable standards for training and prac-
tice are evident, licensure for their practice by the states should not
be attempted.

The American Nurses’ Association supports the call for a
moratorium on the licensure of new categories of health workers
until studies have been conducted to determine the need for licen-
sure reform. Prior to such reform, it is imperative that the medical
profession retain responsibility for delegation of medical acts to
physician’s assistants.

In licensing law, it first should be possible to define an
independent area of practice which must be regulated in the interest
of public health and safety. The definition of any health profession’s
practice should be stated in terms that are broad enough to permit
flexibility in the utilization of assisting personnel within the bounds
of safety for the client. The definition should also permit changes in
practice consistent with desirable trends in health care practices.

Because the economic status of each group involved in
health care is part of the economic environment of every other
group, the American Nurses’ Association has a stake in the economic
status of the emerging physician’s assistant. The ANA reemphasizes
that in establishing salary systems, recognition must be given to the
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character of responsibilities carried, and to requirements for educa-
tion, experience, and clinical expertise. In establishing the relation-
ships between salaries of nurses and those of physician’s assistants
the differences in their responsibilities, preparation, and experience
should be faken into account.

The development of new health workers has provided
impetus for long overdue examination of the health care system
including the responsibility of each health worker for providing
service to the patient. The focus must become people, their health
needs, and meeting these needs through high quality care and in the
most efficient and economic manner feasible.






Resource Document

“Massachusetts Nurses Association
Position Statement on the
Physician‘s Assistant”*

Whereas, In spite of gallant efforts to alter the way in
which nursing is able to function in our nonsystem of health care,
progress has been slow in some areas and nonexistent in others. This
disappointing situation is due, in part at least, to the fact that tinker-
ing with one aspect of the system is not what is needed. Instead, this
country requires a complete reorganization of the way in which
health care is delivered; and

Whereas, As the largest of the health professions, and as
one of our most precious resources, nursing must function at its best
if we are to meet the demand for episodic and distributive care. . . .,
nursing must be allowed—and required—to practice at its very highest
capability. and thereby nursing accepts ifs inherent responsibilities
for independent as well as collaborative functioning; and

Whereas, The redefinition of roles in medicine and nursing
is ongoing; and

Whereas, There has been a proliferation of health workers
and random development of educational programs, and varying
degrees of educational prerequisites; and

Whereas, The practice settings of health workers differ;
and

Whereas, There has been inconsistent supervision of health
practices; and

Whereas, There has been a lack of statutory control of
health practices; therefore,

Resolved, That we support the development of an orderly
identification, through collaborative action of responsible profes-

*#Released in March 1971.
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sional groups, of essential health care professionals and other health
workers to provide for the changing health needs of our society.

Resolved, That we support planning, implementation and
evaluation of educational programs to ensure that other health
workers are adequately prepared in mutual cooperation with all
health care professionals to meet the health needs of society.

Resolved, That we strongly reinforce that the professional
bodies of medicine and nursing are the major collaborators in, and
that other health workers are resources who enhance, the delivery of
primary health care.

Resolved, That we strongly urge that the sociolegal dimen-
sions of the physician’s assistant practices be clarified and clearly
articulated in order to enable health groups to identify their inter-
relationships.

Resolved, That we recommend that employers and/or
facilities accept their inferred responsibility to develop and imple-
ment standards and policies consistent with existing statutes regard-
ing the practice of this health worker.

Resolved, That we recommend that all statutes and pend-
ing legislation related to the deliverers of health care be reviewed
and/or developed with regard to prevailing roles and relationships of
health professionals to allow for safe and congruent assimilation of
new health care practices.



Resource Document

“New York State Nurses
Association’s Statement on the
Physician’s Associate and
Specialist’s Assistant’’*

The emergence of two new categories of health workers in
New York State, the physician’s associate and specialist’s assistant,!
is unquestionably a tribute to the medical profession’s concern and
vision regarding the increasing demand for medical care services. This
development documents clearly that profession’s recognition of the
deleterious consequences of the unavailability of such services to the
people of this state. Further, it reflects the medical profession’s
commitment and determination to improve the present unsatisfac-
tory situation.

The New York State Nurses Association has long support-
ed the concept of a clearly identified assistant to the physician. The
association wishes to reaffirm that support and to welcome these
new members of the health care team. Obviously, implementation of
these roles will not only enhance medical practice, but more impor-
tantly will provide for more effective utilization of the unique talents
and services of nursing practitioners. Therefore, the association
pledges every cooperation in the orderly and efficient integration of
these workers into the health care delivery system. In order to aug-
ment such integration the association wishes to clarify its position on
this development as it relates to the nursing profession.

The association’s position is as follows:

1. The role of the nursing practitioner is not synonymous with that
of the physician’s associate or the specialist’s assistant.

The association is compelled to emphasize this distinction in light

*Approved by the NYSNA Board of Directors, January 31, 1972.
1. Hereafter in this statement the term ‘‘physician’s assistant” shall
refer to the physician’s associate and specialist’s assistant.
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of the persistent lack of understanding and recognition of the
nature of nursing practice. Nursing practitioners, physicians, and
physician’s associates—indeed, all health care workers—must
necessarily share common bodies of knowledge and overlapping
areas of functional expertise. However, to assume “interchange-
ability”” of roles is to deny the uniqueness of each, thus diminish-
ing the capability for meeting society’s complex health care
needs.

2. The physician’s associate or specialist’s assistant is not a substi-
tute for the physician.
The association recognizes the right of the medical profession to
determine those medical acts which may be safely delegated to
physician’s assistants. Similarly, as an independent profession,
nursing reserves the right to determine from whom it shall accept
“delegation.” Hence, nursing practitioners shall continue to
execute those medical regimens prescribed only by a licensed or
otherwise legally authorized physician or dentist.
In view of the original intent of the physician’s assistant role, i.e.,
to increase the availability of medical care services to the public,
the association questions the rationale for consideration of
assigning the assistant to write medical orders. It would appear
that such utilization unnecessarily limits the assistant’s involve-
ment in direct services to patients. However, if the medical
profession deems it appropriate to assign to the physician’s
assistant the task of writing medical orders, then the association
believes it appropriate for the physician’s assistant to also carry
out those orders.

3. The salary schedules for physician’s assistants should reflect not
only health care costs in general and the particular skills and
competencies required for these positions, but also equitable rela-
tionships with the salaries and fees of other health workers.

In keeping with its long standing policy the association will
continue to insure appropriate financial compensation for serv-
ices rendered by nursing practitioners and maintain an appropri-
ate relationship between nurses’ salaries and fees and those of
other members of the health care team. The association will
scrutinize very carefuily the impact of salary schedules of the
physician’s assistant on the recruitment and retention of other
members of the health care team.

The New York State Nurses Association endorses the view
of the American Nurses’ Association relative to the physician’s
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assistant.? This association also supports the American Nurses’
Association’s attempt to maintain dialogue on this matter with the
American Medical Association and the American Hospital Associa-
tion. Consistent with this, the New York State Nurses Association
shall continue its effort toward comparable collaboration with the
Medical Society of the State of New York, and the Hospital Associa-
tion of New York State and those state governmental agencies
charged with implementation of physician’s assistant legislation,

2. American Nurses’ Association, The American Nurses Association
Views the Emerging Physician’s Assistant (New York: The Association, Decem-
ber 1971).






Chapter Four

Where the Law Intervenes

THE MALPRACTICE MYTH

Concern has been expressed that the utilization of physician’s assist-
ants will increase malpractice risks. In light of the enormous number
and size of malpractice verdicts being rendered today and our
increasingly ‘‘suit-conscious” society, this concern is natural.

However, it is too early to know whether the use of
physician’s assistants will actually increase malpractice litigation, To
our knowledge, no graduate of a university medical school physi-
cian’s assistant program has been sued for malpractice. We will
dispense quickly with the malpractice problem, which in our opinion
will prove to be largely a myth, before analyzing the critical legal
issues.

In our view, the utilization of well-trained physician’s
assistants who perform tasks within their capacity under appropriate
physician supervision will reduce malpractice risks, We believe this
for two reasons. First, effective utilization of PAs will allow the
physician to concentrate on those medical procedures and judgments
that only he can manage. Second, a malpractice suit often results
from poor patient rapport rather than negligence per se. When a
patient is seen after a considerable wait and then only hurriedly by a
harassed physician, the probability of patient dissatisfaction is magni-
fied. Time-motion studies have shown that when a physician’s assist-
ant is used waiting periods are reduced, patients receive greater
attention from various health professionals, and patient acceptance
of the PA has generally been good.!

1. J. Elliott Dixon, “Ask the Man Who Uses One,” in Third Annual
Duke Conference on Physician’s Assistants, November 12, 1970, available from
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An HEW commission on medical malpractice analyzed
malpractice in depth. There is increasing interest in making funda-
mental reforms—e.g., removing the issue from the traditional adver-
sary “fault” framework and using a “no-fault” arbitration approach.
The recommendations of the HEW commission have been pub-
lished.?

In summary, we doubt that the use of well-qualified and
supervised PAs will increase malpractice risks. We applaud the study
of malpractice by the HEW commission, and believe that the utiliza-
tion of physician’s assistants will provide few malpractice issues not
already raised by the utilization of nurses and other health profes-
sionals. Malpractice questions should not be a deterrent to the
development and use of physician’s assistants.?

CREDENTIALS: ACCREDITATION
AND CERTIFICATION

Central to the successful development of the physician’s assistant is
the need to assure the public of high quality health care. Typically,
quality in health education and care is attempted through accredita-
tion, certification, and licensure. Accreditation and certification will
be discussed in this section and will be followed by an analysis of
alternative licensure schemes.

The National Commission on Accrediting defines accred-
itation, certification, and licensure as follows: “Accreditation is the
process by which an agency or organization evaluates and recognizes
a program of study or an institution as meeting certain predetex-
mined qualifications or standards. It shall apply only to institutions
and their programs of study or their services.”* In allied health,

the Department of Community Health Services, Duke University, Durham, N.C.
pPp. 49-62; Eva D. Cohen, An Evaluation of Policy Related Research on New
and Expanded Roles of Health Workers: Executive Summary (New Haven: Yale
University School! of Medicine, Office of Regional Activities and Continuing
Education, October 1974).

2. U.S. Department of Health, Education and Welfare, Report of
the Secretary’s Commission on Medical Malpractice, pub. no. (OS) 73-88 (Wash-
ington, D.C.: U.8. Government Printing Office, 1973).

8. Malpractice insurance is available for the physician’s assistant and
for the physician who hires him, The Insurance Rating Board has studied the
question at the request of the Duke University Physician’s Associate Program
directors. The board has rendered an official statement that professional liability
insuranee will be made available to the employing physician at a small additional
expense and to the university-trained physician’s assistant at a rate of approxi-
mately 50 percent of that paid by the employing physician.

4. Study of Accreditation of Selected Health Education Programs,
Commission Report {Washington, D.C.: National Commission on Accrediting,
May 1972).
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accreditation usually is undertaken by the AMA in conjunction with
the particular occupation’s professional association.

Certification is the process by which a nongovernmental agency or
association grants recognition to an individual who has met certain
predetermined qualifications specified by that agenecy or association.

Licensure is the process by which an agency of government grants
permission to persons meeting predetermined qualifications to
engage in a given occupation and/or use a particular title or grants
permission to institutions to perform specified functions.’

Determining the proper approach {o “credentialing” the
physician’s assistant is difficult because of the widely expressed
dissatisfaction with all three of these mechanisms.5

The Newman Report

The need for major reform in educational credentialing
was urged in a 1971 report on higher education prepared for HEW
and funded by the Ford Foundation under the chairmanship of
Frank Newman of Stanford University. The report was highly critical
of the American “credentials monopoly” and warned:

... when the reliance on education credentials compels individuals
to spend tedious hours and years in school against their interest,
perpetuates social inequality, gives one group in society unique and
arbitrary power over the lives of many, establishes conditions in
which people will be dissatisfied and unhappy with their jobs, under-
mines the educational process, and all this unnecessarily—then the
fime has come to change these practices. ... The ..immediate
need . . is to break the credentials monopoly by opening up alterna-
tive routes to obtaining credentials.”

The Newman yeport also asserted:

In the name of protecting the standards of education, regional and
specialized accrediting organizations pressure new institutions to
develop faculties, buildings, and educational requirements on the

5. Ibid., also Maryland Y. Pennell, John R, Proffitt, and Thomas
Hatch, “The Role of Professional Associations in the Regulation of Health Man-
power through Accreditation and Certification,” 1971 Nationa! Health Forum,
pp. 53-78.

6. For example, see David Hapgood, Diplomaism {New York: John
Brown & Co., 1970); James W. Kuhn, “Would Horatio Alger Need a Degree?,”
Saturday Review, December 19, 1970,

7. Frank Newman, Report on Higher Education (to the Secretary of
Heaith, Education and Welfare) (Washington, D.C.: U.S. Government Printing
Office, 1971).
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pattern of established conventional colleges and universities, More-
over, these organizations—dominated by the guilds of each disci-
pline—determine the eligibility of these new institutions for public
support. We believe that (1) the composition of established accredit-
ing organizations should be changed to include representatives of the
public interest; and (2} Federal and State governments should reduce
their reliance on these established organizations for determining
eligibility for Federal support.?

The Newman report caused considerable stir in the educational
community.

SASHEP

The Study of Accreditation of Selected Health Educa-
tional Programs (SASHEP) sponsored by the Council on Medical
Education of the AMA, the Association of Schools of Allied Health
Professions, and the National Commission on Accrediting began in
1970. Directed by Dr. William K. Selden, the study focused on 15
allied health education programs approved by the AMA as being
representative of the gamut of the health professions and services. A
series of excellent working papers on various aspects of accreditation
have been prepared by the SASHEP staff.” The study was completed
in 1972, and contained important implications for the accreditation
of physician’s assistant training programs.

Educationa! Standards for the PA

The need for standards for the primary care physician’s
assistant led the AMA’s Council on Medical Education Advisory
Commitiee on Education for the Allied Health Professions and
Services to form a subcommittee to draft Essentials of an Approved
Educational Program for the Assistant to the Primary Care Physi-
cign. The subcommittee included representatives of the American
Academy of Family Physicians (AAFP), American College of Physi-
cians (ACP), American Society of Internal Medicine (ASIM), Ameri-
can Academy of Pediatrics (AAP), Association of American Medical
Colleges (AAMC), and directors of selected PA training programs. A
draft of standards for such programs was developed and officially
approved by the AAFP, AAP, ACP, ASIM, and the AMA during
1971.10

8. Ibid., pp. 38, 42,

9. Partlcularly relevant to this analysis is Karen Grimm, “The Rela-
tionship of Accreditation to Veluntary Certification and State Llcensure »
SASHEP Staff Working Papers, vol. 2 (1972).

10. Essentials of an Approved Educational Program for the Assistant
to the Primary Care Physician, American Medical Association (December 1971)
(see pp. 25-33).
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Subsequently, a Joint Review Committee for Educational
Programs for the Assistant to the Primary Care Physician was organ-
ized. Each sponsoring organization has two representatives. The
essentials for programs training the assistant to the primary care
physician were flexible enough to permit the variety and diversity
needed to evaluate the most effective educational approaches and
still protect the public from poorly devised and hastily conceived
programs. The challenge has been to administer the essentials in a
manner which permits flexibility and does not prematurely foreclose
fresh and imaginative ideas.

Certification and Proficiency Testing

in Allied Health

Amid widespread dissatisfaction with current accreditation
and licensure mechanisms, more attention is being placed on develop-
ment of standards through national certification of health personnel.
Central to this effort has been the recognition of the need to develop
criteria for proficiency other than the mere completion of an educa-
tional program. The Division of Allied Health Manpower of the
Bureau of Health Manpower has supported the development of
proficiency examinations in physical therapy laboratory technology,
radiologic technology, inhalation therapy, and occupational therapy.
The number of proficiency tests will undoubtedly increase as more
emphasis is placed on satisfactory testing as an alternative to educa-
tional credentials.

An HEW Report on Licensure and Related Health Personnel
Credentialing recommended that the Assistant Secretary for Health
and Scientific Affairs explore the feasibility of establishing a national
system of certification for those categories of health personnel for
which such certification would be appropriate.!? This recommenda-
tion anticipated the creation of an umbrella mechanism at the
national (not federal) level for the coordination and direction of
certification practices for selected health occupations. The national
certification system would establish common policies and practices
for certifying agencies; determine the desirability of extending certi-
fication to new occupations; carry out studies and make recommend-
ations to improve certifying practices; provide expertise to assist
individual agencies in such areas as testing, financing, and logistics;
and provide a bridge for coordination with accreditation and licen-

11. U.5. Department of Health, Education and Welfare (to the Con-
gress of the United States), Report on Licensure and Related Health Personnel
Credentialing, HEW pub. no. (ASM) 72-11 (July 28, 1971), p. 73.
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sure. HEW has given top priority to studying the feasibility of an
umbrella certification system.!?

National Certification for PAs

In November 1971, the AMA House of Delegates directed
its Council on Health Manpower to assume a leadership role in
sponsoring a national program for certification of the *“Assistant to
the Primary Care Physician’ who functions as a Type A physician’s
assistant. National certification was favored to provide geographical
mobility for physician’s assistants, provide the physician employer
with some evidence of competency, and permit greater flexibility
than state licensure.

In presenting this proposal to the Federation of State
Medical Boards in February 1972, Dr. Malcom C. Todd, chairman of
the AMA’s Council on Health Manpower, noted that other health
occupations such as occupational therapists and medical record
librarians certify their own workers at the assistant level. He sug-
gested that physicians exercise the same prerogative with respect to
their assistants. Dr, Todd added: o

In the absence of uniform curricula for assistants, the major empha-
sis of any certification process should be placed on actual job
proficiency. If the examination is to be primarily a measure of
proficiency, applications should also be accepted from persons who
are not graduates of approved programs but who have gained their
knowledge and skill through experience and other non-traditional
ways. In the past, most written certification examinations have
tested book knowledge instead of measuring the proficiency re-
quired for the delivery of services and this constitutes a major
criticism of professional certification.'®

Efforts toward national. certification moved briskly. In
March 1972 the AMA’s Council on Health Manpower and the
National Board of Medical Examiners began to collaborate on the

12. In September 1971, a conference on certification of allied
health personnel concluded that an indepth study of certification within the
allied health fields was desirable and that the study should be undertaken in
cooperation with the allied health professional associations. U.S. Department of
Health, Education, and Welfare, Certification in the Allied Health Professions—
Proceedings, Invitational Conference, publication no. 72-246 (NIH) (Washing-
ton, D.C.: U.8, Government Printing Office, 1972). See also Maryland Y. Pennell
and David B. Hoover, “Policies for the Development of Credentialing Mecha-
nisms for Health Personnel,” Operation MEDIHC Newsletter 2, no. 3 (February
1972}, published by the National Health Council, New York:

18. Malcolm C. Todd, “Proposed National Certification of Physi-
cian’s Assistants by Uniform Examinations’ (Presented at the Federation of
State Medical Boards of the United States, February 4, 1972), p. 8.
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development of national certification for physician’s assistants. The
long-standing experience of the National Board of Medical Examiners
in testing made it an ideal organization to undertake the effort.

The important. issue of prerequisites to take the national
examination was addressed by an advisory committee to the national
board. Eligibility for the first national examination given in Decem-
ber 1973 was open to graduates of PA, Medex, and nurse practition-
ers programs. Eligibility for the 1974 national examination was
extended to include health professionals who had functioned in
practice as assistants to the primary care physician for at least four
years and who met additional criteria.!?

LICENSURE FOR THE PHYSICIAN’S
ASSISTANT?

The physician’s assistant has arrived at a time when licensure for all
health professions is under heavy attack. Enacted in the early twen-
tieth century to protect the public from quacks and incompetent
practitioners, licensure laws now are viewed as unnecessary barriers
to educaticnal advance, effective delegation of tasks, and innovation
in manpower utilization. Furthex, they have failed to solve the prob-
lems of the incompetent and unethical practitioner.'®

These conclusions appear in position statements on licen-
sure prepared in 1970 by the American Medical Association and the
American Hospital Association and are consistent with the views of
most scholars in the field.'® The Report on Licensure and Related
Health Personnel Credentialing issued in June 1971 by HEW reached
the same conclusion and joined with the previous statements in
urging a moratorium on licensure of additional health occupations.!”

The development of various types of physician’s assistants
throughout the country has further complicated the issue. Heralded
from the inception as a “legally dependent” person who would prac-

14. Additional information can be obtained from the National
Board of Medical Examiners in Philadelphia.

15. See Edward Forgotson, Charles Bradley, and Martha Ballenger,
“Health Services for the Poor—The Manpower Problem: Innovations and the
Law,” Wisconsin Law Review 1970, no. 3 {December 1970):756—89; Arthur
Leff, “Medical Devices and Paramedical Personnel: A Preliminary Context for
Emerging Problems, Washington University Law Quarterly 1967, no. 3 (Summer
1967):332—-413.

16. American Medical Association, Council on Health Manpower,
Licensure of Health Qccupations (adopted December 1970); American Hospital
Association, Special Committee on Licensure of Health Personnel, Statement on
Licensure of Health Personnel (approved November 18, 1970).

17. HEW, Report on Licensure.
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tice only under the “supervision and control” of the physician, the
PA has directed attention to the thorny problem of a proper umbrel-
la for the delegation of medical tasks. The National Advisory
Commission on Health Manpower concluded in 1967 that, of the
many problems presented by the medical licensure laws, the issue of
delegation of tasks is the most significant problem requiring resolu-
tion.!® The report noted that such resolution would involve not only
the medical profession, but nursing and other allied professions, and
would require consideration of the legal regulation and scope of
functions of all the occupations which render personal health care.

Nearly everyone opposes licensure of the physician’s assist-
ant, but the alternatives to licensure vary. After two years of work, a
Duke University task force could not agree on which one of three
approaches was superior:

1. to merely codify the authority of the physician to delegate tasks
to physician’s asgistants,

2. to also require prior approval of training programs by a board
(such as the state Board of Medical Examiners); or

3. to require submission to the board of a job description of the
physician’s assistant and the qualifications of the supervising
physician.1?

Some support “institutional” licensure whereby the insti-
tution in which the personnel are employed is responsible totally
for hiring and firing as well as the quality of care. Professor Nathan
Hershey advocates this approach:

The state hospital licensing agency could establish, with the advice
of experts in the health care field, job descriptions for various
hospital positions and establish qualifications in terms of education
and experience for individuals who would hold these posts. Admini-
strators certainly recognize the fact that although a professional
nurse is licensed, her license does not automatically indicate which
positions within the hospital she is qualified to fill, Individuals,
because of their personal attainment, are selected to fill specific
posts. Educational qualifications, based on both formal and in-
service programs, along with prior job experience, determine if and
how personnel should be employed, One distinet advantage to this

18. Report of the National Advisory Commission on Health Man-
power, vol, II (Washington, D.C., 1968), p. 332.

19. Martha Ballenger and E. Harvey Estes, Mode! Legislation Project
for Physician’s Assistants (Durham, N.C.: Duke University, Durham, N.C.: De-
partment of Community Health Sciences, 1969).
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scheme is that it would afford the institutional employer wide lati-
tude in utilizing personnel, subject only to the job descriptions.
Presumably, it would allow the flexible use of licensed manpower in
certain approved jobs.2?

Others prefer licensure of health teams because of the
increasing acceptance of team delivery of patient care. While encour-
aging a “team” approach, Ruth Roemer notes that the transiticn
from solo practitioners to a system of health care teams is occurring
at an uneven rate. She concedes that two systems of regulating
health personnel may be needed—one for practitioners to whom
patients have direct access and another for practitioners in institu-
tional settings.?! Subsequently, Ruth Roemer developed 20 different
approaches to the licensure question.??

THE DELEGATION AMENDMENT—
A FINGER IN THE DIKE

While conceptual approaches are debated, one short run alternative
to licensure has received wide acceptance. The AMA, AHA, and HEW
all recommend that the states enact amendments to their medical
practice acts fo codify the right of a physician fo delegate tasks to
health personnel working under his supervision and control. Al-
though the doctrine of “custom and usage’ establishes the authority
of physicians to delegate tasks, it does not apply readily fo innova-
tions in the utilization of existing health workers or to new types of
personnel, such as physician’s assistants.?® At least 37 states have
adopted some form of amendment to their medical practice acts.?*

Most amendments make no attempt to define the tasks or
under what situations the fasks may be delegated. Typically, they
provide that “any act, task or function’ (“services performed” or
“services rendered’’) may be delegated by the physician,?®

20. Nathan Hershey, “An Alternative to Mandatory Licensure of
Health Professionals,”’ Hospital Progress 50, (March 1969):71-78. For an excel-
lent discussion of institutional licensure see Rick J. Carlson, ““Health Manpower
Licensing and Emerging Institutional Responsibility for the Quality of Care,”
Law & Contemporary Problems 35, no. 4 (Autumn 1970):849-78.

21. Ruth Roemer, “Licensing and Regulation of Medical and Medi-
cal-Related Practitioners in Health Service Teams,"” Medical Care 9, no. 1 {Janu-
ary—February 1971):42-45.

22. Ruth Roemer, ‘“Legal Regulation of Health Manpower in the
1970s: Needs, Objectives, Options, Constraints, and their Trade-Offs,” 1971
National Health Forum.

23. Forgotson, Bradley, and Ballenger, p. 777.

24, See Appendix B. For the AMA recommended language, see
p. 113.

25. “Any act, task, or funetion” (North Carolina); “selected medi-
cal tasks” (West Virginia); “services rendered” (Connecticut). The new Washing-
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All such delegation amendments require that the acts be
performed under the “supervision, control and responsibility” of the
licensed physician. The language relating to supervision and control
varies in each statute, leaving the legal resolution of this question,
should it arise, to the courts on a case by case basis.?® This is
probably wise in light of the small number of physician’s assistant
graduates to date and the variety of settings in which they practice.

Supervision can take place on at least three levels: (1) over
the shoulder, (2) on the premises, and (3) remote with regular mon-
itoring and review. It is quite possible that quality of care with
remote supervision can equal care with over the shoulder supervision,
if the physician’s assistant is well gqualified and there is adequate task
definition and review. Thus, physician’s assistants or nurse practi-
tioners can work at substantial distance from the physician but still
be legally “dependent” because their actions are subject to continu-
ous medical review and direction.

Beyond the requirement of supervision and control, several
states have followed 1970 California legislation that precludes a
person from practicing as a physician’s assistant unless he is also a
graduate of a program approved by the state board of medical
examiners.?” Prior approval is intended to provide greater uniform-
ity of programs in oxder to protect the public.

Overregulation—California 1971

Initially, the California statute was heralded as “the
nation’s most complete and comprehensive ‘physician’s assistant’
law.”?® But proposed rules prepared by the California Board of

ton law is unique in defining the physician’s assistant as one “who practices
medicine to a limited extent,” Washington Aets, ch, 30 (April 8, 1971). (See pp.
000-000.)

26. The Arkansas statute requires ““direct supervision and conirol,”
while the Alaska law permits “direct communication, when necessary . . . with
the physician ... either by telephone, or any other immediate method” and
requires that “the work of the physician’s assistant be regularly reviewed by the
physician.”” The Iowa and New York statutes require physician “‘supervision and
control” but state that this *‘shall not be construed to necessarily require the
personal presence of the supervising physician at the place where services are
rendered.” .

27. California Business and Professional Code, Section 2511 (d)
(West Supplement, 1971). See also, Appendix B.

28. William J. Curran, “The California ‘Physicians’ Assistants’ Law,”
New England Journal of Medicine 283, no. 23 (December 3, 1970):1274-75.
Professor Curran continued: “It goes ¢onsiderably beyond any other state statute
in this new and growing field in providing a firm legal foundaticn for the devel-
opment of such programs. It also provides protection to the public by assuring
that a responsible state agency is overseeing the program and regulating the entry
of qualified, well-trained assistants into practice. ... On the whole, the Califor-
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Medical Examiners on October 25, 1971 were very restrictive and
created a considerable controversy. Particularly onerous to many was
the requirement that all PA training programs must be two years in
length.??

Following extensive public hearings, the two year require-
ment was reduced to “a minimum period of one year .. .spent in
residence in full time clinical training with direct patient contact.””3?
However, the regulations as finally adopted include a detailed list of
tasks that a PA can perform. An approved educational program must
include junior college level courses in algebra, sociology, or cultural
anthropology and psychology. The regulations provide that the
course work of an approved program shall carry academic credit and
that, upon completion of the program, the student shall have aca-
demic credits equivalent to an associate degree.?!

Finally, the regulations define supervision as requiring the
physician to consult with the PA and the patient before and after the
rendering of routine laboratory, screening, and therapeutic proce-
dures.*? In so doing, the board has sharply limited the effectiveness
of the PA in California. The California experience shows the dangers
of trying to overregulate a newly emerging health profession at a
time when flexibility and innovation are essential,?3

In other states, such as Washington, prior program ap-
proval has proved workable where the state board and medical soci-
ety appear more flexible and play a significant role in the selection of
physician preceptors for the Seattle Medex program. However, no

nia law is a basically sound piece of legislation. ...” But as Professor Curran
conceded: “The success of the program in California now depends upon the
imagination and good faith of the California Board of Mediczl Examineys.” . . .

29. Mr. Gordon Duffy (chairman of the California State Assembly
Health Committee), who introduced the legislation, has been quoted as being
very upset with the proposed rules. The board, he said, *“‘apparently did not
understand that emphasis should be placed on the requisition of skills not de-
grees.” ‘“‘Setback for Medex Programs,’”” Medical World News 12 (November 19,
1971):83-84.

30. Regulations of the Physician’s Assistant Examining Committee
of the Board of Medical Examiners of the State of California, Chapter 13, Arti-
cle 15, Section 1379.25 (1971) (see pp. 115-123).

31. Ibid., Section 1379.24. (e).

32. Ibid., Section 1379.22.

33. To assure adequate identification of the PA the California board
has proposed the additional regulation: “An assistant . . . shall at all times when
rendering medical services wear an identification badge not less than two and
one-half inches long on his outer garment which shall in print not less than
one-fourth inch in size state the assistant’s name and the title ‘Assistant to the
Primary Care Physician.’ A tirainee enrolled in an approved education pro-
gram . . . shall at all times when rendering medical services wear a blue coat. . . .”
A specified identification badge is also required for the trainee.
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matter how it is administered, prior program approval contains major
weaknesses. By requiring practicing physician’s assistants to be gradu-
ates of approved programs, focus is placed on course content, credits,
and degrees. This results in less emphasis on the tasks to be delegated
- or the situations in which they will be performed. Emphasis is placed
on educational inputs rather than practice outputs. Thus, the com-
petence of the PA and the safety of the patient are not necessarily
guaranteed.

Prior approval transforms the state board of medical
examiners into an accrediting body. Generally, these boards do not
accredit medical schools or hospitals and do not have the years of
experience in accreditation possessed by the American Medical
Association, Association of American Medical Colleges, and the
American Hospital Association.

Moreover, an “accrediting’” body composed of physicians
is less desirable than one with mixed representation from other
health fields, hospitals, and the public. State boards of medical
examiners naturally tend to be guild-oriented and some have been
more inclined to protect the interests of the physician than society.
The lack of public representation on health accrediting and licensing
bodies has received increasing criticism in recent years, criticism
which is consistent with the generally recognized need for a greater
consumer voice in the delivery of health care,3*

Finally, some prior approval statutes, such as California’s,
apparently require that no reasons be given for program disapproval
or revocation. No right of appeal or review is provided. The regula-
tion of an important new health profession must be consistent with
the basic principles of due process.?® .

In summary, general delegation statutes are merely an
opening-up mechanism to encourage experimentation and innova-
tion. The further development of physician’s assistants (particularly
their relationship to nurses, physicians, and other health personnel)
requires a fundamental reexamination of their scope of practice.
Nothing less than a comprehensive reexamination of the “practice of
medicine” and the “practice of nursing” is required.

34. For example, see William Selden, “Licensing Boards are Archa-
ic,” American Journal of Nursing 70, no.1 (January 1970):124-26. For a
cogent articulation of additional weaknesses of the prior program approval
approach and the advantages of legal flexibility, see Clark C. Havighurst, “Licen-
sure and its Alternatives,” The Third Annual Duke Conference on Physician’s
Assistants, pp. 121-31.

35. See William A. Kaplan, “The Law’s View of Professional Power:
Courts and the Health Professional Associations,” SASHEP Staff Working
Papers, vol. 2 (1972); William A. Kaplan and J. Philip Hunter, “The Legal Status
of the Educational Accrediting Agency: Problems in Judicial Supervision and
Governmental Regulation,” Cornell Law Quarterly 52 (1966):104—31.
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DEFINITIONS OF THE PRACTICE
OF MEDICINE AND NURSING

Typically, state medical practice acts provide that no one can “diag-
nose, operate, treat, or prescribe’ unless he is a physician licenged in
the state. With two recent exceptions to be discussed,?® the law has
restricted these four words and the practices they represent to the
physician. Educators, practitioners, and lawyers, trying to fit dy-
namic health manpower developments into an archaic legal structure,
have been forced to play charades with the law,

The 1955 model Nursing Practice Act prepared by the
ANA is an example. After defining the practice of professional nurs-
ing,3? it warns: [this] shall not be deemed to include acts of diag-
nosis or prescription of therapeutic or corrective measures” (empha-
sis added). Twenty states have enacted nursing practice acts which
contain this specific caveat.

One obvious problem with these laws is that “operate,
diagnose, treat, and prescribe” are never defined. Although diagnosis
has been defined in the literature as “ascertaining a disease or ailment
by ifs symptoms,” this simple definition may be difficult to apply in
a specific case.3®

Courts have taken differing views on the meaning of “diag-
nosis.” Some hold that the nurse is properly allowed the responsi-
bility of judging the gravity of symptoms without engaging in

36. The Child Health Associate Law enacted in Colorado in 1969
allows the child health associate to “‘practice pediatrics” and to “prescribe’
cerfain nonnarcotic drugs under very specific restrictions. The new Washington
delegation amendment allows a physician’s assistant to “‘practice medicine to a
limited extent,”

37. The model law defines the “practice of professional nursing” as
the “observing, care and counsel of the ill, injured or infirm, or the maintenance
of health or prevention of illness of others, or the supervision and teaching of
other personnel, or the administration of medications in treatments as preseribed
by a licensed physician or licensed dentist; requiring substantial specialized judg-
ment and skill based on knowledge and application of the prineiples of biologi-
cal, physical and social science.” Report of the National Advisory Commission
on Health Manpower, vol. 11, p, 489. '

38. “Consider the nurse in the intensive care unit who is operating
[sic] under standing orders, Using this definition, diagnosis would he the selec-
tion of one disease from a possibility of diseases suggested by the symptoms. On
the other hand, diagnosis would not be & judgment of whether a symptom is
present or a judgment of the seriousness of the symptoms. When the nurse
judges that the patient exhibits ventricular fibrillation, she is merely observing a
symptom not diagnosing the disease suggested. In determining that the patient is
suffering a true cardiac arrest, she is exercising judgment as to the seriousness of
the symptoms, but she is not ascertaining the nature of the disease.” Note, “Acts
of Diagnosis by Nurses and the Colorado Professional Nursing Aet,” Denver Law
Journal 45 (1968):p. 467. One could reasonably reach the opposite conclusion
on these facts.
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diagnosis. Others conclude that when a nurse evaluates a symptom
and decides that no serious disease is indicated, she is diagnosing.

The interpretations of “diagnosis’” must be examined in
relation to the statutes in which the word appears. Courts may
properly attempt a broad definition of “diagnosis™ if it appears in a
statute which prohibits an unlicensed person from holding himself
out as being able to diagnose, treat, operate, or prescribe. On the
other hand, public policy has led courts to adopt a more narrow
definition of “diagnosis” if acts of judgment are performed by a
well-trained nurse,>?

The uncertainty surrounding diagnosis has been widely
recognized in the literature. In their definitive book, Nursing Practice
ond the Law, Lesnik and Anderson attribute this confusion to the
fact that “‘an obligation to observe symptoms and reactions (nursing
functions) seems to be intertwined inextricably with diagnosis and
the latter generally is acknowledged within the exclusive province of
those who practice medicine . . . nevertheless, there is an area with
which the nurse is charged, and that area may well be called nursing
diagnosis” (emphasis added). Lesnik and Anderson note that

diagnosis involves the utilization of intelligence and interpreting
known facts. The decision is the result of the interpretation, Cer-
tainly, the ufilization of intelligence is an inseparable aspect of the
science of diagnosis. Where a decision is made, or should be made,
some action must follow. There can be no question that a nurse is
required to interpret known facts and make a decision based on
them,*°

In their 1966 article entitled “Clinical Inference in Nurs-
ing,”” Hammond and Kelly concluded that the ‘““inferential or diag-
nostic task” was central to all nursing practice.*! They noted that,

39. In the landmark California case of Cooper v. National Motor
Bearing Company, 136 Cal. App. 2d 229, 238, 288 P.2d 581, 587 (1955), the
court concluded that a nurse, evaluating the seriousness of a symptom, was
making an act of diagnosis. The court stated: “A nurse in order to administer
first aid properly and effectively must make a sufficient diagnosis to enable her
to apply the appropriate remedy. . . . She has been trained, but to a lesser degree
than a physician, in the recognition of the symptoms of diseases and injuries.
She should be able to diagnose...sufficiently to know whether. .. it bears
danger signs that should warn her to send the patient to a physician.” The court
was saying, in essence, that in order to administer first aid (generally thought of
as nof the practice of medicine) a nurse was making a diagnosis. That is, a nurse
is making a diagnosis when she decides that no sericus disease or symptom is
indicated and the patient need not see a doctor.

40. Milton J, Lesnik and Bernice E. Anderson, Nursing Practice and
the Law (Philadelphia: J. B. Lippineott, 1955), p. 265.

41. Hammond, Kelly, Schneider, and Vancini, “Clinical Inference in
Nursing,” Nursing Research 15 (Spring 1966):134-38.
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since the time of Florence Nightingale, emphasis has been placed not
only on the need to observe but also on how to observe. For years
the observational task of the nurse consisted of three activities,
namely, observing, recording, and reporting. Hammond and Kelly
state:

more recently the obééi:vational function is now conceived to be a
process that includes three specific operations: observation—recogni-
tion of signs and symptoms presented by the patient; inference—
making & judgment about the state of the patient and/or nursing
needs of the patient; and decision making—determining the action to
be taken that will be of optimal benefit to the patient. Although all
three tasks are cognitive functions, the second and third are clearly
intellectual in character.*?

In placing the “inferential or diagnostic task” of the nurse
within the boundaries of nursing practice, Hammond and Kelly
recognize the need for a distinction “between the functions and
responsibilities of the nurse as a diagnostician and the physician as a
diagnostician.” Their distinction is: “just as the keystone of modern
medicine is the identification of disease and its eradication through
specifics, the keystone of modern nursing is the determination of a
symptom and its alleviation.” The need for some distinction is high-
lighted in the subsequent discussion of the New York Nursing Law??
and is essential to the development and definition of the role of the
physician’s assistant,

Graduates of pediatric nurse practitioner programs provide
excellent evidence that nurses can assume expanded roles in the area
of child health care and can assume many tasks requiring consider-
able judgment and discretion.** These should be recognized as

42. A further significant finding in their research is that the inferen-
tial decision and action must at times take place in a span of a few minutes or
less. The coronary care unit is again an example.

43, See pp. 106-110.

44. In describing his pediatric nurse practitioner program developed
at the University of Colorado, Dr. Henry Silver states: “Pediatric Nurse Practi-
tioners are able to give fotel care to more than 756% of all children who come to
the field stations, including almost all of the well children (who make up slightly
more than one-half of all patients) as well as approximately one-half of the
children with illnesses or injuries” {emphasis added). He also notes that nurses
“serve in a variety of field stations and that, in many of these field stations,
physicians only visit the station once or twice a week when they see patients
with “special problems.” He adds: “Nurses always function under the super-
vision and direction of a physician, even though he may not be Physically
present at all fimes.” If the Colorade pediatric nurse practitioner is giving
“total eare” to a proup of patients, “diagnosis and treatment” are clearly
part of this process. Dr, Silver avoids these words when he states that the nurse
will have *“taken a complete history, performed a thorough physical examina-
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diagnosis and treatment functions. A joint statement of the ANA and
the American Academy of Pediatrics, issued in January 1971, dodged
the diagnosis question by stating: ““The expansion of the nurse’s
responsibilities should be viewed as increasing the sources from
which the nurse gathers data for meking nursing assessments as a
basis for diagnosis and action and thus contribute directly to compre-
hensive nursing”*® (emphasis added).

The above discussion about diagnosis could be applied to
“operating, treating, and prescribing”—the other traditionally “physi-
cian only” functions. Numerous examples of “operating” (starting
intravenous fluids or suturing a minor laceration), ““treating” (manag-
ing common illness), and “prescribing” (completing prescriptions
already signed according to standing orders)*® can be readily found
in tasks performed by nurses, and it is clear that physician’s assistants
will be performing even more of these physicianlike tasks.

In recent years, two state laws (Colorado and Washington)
have piexced explicitly the ‘“only-a-physician-can-practice-medicine
veil.”

Colorado’s Child Health

Associate Law

The child health associate law enacted in Colorado in 1969
defines a child health associate as ‘‘a person who, subject to the
limitations provided by this act, practices pediatrics as an employee
of and under the direction and supervision of a physician whose

tion, and make a fentative assessment and evaluation with particular emphasis on
the differentiation of normal from abnormal findings and a preliminary inter-
pretation of the latter” (emphasis added). Henry Silver, ‘“The Pediatric Nurse
Practitioner Program,” Journal of the American Medical Association 204, no.,4
(April 22, 1968):298-302.

45. “Guidelines on Short-Term Continuing Education Programs for
Pediatric Nurse Associates” Joint statement of the American Nurses Association
and the American Acadermny of Pediatrics, January 1971).

46. The use of “standing orders™ is another game often played with
the law. In effect, standing orders presume to constitute medical direction for
the “execution” of medical “‘decisions” in the physician’s absence. Anderson
and Lesnik say that “to the extent that orders constitute instructions for cases
already diagnosed, such orders are valid.” However, “a physician may not dele-
gate the authority to diagnose, to treat, or to prescribe. A standing order for
treatment of a headache or a cold is illegal since it presupposes a prescription
based on diagnosis.” Lesnik and Anderson, p. 281. This puts us back on the
semantic merry-go-round. The standing orders mechanism should be valuable in
setting the appropriate limits of a PAs function. Standing orders can be readily
amended by the physician as needed. The HEW definition of a physician’s assist-
ant states: “He may, on the basis of standing orders, treat a defined range of
medical conditions and may provide emergency care in keeping with his training
and as permifted by his supervising physician. Although effective supervision is
required, it need not in all cases be face-to-face” (see p. 22).
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practice to a substantial extent is in pediatrics” (emphasis added).
However, the act limits the child health associate ““to practice only in
the professional office of the employing physician and only during
the time when the employing physician . . . is directly and personally
available.” The law sets another important precedent by explicitly
permitting the child health associate to “prescribe drugs, except
narcotic drugs,” which have been approved by an Advisory Com-
mittee.*”

Although the child health associate law has been severely
criticized because of the strict requirement of personal presence,
supervision, and control, it does specifically allow the practice of a
segment of medicine by this new professional and the prescribing of
drugs.*®

Washington’s Physician’s

Assistant Law

In 1971, the state of Washington enacted a statute that
permits a “physician’s assistant to practice medicine to a limited
extent under the supervision and conftrol of a physician” (emphasis
added). The statute also provides that supervision and control “shall
not be construed to necessarily require the personal presence of the
supervising physician at the place where services are rendered.”

The primary restriction is the requirement that the PA be a
graduate of a program approved by the state board of medical
examiners “who shall adopt rules and regulations governing the
extent to which physician’s assistants may practice medicine. .. .”
The thorny problem of defining appropriate limits to the scope of
practice of the physician’s assistant is placed with the state board of
medical examiners. The board reviews the competence of the indivi-
dual physician, as well as the competence and job description of the
physician’s assistant. The Washington law is an important advance

47, The law further states that **a child health associate shall not
perform any operative or any cutting procedure or engage in the treatment of
fractures ... (see pp. 125-132).

48. Professor William Curran has called the Colorado law “an excel-
lent model of what should not be done with any licensed group of professionals®
and concludes that “the Colorado legislature, the board of medical examiners
and the organized medical groups seem to have enacted a high price for granting
licensure to this new group of health professionals.”” William J. Curran. “New
Paramedical Personnel—To License or Not to License,” New England Journal of
Medicine 282, no. 19 (May 7, 1970):1085—86. In contrast, Dr. Henry Silver
believes that the law *‘is a progressive, pioneering and innovative legislative act
that should serve as a guide in regulating the practice of other categories of new
allied health professionals.” Henry K, Silver, “New Allied Health Professionals:
Implications of the Colorado Child Health Associate Law,” New England Jour-
nal of Medicine 284, no. 6 (February 11, 1971):304-07,
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because it explicitly recognizes that much of what a physician’s
assistant does is the practice of medicine.

These legal developments may help to whittle away the
clichés that have confused scope of practice issues. The Septem-
ber 27, 1971 issue of JAMA contained an unsigned editorial on
physician’s assistants which cautioned: “State laws provide that only
a licensed physician may engage in the practice of medicine and that
it is illegal for a physician to delegate the practice of medicine to a
person who is not a licensed physician.”” The article continued: “On
the other hand, it is entirely legal for a physician to use a technician
as his ‘hands’ in work which does not involve a delegation of ‘medical
discretion.’ %

Such statements are incoxrect and out of date in light of
recent legal developments and the recognition that the practice of
medicine increasingly overlaps other professions.>® Ina 1970 report
entitled “Medicine and Nursing Care in the 1970s—A Position State-
ment,” the AMA Committee on Nursing concluded that: “as there is
marked overlap in the technical areas common to medical and nurs-
ing practice, the same act may be clearly the practice of medicine
when performed by a physician and the practice of nursing when
performed by a nurse.”®! This description begs the basic need to:

1. recognize certain diagnosing, treating, operating, and prescribing
functions by physician’s assistants and nurses; and

2. properly delineate the difference between the tasks that can be
performed by physician’s assistants and nurses from those which
should be reserved for the physician.5?

49. Editorial, ‘““The Medical Manpower Shortage,” Journal of the
American Medical Association 217, no. 13 (September 27, 1971):1857—-59,

50. The 1970 AMA report on licensure was surprisingly candid
when, in urging states to enact general delegation amendments, it said: “Such an
amendment would codify the physician’s right to delegate, as well as the dela-
gatee’s right to participate in the practice of medicine” (emphasis added).
Licensure of Health Oceupations, p. 6 (see p. 113). :

An example of the misunderstanding of delegation appears in the
August 1971, issue of Connecticut Medicine, The Connecticut State Medical
Society opposed the AMA-suggested amendment concluding: ““In effect, the hill
authorizes physician’s assistants to practice medicine without a license, provided
that they practice under the supervision of a physician, This will establish a most
dangerous precedent, and is not at all equivalent to authorizing Doctors of
Medicine to utilize the services of qualified assistants in carrying on and expand-
ing the scope of their medical practices.” “Forewarned is Forearmed: Governor
Signs Physician’s Assistant Bill,” Conneeticuf Medicine 35, no. 2 (August 1971):
T8-80.

51. American Medical Association, Committee on Nursing, “Medi-
cine and Nursing in the 1970°—A Position Statement,” Journal o f the American
Medical Assaciation 213, no. 11 (September 14, 1970):1881—83.

52. A report of the HEW secretary’s Committee to Study Extended
Roles for Nurses examines the increasing scope of nursing in three areas: primary
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INDEPENDENCE, DEPENDENCE,
AND EXPANDING ROLES

The dependence-independence issue permeates all discussion of the
PA’s scope of practice. By assuming a legally dependent position,
physician’s assistants are dble to assume far more responsibility than
if they attempt to work independently. Some implications of this
concept have been discussed previously®? (see pp. 14-15).

As the above analysis reveals, the delegation amendments
enacted in 1971 do not contain detailed guidelines on this issue, but
foster dependence through flexible supervision and control provi-
sions. Under these laws, the physician’s assistants are authorized to
make independent judgments as they ‘“‘render service,” in some
instances, geographically removed from the physician.

However, Oregon has taken a restrictive legislative ap-
proach. Its law provides: “A physician’s assistant shall not exercise
independent judgment in determining and prescribing treatment
except in life-threatening emergencies”* (emphasis added). If this
provision is followed literally, it is difficult to imagine a broadly
trained “Type A" physician’s assistant finding employment in Ore-
gon.

Another aspect of dependence is the method of charging
patients for services performed by the physician’s assistant. Only two

care, acute care, and long term care. The report outlines functions in each area
for which nurses are: solely responsible; share responsibility with the physician;
and could be prepared to assume further responsibility. It recognizes the need
for legal change, but provides no solutions and merely states that: “In this
period of rapid transition, the identical procedure performed on a patient may
be the practice of medicine when carried out by a physieian or the practice of
professional nursing when carried out by a nurse.” Although the report is a good
doctor-nurse model of overlapping functions, it does not address the roles of
other allied health workers or physician’s assistants. HEW, Secretary’s Commit-
tee Report, Extending the Scope of Nursing Practice, pub. no, 0-720-301
(Wagshington, D.C.: U.S. Government Printing Office, 1972); reprinted in Nurs-
ing Outlook 20, no. 1 (Januvary 1972):46-52.

53. Lesnik and Anderson aptly state: “One of the great difficulties
inherent in analytical evaluation of nursing functions has been the reluetance of
some professionals to ascribe to professionai nursing any authority for the
independent performance of any act. Historically, the primary function of nurs-
ing was assistance, but the process of gradual assumption by professional nurses
of many other functions was inevitable, Without doubt, part of nursing involves
the application and the execution of legal standing medical orders and these
functions are dependent ones, since performance is contingent upon direction or
supervision. But it is widely recognized that this is not the whole of nursing
practice.” Indeed, they assert that “the overwhelming number of functions and
the majority of areas of control involve obligations of performance independent
of medical orders.”” Lesnik and Anderson, p. 261.

54. 1971 Oregon Acts, Chapter 649, Section 3 (3) (enacted June 30,
1971).
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state laws contain provisions dealing explicitly with compensation.
The Wisconsin statute provides that “a physician’s assistant may not
be self-employed” and the Illinois law states that “physician’s assist-
ants may not bill patients or in any way charge for services but shall
work under the direction of the physician. . . .” %% '

In contrast to the PA’s legally dependent and flexible
status, organized nursing has struggled to define its own independent
function. In some cases, this has operated to the detriment of
expanding the nurse’s role. The striving for an “independent” func-
tion and the quest for an enlarged role which includes many medical
acts (of diagnosis and treatment) will be regarded by many as mutu-
ally exclusive. Certainly, the public is more willing to accept the
performance of medical tasks by PAs and nurses if they are assured
of adequate physician supervision, control, and responsibility.5®
Unless the scope of practice is precisely defined, role enlargement
and independence may work at cross purposes, as the following New
York case vividly shows.

A CASE STUDY OF CONFLICT—
NEW YORK 1971

Independence Defeated

The complex problems of scope of practice, independ-
ence-dependence, and supervision and control were raised during the
controversy over proposed Senate Bill 1918 which was designed to
change the New York State Nursing Practice Act.®” In lieu of the old
definition, the New York State Nurses Association proposed:

The practice of the profession of nursing as a registered professional
nurse js defined as dizgnosing and treating human responses to actual
or potential health problems through such services as case finding,
health teaching, health counseling, and provision of care supportive
to or restorative of life and well being and executing medical regi-
mens prescribed by a licensed or otherwise legally authorized physi-
cian or dentist. (Emphasis added.)

55. Wisconsin Assembly Bill (April 15, 1971), p. 707; Illinois House
Bill (January 26, 1971), p. 203.

56. Dr. Eugene Stead of Duke University has said succinetly: “The
physician’s assistant can have independence at a low level of performance, or he
can aecept dependence and achieve a high level of performance.”” Eugene A,
Stead, “Dependence vs. Independence and its Relationship to the Professional
Physician’s Assistant,” Third Annuval Duke Conference on Physician’s Assistants,
p. 101,

57. New York State Senate Bill 1918 (1971).
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The official bulletin of the New York State Nurses Associ-
ation stated in February 1971: “The intent of the bill is to clearly
delineate the elements of the nursing process and to specify the
independence of the nursing function.”%® The bulletin said that the
old Nursing Practice Act is both obsolete and circular in nature and
fails to recognize the nurses’ role in the increasingly significant area
of health maintenance and teaching. The bulletin continued:

The change proposed would in no way infringe upon the inter-
dependent and collaborative relationship between the physician and
the nurse, but, would simply specify the nurses’ authority to diag-
nose nursing needs and administer to those needs through such serv-
ices as case finding, health teaching, health counseling, and provision
of supportive and restorative nursing services or, in other words, to
practice nursing. .

Inclusion within the law of the diagnostic function would author-
ize the nurse practitioner to make nursing diagnoses not medical
diagnoses. Whereas the diagnosing function as an intellectual process
is central to the practice of any number of professionals, including
medicine and nursing, the focus of this function varies among these
professions, For example, the focus in- medicine is the nature and
degree of pathology or deviation from normalcy; within nursing the
focus is the individual’s response to an actual or potential health
problem and the nursing needs arising from such responses.*®

Unfortunately, the law contained no definitions of diagnosis and
treatment and thus did not make these distinctions.

Having convinced the legislators that their intent was to
define their own role and not usurp the practice of the physician, the
law was passed by both houses. However, Governor Rockefeller
vetoed it in July 1971. In his memorandum explaining the veto, the
governor acknowledged that it was time to modernize the Nursing
Practice Act as it was no longer consistent with modern health prac-
tice. But in his view the new definition “failed to maintain a respon-
sible distinction between the professions of medicine and nursing
commensurate with the respective training and experience of both
professions.’”%®

The veto, which was strongly supported by the New York

58. New York State Nurses Association Legislative Bulletin, no. 4
(February 16, 1971), p. 1.

59. The nursing bulletin expressed criticism of organized medicine
asserting: “Medicine views the nurse as a physician’s assistant; nursing views the
nurse as the patient’s assistant.”

60. Governor Nelson Rockefeller, memorandum filed with Senate
Bill 1918 (July 7, 1971).
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State Medical Society, stated: “The definition of the practice of
nursing contained in the above legislation does not accurately reflect
the legitimate nursing function. Indeed, the definition is subject to
an interpretation which would result in nurses being authorized as a
practical matter to practice medicine”®! (emphasis added). Thus,
with the utterance of that tired cliché, the bill was defeated.

The response of the New York State Nurses Association
was swift and emotional. The association stated,

Echoing the mycpic positions of the Medical Society of the State of
New York and the Hospital Association of New York State, the
Governor’s statement reflects a total lack of understanding of the
essential nature of nursing practice and the legitimate role of the
nursing profession, Nursing is viewed not as a distinet area of profes-
sional practice, but simply as a component of the practice of medi-
cine. This view, obviously, gives rise to the demand that the defini-
tion of nursing reflect the nursing practitioners’ dependence on the
physician, NYSNA’s proposed definition in no way met this
demand, On the contrary, for the first time in the history of licen-
sure for nursing, it clearly stated the independence of the nursing
function. It was this factor and this factor alone, which elicited the
Medical Society’s opposition.

The nurses association bulletin continued: “Throughout
the legislative session the Medical Society advised NYSNA that it
would accept NYSNA’s proposed definition providing that the
phrase ‘under the supervision of the physician’ were added. Because
of our belief that nursing is an independent and distinct profession,
such a compromise was totally unacceptable”$? (emphasis added).

Dependence Approved

Paralleling these developments, the New York legislature
passed and the governor signed a law to authorize the practice of
“physician’s associates” and “specialist’s assistants.”®® In discussing

61. Ihid.

62. Letter from Veronica M. Driscoll, Executive Director of the
NYSNA, to all NYSNA members and groups concerned with NYSNA’s proposed
definition of nursing, July 8, 1971.

63. The law provides that the physician’s associate must be a gradu-
ate of a program approved by the board of medical examiners and “may perform
medical services but only under the supervision of a physician and only when
such acts and duties as are assigned to him are within the scope of practice of
such supervising physician.” The specialist’s assistant ‘“‘may perform medical
services, but only when under the supervision of a physician and only when such
acts and duties as are assigned to him are related to the designated medical
specialty for which he is registered and are within the scope of practice of a
supervising physician.” New York Public Health Law, Section 6532 (enacted in
Senate Bill 5703, July 6, 1971).
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relationships between the “physician’s associate” and other health
professions, the governor stated:

obviously if a physician’s associate or a specialist’s assistant were
precluded from doing anything which nurses or other health profes-
sionals are authorized to do, there would be little else left for them.
While physician’s associates and speecialist’s assistants are not
intended fo in any way replace existing health professions, they
necessarily will perform many of the same duties. I am sure that the
Health Department can clarify any confusion which might exist by
appropriate administrative regulation.®*

The complex issue of overlapping areas of practice has thus
been turned over to the state health department for resolution
through regulation. To this, the New York State Nurses Association
responded: ‘“The Health Department’s support of a system of institu-
tional licensure is well known—it is clear that the first step towards
such a system has been taken by the State of New York. Prospects
for improved health care appear grim indeed.”®® The letter of
July 13th from the president of the New York State Nurses Associa-
tion, Evelyn M. Peck, to Governor Rockefeller, displays the bitter-
ness felt by organized nursing toward the governor and organized
medicine in the state of New York (see pp. 54-55).

NEW YORK REVISITED—-1972

Undaunted by the 1971 defeat, the New York State Nurses Associa-
tion reintroduced Senate Bill 8274 in 1972. The bill redefined nurs-
ing as in 1971, but contained several important additions. It was
passed by both houses and was signed into law by Governor Rocke-
feller on March 15, 1972. The enactment of the law received raves
from the NYSNA. A news release quotes Evelyn M. Peck, president
of the NYSNA:

Enactment of this definition is a landmark achievement; nursing’s
unique and historic function has finally been acknowledged and
legitimized. The bill which has been acclaimed by nursing organiza-
tions throughout the country, will undoubtedly serve as a national
model for nursing licensure laws, Its enactment comes at a erucial
point . . . the public has demanded reorganization of the health care
delivery system and the nursing profession has demonstrated its
willingness and ability to respond to that mandate.

64. Governor Nelson Rockefeller, memorandum filed with Senate
Bill 7075 (July 6, 1971).
65. Letter from Veronica M. Driscoll, p. 1.
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Hildegard Peplau, president of the ANA, added: “In sign-
ing into law fhe New York State Nurses Practice Act of 1972,
Governor Rockefeller has promoted ‘a giant step’ in the improve-
ment of health care.” Miss Peplau noted that

nurses have said, for a long time that nursing is different from and
complementary to medicine. The Nurse Practice Act gives impetus
to the developing partnership in health care of physicians and nurses.
The American Nurses Association commends the nurses of New
York State for bringing about this historic turning point in the
advancement of nursing and health care. Nurses of the other 49
states appreciate their efforts, I'm sure, in this important accom-
plishment.

Two significant additions to the 1971 bill apparently made
the 1972 version acceptable to organized medicine and to the gover-
nor of New York. First, the 1972 bill defines “diagnosing,” “treat-
ing,” and “human responses.”%¢ These definitions try to make it
clear that the “nursing diagnosing™ referred to in bill 8274 is distinet
from “medical diagnosing.” Second, the bill provides that ‘‘a nursing
regimen shall be consistent with and shall not vary any existing
medical regimen.”” Also “nothing in this article shall be construed to
confer the authority to practice medicine or dentistry.” This lan-
guage, coupled with the statement in bill 8274 that the practice of
nursing shall include executing medical regimens prescribed by a
licensed physician, insure the continued dependence of the nurse on
the physician when performing medical tasks. Organized medicine
and the governor were thereby able to endorse the biil.

CARRYING OUT THE ORDER-—
A PAPER TIGER?

Eleanor C. Lamberisen, dean of the Cornell-New York Hospital
School of Nursing, focused attention on this issue when she noted
that: “Today’s nurse does recognize that comparable technologies or

66. The bill provides: (1) * ‘Diagnosing’ in the context of nursing
practice means that identification of and discrimination between physical and
psychosocial signs and symptoms essential to effective execution and manage-
ment of the nursing regimen. Such diagnostic privilege is distinet from a medical
diagnosis. (2)* “Treating’ means selection and performance of those therapeutic
measures essential to the effective execution and management of the nursing
regimen, and execution of any prescribed medical regimen, (3) * ‘Human res-
ponses’ means those signs, symptoms and processes which denote the indivi-
dual’s interaction with an actual or potential health problem.” New York State
Senate Bill 8274 (1972). {See pp. 133-135).
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therapeutics may be performed by the nurse as well as the physi-
cian’s assistant. Not who does what, but who prescribes and who
delegates to whom are at issue”®” (emphasis added).

An official position paper entitled “The New York State
Nurses Association’s Statement on the Physician’s Associate and
Specialist’s Assistant,” adopted by the NYSNA Board of Directors
on January 31, 1972, focused on the orders issue. The position papex
states:

The physician’s associate or specialist’s assistant is not a substitute
for the physician. The association recognizes the right of the medical
profession to determine those medical acts which may be safely
delegated to physician’s assistants. Similarly, as an independent
profession, nursing reserves the right to determine from whom it
shall accept delegation. Hence, nursing practitioners shall continue
to execute those medical regimens prescribed only by a licensed or
otherwise legally authorized physician or dentist. In view of the
original intent of the physician’s assistant role, i.e., to increase the
availability of medical services to the public, the association ques-
tions the rationale for consideration of assigning the assistant to
write medical orders. It would appear that such utilization unneces-
sarily limits the assistant’s involvement in direct services to patients.
However, if the medical profession deems it appropriate to assign to
the physician’s assistant the task of writing medical orders, then the
association believes it appropriate for the physician’s assistant to also
carry out those orders,

In institutional or group practice settings, it is apparent
that orders delegated by a physician (standing orders or otherwise)
will be carried out by both physician’s assistants and nurses. Suppose
that a physician, when making patient rounds and accompanied by
his physician’s assistant, prescribes the patient’s medical regimen for
the day. The PA returns later in the day and finds a change in the
condition of the patient. He describes his findings to his physician by
telephone and receives in turn orders to modify the treatment regi-
men. The orders are written into the chart o be countersigned at a
later time by the physician, The PA will certainly carry out many
orders himself, but some of the physician’s orders may have to be
carried out by the nurse.

We believe that this sequence is likely to be repeated often
in hospital practice. Nursing should be legitimately concerned about
the source of all orders and the impact of carrying them out. Such is

67. Eleanor C. Lambertsen, “Nursing: Not quite M.D., More Than
P.A.."” Hospitals, JAHA 45, no. 23 (December 1, 1971), p. 76.
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the basis of safe nursing care. On the other hand, it would be un-
fortunate indeed if nursing (as expressed in the NYSNA statement,
for example) were to be so concerned as to refuse to carry out a
physician’s orders when written by a PA.

Summing Up

At a time when the entire licensure scheme for regulating
health personnel is under widespread attack as being archaic, ineffi-
cient, and destructive of change, a variety of delegation amendments
to state medical practice acts have been enacted as a direct result of
the physician’s assistant movement. By being willing to remain le-
gally dependent, accept delegation from physicians, and work under
the supervision and control of the physician, physician’s assistants
are now able to function under broad and flexible legal umbrellas
that allow them to perform to their capacity.

Despite the flexibility of the delegation amendments and
the rapidity with which they have been adopted, they represent
merely a short term solution to the scope of practice problem. Some
of the delegation amendments are poorly drawn and contain un-
necessary and restrictive requirements of prior program approval by
boards of medical examiners that are not equipped to discharge these
functions. More fundamentally, they do not come to grips with the
underlying need to reexamine the definitions of scope of practice of
medicine, nursing, and related health professions. Certainly the
physician’s assistant, the nurse, and other health professionals are
performing tasks that come under the traditional medical rubric of
diagnose, operate, treat, and prescribe. We need new definitions that
will recognize these decisionmaking judgments and yet delineate
clearly those tasks that can only be performed by a physician and
should not be delegated. These definitions should be consistent with
national efforts to develop certification of proficiency for various
types of physician’s assistants and nurse practitioners.
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Conclusions and Recommendations
for Licensure of Health Occupations*

As nofed previously, limitations, and shortcomings in
present credentialing mechanisms for health professions and occupa-
tions are generally acknowledged. Some of these shortcomings
appear to be susceptible immediately fo correction while others may
be only partially alleviated on a short term basis through modifica-
tions in present credentialing systems.

To effect such immediate, short term allewatlons the
Council on Health Manpower and the board recommend.:

{a¢) That state legislatures be urged to amend state medical
practice acts to remove any barriers to increased delegation
of tasks to allied health personnel by physicians.

Such an amendment might be phrased as follows: “Noth-
ing 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 is rendered under the supervision,
control, and responsibility of a licensed physician.”

The majority of existing state medical practice acts do not
define the practice of medicine in terms of specific functions. How-
ever, the amendment of medical practice acts as suggested above
would codify the physician’s recognized right to delegate patient care
functions to competent personnel consistent with the patient’s wel-
fare, as well as the delegatee’s right to participate in the practice of
medicine, and might serve to reassure and encourage physicians to
innovate in the use of manpower.

*Taken from ‘“Licensure of Health Occupations,” prepared by the
AMA Council on Health Manpower. Adopied by the AMA House of Delegates,
December 1370.
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California Board of Medical
Examiners Regulations on
the Physician’s Assistant®

CHAPTER 13

Article 15—Physician’s Assistants
Section 1379. Physician’s Assistants Defined. For purposes of this
article, physician’s assistants within the meaning of article 18, chap-
ter 5 of the Business and Professions Code are divided into two classi-
fications as follows:

(1) Assistant to the primary care physician; and
(2) Assistant to the specialist physician.

Section 1879.1. Approvael of Educational Programs; Ap-
plications. Educational programs for instruction of an assistant to
the primary care physician and assistant to the specialist physician
must be approved by the board and shall submit applications for
approval on forms provided by said board.

Section 1379.20 Definition of Assistant to the Primary
Care Physician. For purposes of this article, an assistant to the pri-
mary care physician means a person who is a graduate of an approved
program of instruction in primary health care, who has passed a
certification examination administered by the board, and is approved
by the board to perform direct patient care services under the super-
vision of a primary care physician or physicians approved by the
board to supervise such an assistant.

Section 1379.21. Definition of Primary Care Physician.
For purposes of this article, a primary care physician is a physician,

*Prepared by the Physician’s Assistant Examining Committee of the
California Board of Medical Examiners, December 1971.
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approved by the board to supervise a particular assistant to the
primary care physician, who evaluates his patients’ total health care
needs and who accepts initial and continuing responsibility therefore.

Section 1372.22. Definition of Supervision. Supervision
of an assistant to the primary care physician within the meaning of
this article refers to the responsibility of the primary care physician
to review findings of the history and physical examination permitted
by section 1379.23 (a) and all follow-up physical examinations with
said assistant together with the patient at the time of completion of
such history and physical examination or follow-up examination and
to consult with said assistant and patient before and after the render-
ing of routine laboratory and screening techniques and therapeutic
procedures as described in section 1379.23 (b) (c) and (e), excepting
where the rendering of routine laboratory and screening techniques
are part of the history and physical examination or follow-up
examination performed. The foregoing requirement of the primary
care physician to review findings of the history and physical exami-
nations and consultation before the rendering of routine laboratory
and screening techniques and therapeutic procedures, shall not apply
when the assistant to the primary care physician is attending a
patient in a life-threatening emergency pending the arrival of the
primary care physician, nor is the presence of the primary care physi-
cian necessary when said assistant attends the chronically ill patient
at home in the nursing home or extended care facility for the sole
purpose of collection of data for the information and consideration
of the approved supervising physician.

Section 1379.23. Tasks Performable by an Assistant to
the Primary Care Physician. An assistant to the primary care physi-
cian should be able to perform, under the responsibility and supervi-
sion of the primary care physician, selected diagnostic and thera-
peutic tasks in each of the five major clinical disciplines (medicine,
surgery, pediatrics, psychiatry, and obstetrics).

Specifically and by way of limitation, an assistant to the
primary care physician should be able to:

(a) Take a complete, detailed and accurate history; perform a com-
plete physical examination, when appropriate, excluding pelvic
and endoscopic examination; and record and present pertinent
data in a manner meaningful to the primary care physician.

(b) Perform and/or assist in the performance of the following rou-
tine laboratory and screening techniques:

1. The drawing of venous blood and the routine examination
of the blood.
2. Catheterization and the routine urinalysis.
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Nasogastric intubation and gastric lavage.
The collection of and the examination of the stool.
The taking of cultures.
The performance and reading of skin tests.
The performance of pulmonary functlon tests excluding
endoscopic procedures.

8. The performance of tonometry.

9. The performance of audiometry.
10. The taking of EKG tracings.
Perform the following routine therapeutic procedures:
Injections,
Immunizations.
Debridement, suture, and care of superficial wounds.
Debridement of minor superficial burns.
Removal of foreign bodies from the skin.
Removal of sutures.
Removal of impacted cerumen.
Subcutaneous local anesthesia, excluding any nerve blocks.
Anterior nasal packing for epistaxis.
10. Strapping, casting, and splinting of sprains.
11. Removal of cast.
12. Application of traction.
13. Application of physical therapy modalities.
14. Incision and drainage of superficial skin infections.
Recognize and evaluate situations. which call for immediate
attention of the primary care physician and institute, when
necessary, treatment procedures essential for the life of the
patient.
Instruct and counsel patients regarding matters pertaining to
their physical and mental health, such as diets, social habits,
family planning, normal growth and development, aging, and
understanding of and long term management of their disease.
Assist the primary care physician in the hospital setting by
arranging hospital admissions under the immediate direction of
said physician; by accompanying the primary care physician in
his rounds and recording physician’s patient progress notes; by
accurately and appropriately transcribing and/or executing spe-
cific orders at the direction of the primary care physician; by
compiling and recoxding detailed narrative case summaries; by
completing forms pertinent to the patient’s medical record.
Assist the primary care physician in the office in the ordering of
drugs and supplies, in the keeping of records, and in the upkeep
of equipment.

No otk

PR oo
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(h) Assist the primary care physician in providing services to pa-
tients requiring continuing care (home, nursing home, extended
care facilities, etc.) including the review of treatment and ther-
apy plans.

(i) Facilitate the primary care physician’s refexral of patients to the
appropriate health facilities, agencies and resources of the com-
munity.

An assistant to the primary care physician should have an
understanding of the socioeconomics of medicine, of the roles of
various health personnel, and of the ethics and laws under which
medicine is practiced and governed.

In addition to the tasks performable listed herein as assist-
ant to the primary care physician may be permitted to perform
under supervision of the primary care physician such other tasks
except those expressly excluded herein in which adequate training
and proficiency can be demonstrated in a manner satisfactory to the
board.

Section 1379.24. General Requirements of an Educa-
tional Program for an Assistant to the Primary Care Physician. An
educational program for instruction of an assistant to the primary
care physician shall meet the following general requirements, as well
as specific eurriculum requirements set forth herein, for approval:

(a) The program shall establish the need for a theoretical and clini-
cal training program graduating an assistant to the primary care
physician complementary to the effective delivery of medical
services in primary health care.

(b) Candidates for admission shall have successfully completed an
approved high school course of study or have passed a standard
equivalency test.

Prior clinical experience in direct patient contact is recom-
mended for each candidate.

(¢) The educational program shall be established in educational
institutions approved by the board which meet the standards of
the Western Association of Schools and Colleges, or any accred-
iting agency recognized by the National Commission on
Accrediting, and which are affiliated with board-approved
clinical facilities associated with a medical school approved by
the board.

(d) The educational program shall develop an evaluation mecha-
nism satisfactory to the board to determine the effectiveness of
its theoretical and clinical program compatible with statewide
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standards, the results of which must be made available to the
board annually.

Course work shall carry academic credit. Upon successful com-
pletion of the educational program, the student shall have
academic credits for the courses faken of at least the equivalent
of the associate of arts or science degree.

The educational program shall establish equivalency and profi-
ciency testing and other mechanisms whereby full academic
credit is given for past education and experience in the courses
of the curriculum required in section 1379.25 herein.

The director of the clinical educational program must be a
physician licensed to practice in the state of California who
holds a faculty appointment at the educational institution.
Instructors in the theovetical program and clinical training
program shall be competent in their respective fields of instruc-
tion and clinical training and be properly qualified.

The educational program shall establish a definitive candidate
selection procedure satisfactory to the board.

The number of students enrolled in the theoretical program
should not exceed the number that can be clinically supervised
and trained.

The educational program shall establish resources for continued
operation of the training program through regular budgets,
gifts, or endowments.

The educational program shall require a three month preceptor-
ship for each student in the outpatient practice of a primary
care physician as the final part of the educational program.

The educational program shall establish a continuing clinical
educational program for assistants to the primary care physi-
cian.

An educational program approved by the board as meeting the
general educational requirements above and specific curriculum
requirements established in this article for educational pro-
grams for an assistant to the primary care physician shall notify
the board whenever a change occurs in the directorship of the
educational program or when major modifications in the curri-
culum are anticipated.

Failure of an educational program to continue compliance with
the foregoing general requirements and the specific curriculum
requirements of section 1379.25 herein subsequent to approval
by the board may result in the board withdrawing said ap-
proval.
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Section 1879.25. Curriculum Requirements of an Educa-
tional Program for an Assistant to the Primary Care Physicien. The
curriculum of an educational program for instruction of an assistant
to the primary care physician shall include adequate theoretical
instruction in the following:

Basic Educational Core
Physics (to the extent necessary to the practice of medicine)
Chemistry (to the extent necessary to the practice of medicine)

Basic Health Science Core

Mathematics including algebra

English

Anatomy and physiology

Microbiology

Sociology or cultural anthropology
Psychology

(All at the junior college level or its equivalent)

The cwrriculum of an educational program shall also in-
clude adequate theoretical and clinical instruction which must
include direct patient contact where appropriate, in the following:

Clinical Science Core

Community health and preventive medicine
Mental health
History taking and physical diagnosis
Management of common diseases (acute, chronic, and emergent)
including first aid
Concepts in medicine and surgery, such as:

growth and development

nutrition

aging

infection and asepsis

allergy and sensitivity

tissue healing and repair

oncology
Common laboratory and screening techniques
Common medical and surgical procedures
Therapeutics, including pharmacology
Medical terminology
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Medical ethics and law
Medical socioeconomics
Counseling techniques and interpersonal dynamics

Pursuant to the provisions of section 1379.24(f) herein,
the foregoing curriculum can be challenged for full academic credit
through equivalency and proficiency testing and other mechanisms,
except that no student shall be graduated unless a minimum period
of one year is spent in residence in full time clinical training with
direct patient contact.

1379.40. Definition of Assistant to the Specialist Physi-
cian. An assistant to the specialist physician means a person who is a
graduate of an approved program for instruction in a recognized
clinical specialty who has passed a certification examination admin-
istered by the board and is approved by the board to perform direct
patient care services in said specialty under the supervision of a
physician or physicians approved by the board to supervise such
assistant.

1379.41. General Requirements of an Educational Pro-
gram as on Assistant to the Specialist Physician. An educational
program for instruction as an assistant to the specialist physician in
any recognized clinical specialty shall meet the following general
requirements, as well as specific cuxriculum requirements for the
particular specialty more specifically set forth herein, for approval:

(a) The program shall establish that its theoretical and clinical
training program produces an assistant to the specialist physi-
cian necessary to the effective delivery of medical services
within that specialty.

(b) Candidates for admission shall have successfully completed an
approved high school course of study or have passed a standard
equivalency test. Prior clinical experience in direct patient
contact is recommended for each candidate.

(c) The educational program shall be established in educational
institutions approved by the board which meet the standards of
the Western Association of Schools and Colleges or any accred-
iting agency recognized by the National Commission on
Accrediting and which are affiliated with board approved
clinical facilities associated with a medical school approved by
the board.

(d) The educational program shall develop an evaluation mecha-
nism satisfactory to the board to determine the effectiveness of
its theoretical and clinical program compatible with statewide
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(e)

ey

(8)

(h)

(i)
1)

(k)

1)

(m)

(n)

standards, the results of which must be made available to the
board annually.

Course work shall carmry academic credit. Upon successful
completion of the theoretical and clinical program the student
shall receive an associate of arts or science degree.

The educational program shall establish equivalency and profi-
ciency testing and other mechanisms whereby full academic
credit is given for past education and experience in the courses
of the curriculum required for the partlcular specialty, more
specifically set forth herein.

The director of the educational program must be a licensed
physician who is certified as or eligible to be a member of the
American board for the particular specialty and who holds a
faculty appointment at the educational institution.

Instructors in the theoretical program and clinical training pro-
gram shall be competent in their respective fields of instruction
and clinical training and be properly qualified.

The educational program shall establish a definitive candidate
selection procedure satisfactory to the board.

The number of students enrolled in the theoretical program
should not exceed the number that can be clinically supervised
and trained.

The educational program shall establish resources for continued
operation of the training program through regular budgets, gifts
or endowments.

The educational program shall have an elective period, prefer-
ably near the end of the program, to permit the student to gain
knowledge of subjects which pertain to the clinical specialty
and the student’s particular intended employment thereof.

The educational program shall establish a continuing clinical
educational program for health care associates in the particular
specialty.

An educational program approved by the board as meeting the
general requirements above and specific curriculum require-
ments established in this article for the particular curriculum
specialty shall notify the board whenever a change occurs in
the directorship of the educational program or when major
modifications in the curriculum are anticipated.

Failure of an educational program to continue compliance with
the foregoing general requirements and the specific curriculum
requirements for the particular specialty set forth herein subse-
quent to approval by the board may result in the board with-
drawing said approval.



Where the Law Intervenes 123

Section 1379.60. Curriculum Requirements of an Educa-
tional Program for Assistant to the Orthopaedic Physician. An
approved educational program for instruction of an assistant to the
orthopaedic physician must extend over a period of two academic
years and the total number of hours of all courses shall consist of a
minimum of 62 semester units. The curriculum shall provide for
adequate instruction in the general education requirements for an
associate of arts or science degree in the following:

Health Careers

. Human anatomy and physiology
Advanced safety service
Introductory microbiology
Psychology
Sociology
Orientation to patient care and staff relationships

Orthopaedic Assisting

Patient service and emergency room technique
Orientation to physical therapy

Orthopaedic diseases and injuries

Office procedures and care of supplies and equipment
Operating room technique

Orientation to prosthetics and orthotics

Electives






Resource Document

Colorado Child Health
Associate Bill*

CONCERNING THE PRACTICE AS A
CHILD HEALTH ASSCCIATE, AND
PROVIDING FOR THE REGULATION
THEREOF

Be it enacted by the General Assembly of the State of Colorado:

Section 1. Short title. This act shall be known and may
be cited as the “Child Health Associate Law.”

Section 2. Definitions. (1) As used in this act:

(2) “Board” means the Colorado state board of medical
examiners.

(3) “Pediatrics” means that branch of medicine which
deals with the child and its growth and development and with the
care, treatment, and prevention of diseases, injuries, and defects of
children.

{4) “Physician” means a person who is licensed to practice
medicine in this state.

(5) A *“child health associate” is a person who, subject to
the limitations provided by this act, practices pediatrics as an em-
ployee of and under the direction and supervision of a physician
whose practice to a substantial extent is in pediatrics.

Section 3. Limitations on practice. (1) No person, other
than a physician, shall practice as a child health associate in this state

*Enacted into law in 1969.
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unless certified as such or as otherwise authorized pursuant to this
act. Except as otherwise provided in this act, and except in the case
of an emergency, a child health associate shall practice only in the
professional office of the employing physician or physicians and only
during the time when the employing physician or, in the case of a
group of employing physicians, when one of such physicians whose
practice to a substantial extent is in pediatrics, is directly and person-
ally available. A child health associate may render pediatric services
outside the professional office of the employing physician if such
services either are rendered in the direct and personal presence of
such physician, or consist of the follow-up care of a patient pursuant
to the specific directions of such physician related to that particular
patient. '

(2)(a) A child health associate may prescribe drugs,
except narcotic drugs, which have been approved by the board for
prescription by child health associates. The board may approve drugs
from the following categories for prescription by child health associ-
ates upon the recommendation of an advisory committee appointed
by the board, consisting of a board member, a member of the depart-
ment of pharmacology of the University of Colorado Medical Center,
a practicing pediatrician, a licensed pharmacist, and a faculty
tnember of the University of Colorado child health associate pro-
gram:

(b) Proprietary and nonprescription drugs.

(¢) (1) Specific drugs from the following categories of
drugs for which a prescription is required:

(ii) Immunologic agents
(iii) Vitamins and dietary supplements
(iv) Topical and oral decongestants
(v) Oral laxatives and drugs affecting fecal consistency
(vi) Oral or rectal antipyretics
(vii) Oral nonnarcotic antitussives
(viil) Oral expectorants
(ix) Oral antihistaminics
(%) Oral emetics in an emergency
(xi) Local anti-infective agents
(xil) Local antifungal agents
(xiii) Local adrenal corticosteroids
(xiv) Other agents for treatment of local skin conditions
{(xv) Oral or rectal antiemetics
(xvi) Oral antidiarrheal agents
(xvii) Oral hematinic agents
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(xviii) Injectible epinephrine, in an emergency
(xix) Diagnostic agents to determine the presence of
various diseases
(xx) Antibiotics
(xxi) Chemotherapeutic agents

{3) Narcotic drugs may not be approved for prescription
by child health associates.

{(4) A child health associate shall not perform any opera-
tive or any cutting procedure or engage in the treatment of fractures,
but this subsection (4) shall not be construed as prohibiting the
rendering of such follow-up care as may be delegated by the employ-
ing physician.

(5) No more than one child health associate shall be
employed at any one time by any one physician or, in the case of a
group of employing physicians, no more than one child health associ-
ate shall be employed at any one time for each of such physicians
whose praclice to a substantial extent is in pediatrics.

(6) A child health associate shall practice in pediatrics
only with respect to children who are the patients of the employing
physician or physicians.

(7) (a) A child health associate may be employed only for
work under the supervision of a physician who has been approved for
such purpose by the board. The board shall approve any physician to
employ child health associates if he furnishes evidence to the board
that a substantial amount of his practice is concerned with pediatrics,
that he is not then under investigation for unprofessional conduct as
defined by law or that charges have not been filed because of such
conduct, and that he is fully complying with all of the provisions of
this act.

(b) Failure to continue compliance with the provisions of
this subsection shall be grounds for withdrawal of such approval by
the board.

(8) No child health associate shall use the title of doctor
or associate with his name or any other term which would indicate to
other persons that he is qualified to engage in the general practice of
medicine.

Section 4. Responsibilities of physician. Nothing in this
act shall be construed to relieve the physician of the professional or
legal responsibility for the care and treatment of his patients. In
furtherance of the purposes of this act, a physician utilizing the
services of a child health associate pursuant to the provisions of this
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act shall not delegate to a child health associate the performance of,
or permit a child health associate to perform, any act or duty not
authorized by this act, and such physician shall exercise such direc-
tion, supervision, and control over such child health associate as will
assure that patients under the care of such child health associate will
receive medical care and treatment of high quality.

Section 5. Powers of board. The board shall have and
exercise with respect to this act, all of the powers and duties granted
it by article 1 of chapter 91, Colorado Revised Statutes 1963. It shall
also have the power to make specific rules and regulations pertaining
to the certification and regulation of child health associates.

Section 6. Qualifications—examination. (1) (a) The board
shall certify as a child health associate and issue an appropriate
certificate to any person who files a verified application therein upon
a form prescribed by the board, tenders payment of the required fee,
and furnishes evidence satisfactory to the board that the following
qualifications have been met:

(b) Is at least twenty-one years of age;

(¢) Is of good moral character;

(d) Is a citizen of the United States;

(e) Has completed a course of study approved by the
board in an accredited college or university which includes the sub-
Jects of anatomy, physiology, biochemistry, pathology, pharma-
cology, microbiology, growth and development, child psychology
and psychiatry, preventive pediatrics, and clinical pediatrics, and
possesses at least a bachelor’s degree from such college or university;

(f) Has completed an internship of at least one year ap-
proved by the board;

(g) Has passed an impartially administered examination
given and graded by the board. Such examination may be in writing
or oral, or both, and shall fairly test the applicant’s knowledge in
theoretical and applied pediatrics as it applies to the practice of a
child health associate in at least the subjects of growth and develop-
ment of the child, infant nutrition, immunization procedures, care of
the normal newborn, and the common diseases of the child. The
applicant’s professional skill and judgment in the utilization of
pediatric techniques and methods may also be examined.

Section 7. Certification by reciprocity. The board may
certify as a child health associate in this state, without examination,
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a person who has been so certified or licensed by examination in
another state of the United States which has requirements substan-
tially equivalent to those in this act and who meets all requirements
of section 6 of this act other than examination.

Section 8. Reriewal. (1)Every person holding a certifi-
cate as a child health associate shall renew his certificate annually in
the twelfth month following the date of issuance of his certificate.

(2) Any certificate not so renewed shall be suspended on
the first day of the thirteenth month following the anniversary date
of issuance of his certificate. A certificate so suspended may be
reinstated during the following twelve months by payment of the
renewal fee and a reinstatement fee as fixed by the board. There-
after, a certificate so suspended may be reinstated only upon pay-
ment of all delinquent renewal fees and a reinstatement fee fixed by
the board pursuant to section 11 of this act, following specific
approval by the board.

(8) Renewal of a certificate shall be requested by every
person certified as a child health associate upon a form which shall
be furnished to him by the board during the tenth month of each
year following the anniversary date of issuance of his certificate upon
a form which shall be furnished to him by the board.

(4) A renewal request shall be accompanied by the pre-
scribed fee together with evidence satisfactory to the board of the
completion during the preceding twelve months of at least fourteen
hours of postgraduate studies in pediatrics approved by the board.

Section 9. Denial, suspension, revocation, and probation.
(1) (a) The board may deny an application for, suspend for a period
not exceeding one year, revoke, or impose probationary conditions
upon, a certificate for any of the following causes:

(b) A final conviction of a felony or any offense involving
moral turpitude upon a plea or verdict of guilty or following a plea
of nolo contendere;

{c) Use of drugs or intoxicating liquors to an extent which
affects his professional competence;

(d) Obtaining or attempting to obtain a certificate by
fraud or deception;

(e) Willfully violating any of the provisions of this act or
any of the provisions of article 1 of chapter 91, C.R.S. 1963, as
amended, which are applicable and which are not inconsistent with
this act;
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(f) Willfully and intentionally assisting in the practice or
holding himself out to be a child health associate by one not certified
under this article;

(g) Being legally determined to be mentally incompetent;

(h) Practicing as a child health associate other than as
specified in sections 2 and 3 of this act;

(i) Being grossly negligent in the practice as a child health
associate;

(j) Prescribing any drug which has not been approved for
prescription by child health associates by the board;

Section 10. Disciplinary proceedings. Proceedings under
this act shall be conducted in the manner specified by article 1 of
chapter 91, and article 16 of chapter 3, C.R.S. 1963, as amended.

Section 11. Fees. (1) (a) The fees in connection with a
certificate as a child health associate shall be as follows:

(b) For certificate by examination, not less than twenty-
five dollars nor more than seventy-five dollars;

(¢) For reexamination within one year, not less than fif-
teen doliars nor more than forty-five dollars;

(d) For certificate by reciprocity, not less than twenty-
five dollars nor more than seventy-five dollars;

(e) For renewal of a certificate, not less than two dollars
and {fifty cents nor more than ten dollars;

(f) For reinstatement of a certificate, not less than five
dollars nor more than twenty-five dollars;

(g) For reissuance of a lost or destroyed certificate, fol-
lowing approval of the boaxd, ten dollars.

(2) Not later than the first day of June of each fiscal year,
the board shall fix fees in each of the above categories within the
stated limits in an amount which will produce sufficient revenue for
the ensuing fiscal year not to exceed 120 percent of the anticipated
expenses of the board for the operation of the child health associate
program by the board for that year.

(3) All fees received by the board and all fines collected
under the provisions of this act shall be paid to the department of
revenue for transmission to the state treasurer who shall credit the
same to the Colorado state board of medical examiners® fund.

(4) No fee shall be refunded.

Section 12. Violations and penalties. (1) Except as pro-
vided in section 18 of this act, it shall be unlawful for any person not
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certified under this act to practice as a child health associate or to
hold himself out to be a child health associate in this state.

(2) Any person violating subsection (1) of this section,
upon conviction, shall be punished by a fine of not less than twenty-
five dollars nor more than three hundred dollars, or by imprisonment
in the county jail for not more than ninety days, or by both such
fine and imprisonment. Each viclation shall be considered a separate
offense.

Section 13. Exclusions. (1) (a) Nothing in this act shall
be construed to limit:

(b) The activities and services of a child health associate
student in pursuing an approved course of study or of an intern
serving in an approved child health associate internship;

(c) The practice in this state for a period of not more than
six months by a person certified as a child health associate in another
state with requirements for such certification substantially equivalent
to those in this act if such person first secures a permit from the
board in a manner prescribed by the board, but the board may
reduce such period to not less than thirty days;

(d) The employment of a child health associate by any
federal, state, county, or municipal agency, but the child health
associate so employed must be individually supervised by a desig-
nated and approved physician. Such physician shall supervise only
one such child health associate. Such employment shall be subject to
all the provisions of this act.

Section 14. Injunctive proceedings. (1) The board may,
in the name of the people of the state of Colorado and through the
attorney general of the state of Colorado, apply for an injunction in
any court of competent jurisdiction to enjoin any person from com-
mitting any act prohibited by the provisions of this act.

(2) If it be established that any person has been or is
committing an act prohibited by this act, the court or any judge
thereof shall enter a decree perpetually enjoining said person from
further committing such act.

(3) In case of viclation of any injunction issued under the
provision of this section, the court or any judge thereof may sum-
marily try and punish the offender for contempt of court.

(4) Such injunctive proceedings shall be in addition to and
not in lieu of all penalties and other remedies provided in this act.
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Section 15. Feasibility siudy. During the eighth year
after the effective date of this act, the board shall make a feasibility
study and review of the provisions of this act to determine its effec-
tiveness and accomplishments, and shall solicit the cooperation and
advice of the Colorado medical society, the Colorado academy of
general practice, the Colorado chapter of the American academy of
pediatrics, the Rocky Mountain pediatric society, the Colorado
osteopathic association, the faculty of the child health associate
program of the University of Colorado medical center, and any such
other interested person as the board or other named agencies may
deem proper. The board shall report its findings and recommenda-
tions to the governor and the general assembly of the state of Colo-
rado. Such report shall be issued subject to the provisions of Section
3—3-17, C.R.5. 1963, as amended.

Section 16. Effective date. This act shall take effect
September 1, 1969.

Section 17, Safety clause. The general assembly hereby
finds, determines, and declares that this act is necessary for the
immediate preservation of the public peace, health, and safety.
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Amendment to the New York
Nursing Practice Act*

AN ACT TO AMEND THE EDUCATION
LAW, IN RELATION TO THE
PRACTICE OF NURSING

The People of the State of New York, represented in Senate and
Assembly, do enact as follows:

Section 1. Sections sixty-nine hundred one through sixty-
nine hundred seven of the education law are hereby renumbered
to be sections sixty-nine hundred two through sixty-nine hundred
eight, respectively.

§2. Such law is hereby amended by adding thereto a new
section, to be section sixty-nine hundred one, to read as follows:

86901. Definitions. As used in section sixty-nine hun-
dred two:

1. “Diagnosing” in the context of nursing practice means
that identification of and discrimination between physical and
psychosocial signs and symptoms essential to effective execution and
management of the nursing regimen. Such diagnostic privilege is
distinet from a medical diagnosis.

2. “Treating” means selection and performance of those
therapeutic measures essential to the effective execution and manage-
ment of the nursing regimen, and execution of any prescribed medi-
cal regimen,

3. “Human Responses” means those signs, symptoms, and
processes which denote the individual’s interaction wzth an actual or
polential health problem.

*Sjgned into law by Governor Rockefeller on March 15, 1972. The
matter in italics is new; matter in brackets [] is old law to be omltted
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§3. Section sixty-nine hundred two of such law, as
amended by chapter nine hundred ninety-four of the laws of nine-
teen hundred seventy-one, and as thus renumbered by section one of
this act, is hereby amended to read as follows:

§6902. Definition of practice of nursing. 1. The prac-
tice of the profession of nursing as a registered professional nurse is
defined as [performing service in the maintenance of health, preven-
tion of illness, and care of the sick requiring the application of
principles of nursing based on biological, physical, and social sciences
such as supervising and providing nursing care and treatment through
observation of a patient’s condition, recording such observations,
applying appropriate nursing measures, and executing orders con-
cerning ireatment and medication issued] diagnosing and treating
human responses to actual or potential health problems through such
services as casefinding, health teaching, health counseling, and provi-
sion of care supportive to or restorative of life and well-being, and
executing medical regimens prescribed by a licensed or otherwise
legally authorized physician or dentist. A nursing regimen shall be
consistent with and shall not vary any existing medical regimen,

2. The practice of nursing as a licensed practical nurse is
defined as performing [assigned duties and acts in the care of the sick
under the direction of a registered professional nurse or a licensed or
otherwise legally authorized physician or dentist requiring an under-
standing of nursing but not requiring the professional service as
defined in subdivision one] tasks and responsibilities within the
framework of casefinding, health teaching, health counseling, and
provision of supportive and restorative care under the direction of a
registered professional nurse or licensed or otherwise legally author-
ized physician or dentist.

§4. Section sixty-nine hundred eight of such law, as
amended by chapter nine hundred ninety-four of the laws of nine-
teen hundred seventy-one, is hereby renumbered to be section sixty-
nine hundred nine and is hereby amended to read as follows:

§6909, Special provision. 1. Notwithstanding any incon-
sistent provision of any general, special, or local law, any licensed
registered professional nurse or licensed practical nurse who voluntar-
ily and without the expectation of monetary compensation renders
first aid or emergency treatment af the scene of an accident or other
emergency, outside a hospital, doctor’s office, or any other place
having proper and necessary medical equipment, to a person who is
unconscious, ill, or injured shall not be liable for damages for injuries
alleged to have been sustained by such person or for damages for the
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death of such person alleged to have occwrred by reason of an act or
omission in the rendering of such first aid or emergency treatment
unless it is established that such injuries were or such death was
caused by gross negligence on the part of such registered professional
nurse or licensed practical nurse. Nothing in this subdivision shall be
deemed or construed to relieve a licensed registered professional
nurse or licensed practical nurse from liability for damages for
injuries or death caused by an act or omission on the part of such
nurse while rendering professional services in the normal and ordi-
nary course of her practice.

2. Nothing in this article shall be construed to confer the
authority to practice medicine or dentisiry.

§5. This act shall take effect immediately.






Chapter Five

Organizational Alternatives

Our analysis indicates that there is increasing role confu-
sion among the various health professions, as well as a failure of
organizational mechanisms and legal guidelines to provide an effec-
tive structure for health care delivery. More attention must focus on
-the way in which health professionals are organized to work together
in giving health care.

As is apparent by its recurrence throughout the book, a
most complex and crucial issue facing any emerging or expanding
health profession is that of dependence versus independence of
function. By function we mean those aspects of diagnosing, treating,
operating, and prescribing which the physician may delegate. Fee for
service and direct patient access are related problems which will be
tied to the outcome of the dependence-independence issue.

In part, the dichotomy between dependence and independ-
ence can be resolved by interdependence, which promises to be a
more productive framework from which to approach patient care.
Interdependence evokes images of team planning and responsibility
for the multifaceted and changing needs of the patient and his
family. In some cases, the physician may relinquish his organizational
jurisdiction over the patient’s management, preferring instead to be a
backup resource for the team’s management of the patient. A model
for team interdependence can be found in community mental health
centers where responsibility for a given patient is shared by a team.
The leader may not be a physician, but rather a nurse, psychologist,
public health worker, or social worker. The success of interdepend-
ence in mental health care is a testimony to the feasibility of team-
work in health care.
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" CLOSING THE PROFESSIONAL
GAP

We have borrowed from Dr. Edmund Pellegrino’s writing about
health team organization, finding his ideas both compelling and
visionary.! He envisions the development of an array of transitory
health teams who function together in the interests of patients.
Teams are to be led in a fashion most appropriate to satisfying
patient care needs at a given time. The captaincy of the team should
be determined by the dominant features essential to the management
of each patient.

The problems of leadership and coordination in imple-
menting a well-formulated medical care plan are vital to successful
teamwork. In addition to the skills already held by each professional,
personal qualities of flexibility and a high level of trust are impor-
tant. It may be difficult for some physicians to accept the idea of a
shifting captaincy which truly shares responsibility and decision-
making authority. The health team concept may be most fruitful
with the PA filling the void of primary care created by the vanishing
general practitioner. In primary care settings, the physician’s assistant
may assume a central patient care role with specialist physicians
providing supervision and consultation.

ORGANIZATION OF THE HEALTH
TEAM

The relationship of PAs to others on the health team will depend on
their position in the numerous organizational arrangements open to
them. Central to any health care worker’s position on a table of
organization are his functioning and accountability. These include
supervision, categories of health care, health care settings, access to
the patient, contractual arrangements, and compensation. These are
not unique to the PA but pertain to every member of the health
team.

Table 5—1 lists three basic types of oxganization to be
considered in relating the PA to others on the health team: (1) verti-
cal (figure 5-1), (2)horizontal (figure 5-2), and (3) circular (fig-
ure 5—3).

1. Edmund F. Pellegrino, *“Closing the ‘Profession Gap'—Some
Notes on Unity of Purpose in the Health Professions.” In: E. J. McTernan and
R. O. Hawkins, editors, Educating Personnel for the Allied Health Professions
and Services: Administrative Considerations (St. Louis: C. V. Mosby, 1972;
Edmund F. Pellegrino, The Changing Matrix of Clinical Decision-Making. Ann
Arbor, Michigan: University of Michigan Institute for Social Research, Survey
Research Center (May 22, 1970), ch. IV, V.
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Table 5—1. Organization of Health Care, Using Simplified
Table-Of-Organization Models to Depict Dependent, Independent,
Interdependent Functioning and Accountability

L Functioning and
Table of Organization Accountability

I. Vertical or Hierarchical. Dependent
Authoritarian
II. Horizontal or Flattened. Independent
Egalitarian
i, Circular . Interdependent

(Figures 5—1, 52, 5-3, depict these arrangements.)

M.D
PA. b g R.N.
Patients Patients Patients

Figure 5—1. Vertical Table of Organization Showing Dependent
Functioning and Accountability
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Patients Patients Patients

Figure 5-2. Horizontal Table of Organization Showing Independent
Functioning and Accountability

A table of organization can only begin to suggest the
myriad possibilities inherent in team care. The full implications of
team care need to be pursued vigorously in search of empirical
answers to the following concerns: What is the best composition for
a given team to enable it to solve optimally the specific problems
before it? What is the optimal assignment of tasks among existing
health professionals and technicians? What new roles are required to
carry out essential tasks now neglected? Who shall be the appropriate
captain under varying conditions? How can there be input from all
team members in ways that guarantee that input will be used con-
structively? What division of responsibility gives the team firm, clear
direction and “keeps it from becoming a mob,”? or an endlessly
indecisive committee?

The team approach to health care presents medical educa-
tion with a new challenge. If the health team is to become a work-
able entity, its members must have some understanding of one
another’s competence, which means that they should receive part of
their education together.® Trainees in health care professions especi-

2. Pellegrino, The Changing Matrix of Clinical Decision-Making,
p. 22.

3. Evans lists the following problems which in his experience in
Canada interfered with the coordination of education programs: (1) geographic
isolation of classroom facilities for individual programs; (2) professional rivalry
and the quest to retain a separate identity; (3) fear of domination by medicine;
(4) dissimilarity of the knowledge base; and (5) different maturity levels of
students. John R. Evans, “Coordination of Educational Programs” (Paper
presented to the Second National Conference on Health Manpower, Ottawa,
Canada, October 19-22, 1971), pp. 15-18.
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Other
Health
Professionals

Figure 5—3. Circular Table of Organization Showing Interdependent
Functioning and Accountability

ally need to share the clinical portion of their education. One way to
do this is to organize students into health care teams so that they
learn early in their professional life how to work interdependently
for better patient care. Particularly in clinical education, student
training groups comprised of future doctors, nurses, physician’s
assistants, and others need to be established. The goal in both the
education and practice settings should be better patient care.

We have attempted to provide examples of basic practice
arrangements available to the PA. An exhaustive analysis of organiza-
tional alternatives is beyond the scope of this book and the reader
should consult the appropriate literature for a more comprehensive

view #

4, For a detailed bibliography, see Alvin H. Novack and Miriam
Abramovitz, ‘Primary Care Health Teams: An Annotated Bibliography,” pre-
pared for the Maternal and Child Health Services, HSMHA, HEW (1973).






Chapter Six

Issues and Recommendations

PROBLEMS IN SEARCH OF
‘RESOLUTION

We believe the physician’s assistant concept holds great promise for
improved health care, But like many innovations, the concept is not
without problems. In the preceding pages we have endeavored to
raise some of the important and offen unexplored issues relating to
the physician’s assistant. Some of the most challenging issues have
generated the guestions below.

What does the future hold for physician’s assistants? How
can PAs be used most effectively where health needs are greatest?
Will PAs be co-opted into specialty practice? How can PAs be located
in areas of shortage with physician-nurse teams? Will flexible depend-
ence to physicians be an effective legal framework for health care?
Will PAs, like nuxses, try to achieve independent status? How much
and through what mechanism will PAs be paid?

Will the nursing profession try to insulate itself from this
new development? How can the impending confroniation between
the nurse and physician’s assistant or their organizations be averted?
What lessons about appropriate education and clinical training can be
learned from nursing? What can be learned from the exodus of nurses
from hospital practice? Can hospital conditions be improved to allow
more effective utilization of nurses and other personnel?

How can PAs be deterred from following nurses and other
professionals in seeking the status offered by higher educational
credentials? What advanced entry to PA programs and what kinds of
proficiency testing will increase the numbers of physician’s assist-
ants? Can a new midlevel patient care profession be made attractive
equally to men and women?

143
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Will medical schools support the needed experiments in
health manpower education? What insights into improved prepara-
tion of physicians can PA programs offer medical schools? How
might health professionals learn together in preparation for working
together? How can the teaching of management skills be moved into
medical education?

How might the scope of practice of physicians, nurses,
physician’s assistants, and other health workers be reexamined to
reflect the realities of modern health care? How can new patient
record systems be utilized to ensure quality patient care and encour-
age continuing education of health personnel? What will be the effect
on the most important persons in the health care system—patients?
Will they benefit by (1) improved care, (2) lower costs, (3) more
personal service?

The recommendations that follow include proposals for

addressing the major issues. We hope that all those concerned with
improved health care will participate actively in the creative solution
of these problems.
, The, following recommendations for action fall into two
major categories: (1) immediate project support; and (2) in-depth
policy studies, conferences, and polylogues. The first category con-
tains proposals to be undertaken immediately by direct project
support. The second category addresses issues that are better resolved
by conferences and task force analyses, and of necessity require
considerable additional planning.

These recommendations are based on the discussion in
Chapters One through Five. A careful reading of these chapters is
essential for full understanding of the recommendations. Textual
references have been provided where appropriate.

RECOMMENDATIONS FOR IMMEDIATE
PROJECT SUPPORT

1. Physician’s Assistant Program Support. The Depart-
ment of Health, Education and Welfare, the Veterans Administra-
tion, the armed services, and private foundations have all funded the
training ¢of physician’s assistants.

a. The above groups should continue to maintain their
leadership in improving the delivery of health care through support
of especially innovative physician’s assistant training programs.

b. Programs to train new health practitioners still should
be viewed as experimental and as such deserve long range funding,
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Such experiments are costly, but not unprecedented. For example,
the Nurse Training Act awarded more than $700 million between
1965 and 1974 for scholarships, loans, and traineeships; construction
and basic support for nursing education programs; and projects to
improve nursing education and recruitment. In contrast, between
1972 and 1977, $65 million will have been awarded for new health
practitioner programs (about one-half of which are nurse-based
programs}.

c. Priority should be given to programs which train indivi-
duals broadly to give primary, preventive, and emergency care in a
variety of settings (see p. 5).

d. Priority should be given to programs which encompass
the range of physician’s assistant manpower sources available includ-
ing: individuals with extensive experience and little formal educa-
tion, e.g., military corpsmen; science-major college graduates with
little health experience; and health professionals who desire an ex-
tended or expanded role, e.g., inhalation therapists and pharmacists
(see pp. 5-6}.

e. Priority should be given to programs which offer
admission without regard to sex or race (see pp. 15-16).

f. Priority should not be given to training programs utiliz-
ing rigid education requirements or other arbitrary admissions cri-
teria (see pp. 7-11 and Chapter Three).

g. Priority should be given to programs that can develop
appropriate academic credit for their graduates.

2. Maldistribution of Health Services. Maldistribution of
services is one of the major problems in health care delivery today. If
the physician’s assistant movement fails o address itself to maldistri-
bution, its impact will be significantly lessened. In light of the cur-
rent financing mechanisms for health care, we believe there will be
strong incentives for graduates of physician’s assistant programs
{even in primary care) to practice in fields and locations where the
remuneration is greatest, namely specialties in suburban and urban
centers (see pp. 11-14). A variety of economic incentives could be
developed to ameliorate this situation.

Experience with recent medical school graduates suggests
that multimedia communication links between geographically remote
practice settings and university medical ceniers can equal financial
inducements. In addition, the potential of the problem-oriented
medical record for self-assessment may provide an important rein-
forcement for individuals working in isolated areas, far removed from
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peer review and the advantages of daily interchange with colleagues.

a. We therefore recommend support of demonstration
projects utilizing various economic, communications, and other
mechanisms to encourage the location of physician’s assistants in
areas of medical shortage. Stipends and income assurance subsidies
are two possible financial approaches. These projects should take
cognizance of the success and failures of earlier attempts, such as
loan forgiveness,

b. The development of cost-effective communications
links between geographically remote practice settings and university
medical centers should be supported.

c. We recommend implementation and promotion of the
problem-oriented medical record as a uniform tool for self-assess-
ment and evaluation.

d. Because physician’s assistants will be largely dependent
on physicians and will function in teams with physicians, we recom-
mend support of demonstration projects that locate health teams
(including physicians, nurses, and physician’s assistants) in areas of
need to deliver health care.

3. Advanced Entry to Physician’s Assistant Programs.
Early evidence from the first physician’s assistant programs supports
the widely held belief that large numbers of individuals currently
employed in health occupations are eager to expand their role and
would like to deliver primary care as physician’s assistants (see pp.
5-6). Physician’s assistant programs should be “modified” in length
and content to account for the previous health experience and
expertise of the applicant, e.g., nursing, pharmacy, physical therapy.
The following recommendations focus particularly on nuxses because
they comprise by far the largest health manpower resource.

a. We recommend support for existing or proposed physi-
cian’s assistant programs that make special provision for advanced
eniry for other health professionals.

b. Priority should be given to diploma nurses whose
opportunities for expanded functioning are especially limited by our
current degree-oriented health care system (see pp. 46-49). We do
not believe this recommendation is subject to the “rob Pauline to
pay Peter” argument frequently used against physician’s assistant
programs that accept nurses. Modified physician’s assistant programs
are not likely to lure contented nurses or those baccalaureate nurses
who can find an expanded role through “nurse practitioner” or
master’s degree nursing programs.

We believe that a modified physician’s assistant approach
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will be attractive to some of the 650,000 registered nurses prema-
turely “in retirement” who would welcome the opportunity to work
in a health profession oufside of ““nursing.”

¢. Support should be given to pilot programs which meld
nurse clinician preparation and the physician’s associate (Type A)
education into a single middle level health care profession under the
auspices of medical schools or health sciences divisions of universi-
ties. Thorough evaluation of such experimental programs will be
essential.

d. The development and testing of proficiency and
equivalency measurements should be undertaken to facilitate ad-
vanced entry.

4. Proficiency Measurements for the Physician’s Assist-
ant. The development of adequate proficiency tests to measure the
competence of physician’s assistants is vitally important to the inno-
vative and flexible development of the PA concept. To be effective,
such tests must be designed to reflect competence in practice settings
as well as basic knowledge. We applaud the leadership taken by the
National Board of Medical Examiners and the American Medical
Association in beginning development of such tests.

a. We therefore recommend that appropriate support be
made available to the development of proficiency examinations for
physician’s assistants (of both the generalist and specialist types) so
that this important effort can be facilitated (see pp. 91-92),

b. It is essential that the tests be available to health
workers possessing a broad range of experience in patient care and
not be limited only to graduates of accredited physician’s assistant
training programs.

5. Common Teaching in the Health Professions. As the
number and variety of physician’s assistants expand, expensive dupli-
cation of teaching and curricula will continue unless proper coordina-
tion is achieved. We believe common teaching is essential. Health
professionais at all levels who must work together on behalf of
patient care should be able to learn together.

a. Support should be given to demonstration projects to
develop and test common teaching within and between institutions
for the training of a broad variety of health workers. Provision
should be made for appropriate modification of common teaching
following testing.

b. Efforts should be made to identify the core knowledge
that is required for all midlevel health workers in the delivery of
primary care.
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c. Demonstration projects should be undertaken in medi-
cal schools to offer a course such as Anatomy and Physiology, which
is common to all health profession students, in discrete credit units
of progressive difficulty which provide entry, exit, and reentry points
for all levels of health professionals.

d. Research should be undertaken with clear regard to the
kinds of clinical tasks which health workers will perform and should
not be constrained by traditional educational requirements.

6. Management Skills and Health Teams. As the know-
ledge base in health care continues to expand and as specialties
increase, much of health care will be delivered by teams of health
professionals. In light of this, the physician will become a manager
and supervisor of health care delivery in many settings and will need
to learn how to delegate and apportion tasks in the most effective
fashion (see Chapter Five, “Organizational Alternatives™).

a. We therefore recommend the support of courses, as
part of the medical school curriculum, which analyze the roles of
physicians in team health care delivery and provide management
skills to physicians.

b. The physician will not always be the captain or pri-
mary manager of these teams. We therefore recommend that courses
in other health programs (e.g., nursing and physician’s assistant) be
established to provide necessary organization management skills.
Courses already being given in management skills in business and
other schools may provide excellent models.

¢. Such courses should be linked to practice systems using
the health team concept, and these systems should be evaluated for
their effectiveness in teaching the practice of medicine as well as
improving the standard of care.

7. Comparative Study of Levels of Nursing Educa-
tion. With the objective of obtaining an estimate of the potential
performance levels of various categories of PAs, a comparative study
should be undertaken of the patient care performance of nurses
trained at the associate degree, diploma, and baccalaureate levels.
Ten years have passed since the ANA position paper recommended
the phasing out of hospital schools of nursing. Adequate data should
be available now to evaluate the effect on the quality of care of
baccalaureate and associate degree nursing education compared to
diploma nursing education. As yet, no such edequate study has been
undertaken.
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a. An indepth analysis and evaluation of the comparative
effectiveness of baccalaureate, associate degree, and diploma nurses
in providing quality health care should be undertaken immediately.

The results of such a comparison would inform the current
development of various levels of physician’s assistant programs.
Especially needed is the identification of the most effective mix of
didactic and clinical components of an eduecational program for
health care. A good comparative study of nursing also would provide
a model for the evaluation of varying educational levels in other
heaith professions.

b. The comparative study should seek neither to reverse
nor to support the ANA decision to phase out diploma schools, but
to quantify and identify the best that each type of nurse preparation
brings to patient care. The resultant mutual respect and subsequent
interchange of ideag among the different types of programs should
contribute to much needed unification of the fragments that make
up the nursing profession.

¢. A research institution, without a vested interest in the
outcome, should conduct the comparative study.

INDEPTH POLICY STUDIES,
CONFERENCES, AND POLYLOGUES

We believe that much is wrong with the way health manpower prob-
lems are often discussed and analyzed. The organized health profes-
sions have not provided needed leadership. Too frequently their
attempts have floundered in a bog of concerns over professionalism,
authority, and status. Too frequently the majority of representatives
are elder statesmen in the health field who do not have to live with
the solutions they propose. Meanwhile, the consumer insists on a
greater voice in the delivery of medical care.

Any effort to assign the appropriate place of the physi-
cian’s assistant must take full cognizance of the dynamic and vastly
accelerating needs for medical care which will be delivered increas-
ingly by interdisciplinary teams working in a variety of settings (see
pp. 137-141).

As stated earlier, the problems posed by the physician’s
assistant often are not unique to the PA, but in fact are part of the
critical issues affecting our health care system today (see pp. 1-6). To
explore these many complex issues requires that members of the
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health professions, hospital administration, law, community and
regional health planning, business, and the public be brought togeth-
er in the most productive interdisciplinary endeavors. For most effec-
tive results, this interplay should occur at three levels.

1. In-depth Policy Studies. An extensive and continuing
analysis of issues should be undertaken under prestigious and neutral
sponsorship. Multidisciplinary task forces should be formed to focus
on such issues as: (1) appropriate levels, ratings, and nomenclature of
midlevel health workers (see p. 11); (2) alternative economic reim-
bursement mechanisms (see p. 17); (8) definitions of scope of prac-
tice of the physician’s assistant, the physician, the nurse, and other
health professionals (see pp. 99-104); (4) procedures for improving
equity of access to health care (see pp. 11-14); (5) accountability
through licensure, certification, acereditation, and other mechanisms
(see pp. 88-106); (6) the development of alternative team arrange-
ments for health care (see pp. 137-141); (7) amelioration of compe-
tition and friction among existing and developing health professions
(see pp. 49-56); and (8) the utilization of proficiency and equiva-
lency measures for health workers (see pp. 88-93).

We envision a major study of the Carnegie or Rockefeller
Commission type. Commission representation should be diverse and
comprehensive. The foundations have a key role here and could
provide the ideal mechanism for this study. Such a major research
effort would most likely require 24 months for the completion of
analysis and publication of findings. Adequate communication and
cooperation with the appropriate federal agencies and the newly
developed Institute of Medicine of the National Academy of Sciences
would be desirable. Improved patient care should remain the para-
mount concern throughout.

2. Conferences. A series of major conferences should be
held to provide a forum at which to frame important issues. Appro-
priate issues are those mentioned for analysis in the preceding
paragraph. A Macy Conference format could be extremely effective.!

A follow-up Macy Conference could provide the partici-
pants an opportunity to reflect upon the continuing evolution of the
issues and to evaluate the progress of steps recommended at the first
conference.

1. A highly successful Macy Conference was held in November 1972
and its proceedings were published and distributed widely. V. Lippard and
E. Purcell, eds, Intermediate-Level Health Practitioners, (New York: Josiah Macy
Jr. Foundation, 1973).



Issues and Recommendations 157

3. Polylogues. We suggest a series of polylogues. By this
we envision a series of informal two or three day retreats in which
representatives of the health care professions and other disciplines
are able to discuss freely the promises and problems posed by the
physician’s assistant. It is imperative that the individuals involved be
able to discard their organization mantles and thus be free to con-
verse with candor.

The purpose of this approach is to give controversial view-
points that otherwise might not find the light of day an opportunity
to be expressed, and to influence the thinking of others in health
care leadership. Polylogue participants should be asked to decide
how best to convey their ideas and recommendations for use by the
larger study commission (see p. 150).

Participants from both within and without the health care
professions should be sought who are likely to provide fresh insights
and new perspectives. We fully expect that some of the most sage
thinking will come from what seem to be unlikely sources.






Chapter Seven

Epilogue: New Health Practitioners
in Evolution

This chapter presents in capsule form an update of a
number of important events which have occurred during the past
three years. .

The epilogue will also elaborate on the theme! of the new
health practitioner as a major experiment in social change. We believe
that new health practitioners are of revolutionary importance and
represent the human equivalent of a major new health technology
whose impact is potentially comparable to the development of the
antibiotics or new vaccines.

CURRENT STATUS OF THE PA
MOVEMENT

Physician’s assistants comprise a significant portion of the new health
practitioner profession. The current status of the PA movement, not
including nurse practioners,? follows:

Programs

¢ The physician’s assistant is now a well-established health occupa-
tion with 48 AMA accredited training programs throughout the
country (see Appendix A).

Graduates

® With more than 1,000 now being produced annually, the number
of PA graduates is expected to reach 3,000 by September 1975.

1. This theme was underscored in the Authors’ Note to the Second
Edition (see pp. xvii—xviii).
2. Nurse practitioners will be discussed later in the epilogue.
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Thus, PAs are beginning to make a quantitative impact on the
nation’s health manpower,

Male and Female

® Originally, the PA was an ex-military corpsman. Today the ratio
of male to female PA graduates is 7:3.

® Women entering the field are expected to increase to at least 40
percent.

Utilization and Deployment

¢ Nearly 80 percent of graduate PAs work in primary care settings.

¢ One-third of graduate PAs work in settings serving populations of
10,000 or less.

® Nearly half of all graduates work in settings serving populations
of 20,000 or less.

¢ The American Hospital Association has actively promoted the
use of PAs as a means of extending medical services in hospitals.?

® In some institutions, PAs are replacing medical house staff. This
trend may accelerate if the pipeline of foreign medical graduates
into the U.S. is closed, as advocated by many.

Reimbursement

® The Social Security Administration has undertaken a two year
experiment in medicare reimbursement for “physician extend-
ers”’—PAs and nurse practitioners. Under the experiment, approxi-
mately 1000 practice settings will receive reimbursement at
physician rates for specific delegated medical tasks performed
by physician extenders.

Professional Organization

® The American Academy of Physicians’ Assistants and The Associ-
ation of Physician Assistant Programs opened a national execu-
tive office in Washington, D.C. in the summer of 1974 to provide
information and coordinate Academy and Association activities.

® The P.A. Journal—A Journal for New Health Practitioners {origi-
nally called The Physician’s Associate) is the official publication
of the American Academy of Physicians’ Assistants. Established
in 1971, the journal has attempted to foster communication and
collegiality among a variety of new health practitioners.

¢ Three annual national New Health Practitioner Conferences have

3. American Hospital Association, “‘Statement on the Role of the
Physician’s Assistant in the Hospital” (approved by the Council on Professional
Services, March 8, 1974). (See pp. 167-171).
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been well attended and have addressed the latest developments
in the profession.

NURSING REVISITED

The physician’s assistant movement has served as an added impetus
to excellence in clinical nursing.* The proliferation of programs to
prepare nurse practitioners is partly attributable to the physician’s
assistant movement.

Programs

o As of 1975, nearly 150 programs offer registered nurses formal
didactic and clinical preparation for an expanded role in general
primary care (see Appendix A).

e Nearly 100 programs award a nurse practitioner certificate.

e Fifty-four universities and colleges offer a masters degree to
prepare clinical nurse specialists.

Graduates

# To date, there are approximately 4,000 graduates of nurse practi-
tioner programs.

¢ Another 2,000 are currently enrolled in nurse practitioner and
masters degree clinical nurse specialist programs,

e The majority of masters degree graduates are engaged in teaching,
administration, or research and thus are able to provide only a
minimum of direct patient services.

Reimbursement

® Nursing is seeking direct reimbursement for independent nursing
services under medicaid and medicare. Among efforts foward this
purpose is Senate Bill 8104 introduced by Senator Daniel Inouye
in January 1975.

Professional Organization

® The ANA has defined for purposes of clarification the terms
Nurse Practitioner, Nurse Clinician, and Clinical Nurse Specialist
(see pp. 173—-174).

® Organized nursing continues its advocacy of academic credentials
as a requisite to professionalism. The New York State Nurses’
Association “Resolution 1985” recommends that by 1985 the
minimum requirement to be a registered nurse is the baccalau-

4. Alex Kacen, ““The Physician Assistant: An Added Impetus to
Excellence in Nursing,” The Physician’s Associate 3, no. 1 (January 1973):9-13.
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reate degree. Theoretically, anyone without the BSN would not
be an RN and presumably would be designated an LPN. The
implications of closing the diploma and associate degree routes to
the RN are as yet unclear.

PROGRESS IN THE LAW AND
PROFESSIONAL STANDARDS

The new health practitioner effort over the past three years has seen
continued progress concerning licensure at the state level, and certifi-
cation and accreditation at the national level.

PA Legislation

e Enabling legislation for PAs has been passed in 37 states. There
are two basic types of legislation which cover PAs—delegation
and regulation (see Appendix B).

e The National Board of Medical Examiners designed the National
Certification Examination for the Assistant to the Primary Care
Physician, offered for the first time in December of 1973. Des-
pite efforts to discourage nurses from taking the exam as not
being in their best interest (see pp. 175-176), 10 percent of the
examinees in 1973 were nurse practitioners. Results of the first
two exams showed that PAs and nurse practitioners fared com-
parably.

® In unprecedented collaboration, 14 national health professional
organizations convened the National Commission on Certifica-
tion of Physician’s Assistants in August 1974, The commission
has established eligibility and passing levels for the National
Board of Medical Examiners’ Certification Examination.

Accreditation of PA Programs

e As of May 1975, 48 programs had been accredited by the AMA
and its joint review committee, which includes the American
Academy of Family Physicians, the American Academy of
Pediatrics, the American Academy of Physician’s Assistants, the
American College of Physicians, and the American Society of
Internal Medicine,

Nurse Practice Act Legislation

e During the past three years, a majority of states have reexamined
their antiquated nurse practice acts and some states have amend-
ed them. These amendments have taken several forms, notably
the New York State Nurses’ Association’s revision (see pp.
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106-110 and pp. 133-135). More promising for nurse practi-
tioners are those amendments that promote cooperation between
medicine and nursing through mechanisms of joint regulation.

Nurse Practitioner Certification

e The ANA has undertaken a certification process for nurse practi-
tioners. In contrast to certification of the PA as a generalist,
ANA certification is by specialty including: community health,
geriatrics, maternal/child, medical/surgical, and psychiatric and
mental health.

Accreditation of Nurse Programs

¢ The ANA and NLN are developing an accreditation process
jointly for nurse practitioner certificate programs.

® The NLN remains the accrediting body for masters degree pro-
grams preparing clinical nurse specialists.

Malpractice

e Although malpractice is one of the gravest concerns facing all
physicians, the utilization of increasing numbers of new health
practitioners has not resulted in a rash of law suits, as some had
feared (see pp. 87-88). :

INTERDEPENDENCE

Medicine and nursing are increasingly realizing that health care can
be improved through collaboration between the two professions.

Collaboration in Practice

® One mode of interdependence is joint physician-nurse practice.
Literature on the use of nurse practitioners has come primarily
from medical and nursing academic centers—not from the
practices themselves. One effort to remedy this lack of informa-
tion is the current preparation by the National Joint Practice
Commission of a casebook of 22 sample physician-nurse joint
practices. The casebook is designed to promote replication of
joint practice,

Collaboration in Education

¢ Another mode of interdependence is the joint training of physi-
cians and nurses which is being demonstrated successfully at
institutions such as the University of Rochester and the Univer-
sity of California at Davis,
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e Joint education of physicians, nurse practitioners, and PAs is
underway at the Medical College of Georgia in Augusta and at
the Indiana University School of Medicine in Indianapolis.

Professional Collaboration Faiters

# In contrast to these encouraging developments, a new schism
arose between the ANA and the American Academy of Pediatrics
as to which organization should have certification responsibility
for pediatric nurse practitioners. This dispute resulted in the
defection of many pediatric nurse practitioners to the National
Association of Pediatric Nurse Associates and Practitioners
(NAP-NAP).

Policy Studies

e As proposed in the recommendations of the first edition, a Macy
Conference on *‘‘Intermediate-Level Health Practitioners” was
held in 1972 o address many of the policy issues confronting the
field.® '

¢ A 24 month Institute of Medicine Study begun in Spring 1975 is
examining the functions of all health practitioners in primary
care.

e A report on federally funded “physician extender” programs and
related issues was prepared for Congress by the General Account-
ing Office in April 1975 and contains important recommenda-
tions for further HEW action.®

WHO'S AILING AND WHAT DO THEY NEED?

In light of these developments, consider the following facts:

Out of a typical sample of 1000 adulis in America, in any one month
750 will experience some form of illness or injury. Of these, only
about one-third, or 250, consult a physician. Of these, nine are
hospitalized and five are sent to a second physician for consultation
or therapy. Only one out of the 750 is referred to a university
medical center. Thus, the patients coming to the community physi-
cian are very different from those who reach the university medical
center, the latter usually having been filtered twice before admission.”

5. Vernon W. Lippard and Elizabeth F. Purcell eds., Intermediate-
Leyel Health Practitioners, (New York: Josiah Macy Jr. Foundation, 1973).

6. U.S. General Accounting Office (Report to the Congress of the
United States), “Progress and Problems in Training and Use of Assistants to
Primary Care Physicians,’ no, MWD-75-35 (April 8, 1975).

7. Kerr L. White, T. Franklin Williams and Bernard G. Greenberg,
“The Ecology of Medical Care,” New England Journal of Medicine 265, no. 19
(November 2, 1961):885-892,
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An indication of the important medical problems facing
the primary care physician can be obtained by examining the leading
causes of death in America today. Most of these conditions are
chronic progressive diseases for which there is presently no known
cure. Included are heart disease, cancer, cerebrovascular disease,
diabetes, cirrhosis, arteriosclerosis, bronchitis, and emphysema (see
Table 7-1). The principal interventions for these problems, once
diagnosed, involve the maintenance of a lifelong treatment plan and
in some cases a modification of behavior, such as weight loss for the
obese and reduction of smoking for those with heart or chronic lung
disease. Most of this maintenance can be performed by new health
practitioners.

Another major killer today is accidental death, which
ranks fourth overall and is the leading cause of death between the
ages of one and 44. Yet treatment of life-threatening accidents fall
largely outside the realm of the primary care physician in the com-
munity. Lifesaving measures for accidents depend principally on
rapid emergency medical response by appropriately trained emer-
gency medical technicians who have the necessary equipment and
expertise to treat at the scene and fransport a patient quickly and
effectively to a hospital’s emergency department where more defini-
tive therapy can occur.

An even more important perspective on the patient coming
to the practicing physician in the community can be cbtained by
looking at the most common problems he sees. The following condi-
tions are listed in descending order of frequency and are based on a
two year study of family practice in Monroe County, New York
during the years 1971 to 1973.% The figure next to each condition is
the number of thousands of cases seen during the study period:

Upper respiratory infections—2.8

Pharyngitis or sore throats—2.7

Lacerations, sprains, abrasions—2.5

Otitis media (the common middle ear infection in children)—1.7
Obesity—1.6

Hypertension—1.4

Anxiety states—1.3

Bronchitis—1.1

Vaginitis, cervicitis, and other female infections—1.0
Depression—0.7

SO ohwDH

L

8. Collin Baker, “What’s Different About Family Medicine?”” Jour-
nal of Medical Education 49, no. 3 (March 1974):229-235,
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The next five are diabetes; low back problems; urinary tract infec-
tions; sinusitis; and warts, nevi, and other skin lesions.

This list makes up what is offen called by academicians the
worried well and the walking wounded, but it is the bread and butter
of general medical practice. The emphasis in medical education is not
on these problems and their management but on the unusual, the
esoteric interesting case known as the “fascinoma” in medical school
jargon. How can a physician be educated to face the problems of the
community if he sees only 13-hundredths of 1 percent of sick adults
in society and four-tenths of 1 percent of patients who consult a
physician? This is the population which is referred to university
medical centers where young physicians are educated. They and
other students of the health professions receive an unrealistic impres-
sion of medicine’s role in contemporary Western society.?

Some medical schools would argue that they are exempt
from this indictment, insisting that other schools should be respon-
sible for training primary care physicians so that they can prepare
researchers, teachers, and subspecialists for academic medicine. Yet
no more than 15 percent of any medical school’s graduates enter
academic careers. What about the other 85 percent in even those
schools? They clearly do not receive the training they need. This
phenomenon has been called “educational malpractice” by two
noted commentators on the academic medical scene.!?

FIT, NONFIT, AND UNFIT

What are the reasons for the lack of fit between what is taught in
medical schools and what is needed by physicians in medical prac-
tice? Two major factors are subspecialization and the enormous
success of biomedical research.

First consider the issue of specialization. From Kerr
White’s data, it is reasonable to postulate that our medical schools
should train many more generalists capable of dealing with a broad
range of community health problems. It appears that a much smaller
number of specialists and subspecialists are needed to handle the
small percentage of patients who require their care. If one looks aj
the ratio of generalists to specialists in England, there seems to be a
good fit between what is needed and what is produced. There are
22,000 generalists and 8,000 specialists there. In the United States,

9. White et al, p. 890.
10. Joel 4. Alpert and Evan Charney, The Education of Physicians

for Primary Care (Washington, D.C.: USDHEW Pub. no. [HRA] 74-3113,
Autumn 1973).
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on the other hand, we have 70,000 generalists and 280,000 special-
ists.!! Clearly things are topsy-turvy here. The reasons for the malig-
nant growth of specialization in the U.S. and the decline of the
family physician have been discussed in many writings and will not
be reviewed here.!? It is clear that specialization has helped cause
the lack of fit between what is produced by our medical schools and
what is needed by cur people.

The enormous growth of biomedical research in the 1950s
and 1960s, largely underwritten by taxpayer’s dollars through the
National Institutes of Health, helped us eradicate many of our acute
medical problems. New vaccines, drugs, and surgical procedures have
had substantial impact on major causes of death and disability. But
an unwanted side effect of this success has been an overemphasis on
the technological, the scientific, and the measurable—at the expense
of the intuitive, the caring, and the human. The results are legions of
specialty physicians who, while technically competent to handle a
limited range of diseases, are often not competent to manage a broad
range of medical problems, not to mention the related psychosocial
concomitants to these problems. A new inferest in humanism in
medicine is one response to this situation.!® This has clear implica-
tions for the new health practitioner who is being trained in many
programs to address these problems.

Some critics of our increasingly technological, specialized,
and dehumanized medicine foresee the end of medicine as we now
know it. Ivan Illich, the well-known critic of the educational estab-
lishment, has charged the medical establishment with causing many
of society’s ills in addition to being unresponsive to others.!* Rick J.
Carlson expresses similar sentiments in his book entitled The End of
Medicine. 'S

11. Paul B. Beeson, ‘“Some Good Features of the British National
Health Service,” Journal of Medical Education 49, no. 1 (January 1974):43-49.

12. Michael Crichton, Five Patients (New York: Bantom Books,
1970), p. 209; Robert H, Ebert, ““The Medical Sehool,” Scientific American 229,
no. 3 (September 1973):139-148; Victor R. Fuchs, Who Shall Live—Heaqlth,
Economics and Social Choice (New York: Basic Books, 1974), p. 168; David E,
Rogers, “The Unity of Health: Reasonable Quest or Impossible Dream?** Journal
of Medical Education 46 no. 12 (December 1971):1047-10586.

18. Mary M. Belknap, Robert A. Blau and Rosalind N. Grossman,
Case Studies and Methods in Humanistic Medical Care {San Francisco: Institute
for the Study of Humanistic Medicine, 1975), p. 110; Naomi Remen, The
Masculine Principle, The Feminine Principle and Humanistic Medicine (San
Francisco: Institute for the Study of Humanistic Medicine, 1975), p. 105.

14. Ivan Illich, Medical Nemesis (London: Calder and Boyars,
1974).

15. Rick J. Carlson, The End of Medicine (New York: John Wiley
& Sonms, Inc., 1975).
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Although we hardly foresee the “end of medicine,’” as the
costs of care go out of sight, physicians become less and less acces-
sible, and the treatment experience becomes less human, we believe
that more people will ask, if not demand, that the lack of fit we have
described be redressed. There are several solutions to the lack of fit.
We contend that most of these solutions can and must come from
within our health care system.

First, more generalist physicians and fewer specialists must
be produced. This means an increase in the number of primary care
doctors, including family practitioners, general internists, and general
pediatricians. To do so will require a reduction of residency posi-
tions in some specialties while increasing substantially the number of
general physician residency slots.

Second, we must modify the education of all physicians to
include a better understanding of the intuitive and caring functions
which physicians should perform.!® Michael Halberstam cites aliena-
tion as the most common illness of Western man. Surely our health
care system shouldn’t contribute to this alienation. We must bring
common sense back into our health care and, to quote Halberstam:
“help the obese patient lose weight, the smoker to abandon ciga-
rettes and the heavy drinker to cut down or cut out alcohol.””!7 The
primary care physician must be trained to handle these problems, or
at least manage others who are. Other solutions are discussed by
Walsh McDermott in his paper on general medical care.'® Many of
these deserve serious consideration, but they will not be reviewed
here.

THE HUMAN EQUIVALENT OF A NEW
TECHNOLOGY

When discussing change in social systems, our colleague Dr. McDer-
mott has made a very telling point. He points out that major social
change usually follows major technological change and without
major new technology we are much less likely to see major social
change. There are many examples of this—from the wheel and in-
clined plane; to the discovery of moveable type; to the telephone and

16. Robert E. Ornstein, The Psychology of Consciousness (San
Francisco: W, H, Freeman and Company, 1972), p. 247.

17. Michael J. Halberstam, “Liberal Thought, Radical Theory and
Medical Practice,” New Engiend Journal of Medicine 284, no. 21 (May 27,
1971):1180-1185.

18. Walsh McDermott, “General Medical Care—Identification and
Analysis of Alternative Approaches,” Johns Hopkins Medical Journal 135, no. 5
(November 1974):292—-321.



164 The Physician’s Assistant

the airplane. In medicine, the discovery of anesthesia and the anti-
biotics are classic examples of technology that makes a difference.
The development of antituberculous drugs has wiped out the need
for the great number of tuberculosis sanitoriums (see Table 7—1).
Similarly, polio vaccine has cut deeply into the need for iron lungs
and wheel chairs.

One might legitimately ask, Is there a new technology
which could be applied to the problems of general medical care, that
might help solve our problems of lack of fit between the products of
our medical schools and the needs of our society? What technology
can help to solve the need to manage many common medical illnesses
and do so in a human, caring fashion? We submit that there is none,
There are technological adjuncts to be sure—the computer to main-
tain records efficiently and aid in some diagnosis; the autoanalyzer,
which can do 12 laboratory studies in less time and at less cost than
older methods; and television, which can aid some kinds of medical
consultation. But there will never be a substitute for a health profes-
sional who can provide what Dr. McDermott calls ‘“‘science-based
samaritanism,” defined as the ability to support and help the unwell
based on a knowledge of science.!?

Although we submit that no new technology will ever pro-
vide science-based samaritanism, we suggest that the human equiva-
lent of a new technology already exists which can provide it. We are
referring to the variety of new health practitioners on the American
health scene. In contrast to traditional health practitioners, such as
the physician, the new health practitioner is trained to recognize and
manage the common health problems which face us all, And all of
the strong NHP programs provide a solid base in clinical science as
well. New health practitioners bring several important advantages
that no technclogy, or other human equivalent that we know of, can
match.

First, recent data indicates that greater than 77 percent of
graduates are working in general primary care., They are filling the
role intended.??

Second, the cost of NHP production is about one-sixth
that of physician production. Most training programs are two years
in length in contrast to the six to eight years postcollege training
needed to produce a primary care physician and the cost per year is
approximately one-half of the annual cost of producing a fully
trained physician,

19. Ihid., p. 293.

20. Donald W, Fisher, “Physician Assistant—A Profile of the Pro-
fession” (Presented at the 3rd Annual Conference on New Health Practitioners,
St. Louis, April 7, 1975).
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Third, under prepayment systems the cost of medical care
should go down or at least the rate of increase will be reduced. NHPs
average $14,000-$15,000 in annual salary as compared to $30,000
to $40,000 for a general physician. -

Fourth, all patient acceptance studies are favorable at
greater than 90 percent. This is certainly as good as physician
acceptance, not to mention acceptance rates of new technologies
in general.?!

Fifth, quality of care studies indicate that for the job
defined, NHPs do a job that is equal in quality to that of the physi-
cian.?? Care is often more satisfying to a patient because the NHP
has more time to spend on education, counseling, and guidance.

It is too early to determine the impact of NHPs on geo-
graphic distribution of health care services, but we believe that they
will have salutory, if limited, effect by helping to keep physicians in
underserved areas. Fundamentally, they can help to enhance the
quality of life of the personal encounter physician who works in
underserved areas. . .

Of course a number of problems remain, many of which
have been addressed in the preceding chapters. But in our view, few
developments on the modern heaith care scene offer as much hope
for reestablishing the kind of fit in health care that people in our
society so desperately want. And in our view, the proper training and
utilization of new health practitioners should go a long way toward
helping the health professions fulfill their commitment to the society
they serve.

21. Richard A. Henry, “Use of Physician’s Assistants in Gilchrist
County, Florida,” Health Services Reports 87, no. 8 (October 1972):687-692;
Eva D. Cohen, An Euvaluation of Policy Related Research and Expanded Roles of
Health Workers: Executive Summary (New Haven: Yale University School of
Medicine, Office of Regional Activities and Continuing Education, October
1974).

22. Fernando J. deCastro and Ursula . Rolfe, “An Evaluation of
New Primary Pediatric Paraprofessionals,” Journal of Medical Education 49,
no. 2 (February 1974):192-193; Louis L. Fine and Henry K. Silver, **Compara-
tive Diagnostic Abilities of Child Health Associate Interns and Practicing Pedia-
tricians,” The Journal of Pediatrics 83, no. 2 (August 1973):332-335; Pavel
Machotka, John E, Ott, John B. Moon and Henry K. Silver, “Competence of
Child Health Associates I. Comparison of their Basic Science and Clinical Know-
ledge with that of Medical Students and Pediatric Residents,” American Journal
of Diseases of Children 125 (February 1978):199-203; David L. Sackett, Wal-
ter O, Spitzer, Michael Gent and Robin 8. Roberts, “The Burlington Random-
ized Trial of the Nurse Practitioner: Health Outcomes of Patients,” Annals of
Internal Medicine 80, no. 2 (February 1974):137-142; Walter O, Spitzer,
David L. Sackett et al, ““The Burlington Randomized Trial of the Nurse Practi-
tioner,” New England Journal of Medicine 290, no. 5 (January 31, 1974):
251-256.






Resouice Document

= American Hospital Association
Statement on the Role of the
Physician’s Assistant in the
Hospital’'*

PREAMBLE

Physician’s assistants, functioning under the supervision of licensed
physicians, possess potential for assisting in the delivery of high
quality health care services in this country. Physician’s assistants are
currently working in health care institutions either as direct employ-
ees of the institution or as employees of physicians who maintain
professional privileges in that institution. This fact, coupled with the
increasing numbers of physician’s assistants, suggests that the current
American Hospital Association “Statement on the Physician’s Assist-
ant in the Hospital,” dated November 18, 1970, should be replaced.

DEFINITION

Physician’s assistants in the context of this document are members of
the professional health care team, qualified by academic and clinical
training, who perform certain assigned tasks ordinarily done by a
physician and who work under the direction, supervision, and
responsibility of a physician in accordance with policies established
in medical staff bylaws of the health care institution. They exercise
judgment within their areas of competence and participate directly in
the medical care of patients under the supervision or direction of a
member of the medical staff, performing functions to the extent
delineated by the medical staff, such as compiling histories, giving
physical examinations, and writing orders and recording progress
notes on the physician’s order and progress note forms.

*Approved by the American Hospital Association Council on Profes-
sional Services, March 7-8, 1974.
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GENERAL INSTITUTIONAL POLICY

The medical staff and the administration should develop policies and
procedures for recommendation to the governing body concerning
the status, relationships, and functions of the physician’s assistant in
the institution, whether employed by a physician or by the institu-
tion. The policy should relate to both the general, overall utilization
of physicians’ assistants in the institution and to the utilization of
each physician’s assistant. Consultation with other appropriate relat-
ing disciplines at each institution should be sought when defining
general policy. General policy should address at least the following
issues:

1.

Definition and classification of the scope of practice within the

~ institution of different physician’s assistants in accordance with

their varying levels of competence and achievement,

Regulation or supervision of the physician’s assistant by the
sponsoring physician or a physician designee of the physician
during the sponsor’s absence. When a physician’s assistant is
employed by the institution there must be clear responsibility
of a physician or his physician designee for the acts of the
physician’s assistant.

Identification of clinical procedures that require direct versus
general supervision by the responsible physician, and appropri-
ate methods of control by the institution.

Applications (or proposals) for the utilization of physician’s
assistants with the accompanying request for authorization to
provide specified services should be processed by the credentials
or other designated committee of the medical staff, which will
make its recommendations to the chief executive officer. The
qualifications of the sponsoring physician and his ability to
provide supervision for the physician’s assistant or assistants’
for which he is responsible should be considered.

After employment by the physician or the health care institu-
tion, continuing utilization in the institution will be dependent
upon ongoing evaluation by appropriate components of the
medical staff and management.

When the physician’s assistant is employed by the health care
institution, the employment policies of the institution will
prevail in addition to the foregoing professional review.

1. It should be noted that certain states limit the number of physi-

cian’s assistants for which a physician may be responsible to two.



9.
10.

11.
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Suitable techniques for both verbal and visual identification of
the physician’s assistant to the patient, which make clear to the
patient that he is not a physician, should be devised.

The mechanism for reduction or retraction of the functions and
the patient care services the physician’s assistant is permitted to
perform and, in situations where the physician’s assistant is an
institutional employee, his dismissal from employment.

A mechanism for channeling physician’s assistant grievances.
Responsibility for adequate liability insurance coverage for
actions of the physician’s assistant.

A systern of continuing review and evaluation of the above
issues.

POLICIES RELATING TO THE
INDIVIDUAL

Policies for each individual physician’s assistant should address at
least the following issues:

1.

2.

Designation of the primarily responsible physician and a physi-
cian designee to function during his or her absence.
Assessment of the physician’s assistant’s credentials and continu-
ing staff and institutional monitoring of each individual’s per-
formance,
The determination of the specific procedures and functions that
each individual may be authorized to carry out in the institution
pursuant to a professional review by the medical staff of the
training, experience, demonstrated competence, and other perti-
nent qualifications of the prospective physician’s assistant. The
performance of these tasks must be subject to continuing review
and evaluation by the medical staff. Considerations should
include:

a. the physician’s assistant’s eligibility for taking or successfully
completing the National Board of Medical Examiner’s Certi-
fying Examination;

b. the accreditation status of the physician’s assistant training
program from which the physician’s assistant was graduated;*

c. the specialty nature of the physician’s assistant’s academic
and clinical training;

d. state certification or licensure where required.

2. Listed by AMA publications and speciality societies.
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LEGAL

There is a clear distinction between a physician’s use of a physician’s
assistant in his private office and the use of the physician’s assistant
within the health care institution. In the one case only the physician,
the patient, and the physician’s assistant have an interest. When the
physician’s assistant performs functions within the institution as an
employee either of the physician or of the institution, the institution
is legally responsible. Therefore, in addition to the policy that the
institution must develop, adopt, and implement with respect both to
the general utilization of physician’s assistants and the regulation of
each particular physician’s assistant, there must be awareness of the
legal implications associated with the use of such individuals in the
institution. This awareness must be a continuing concern of the
institution because the institution is legally responsible for the selec-
tion, supervision, and working relationships of those persons who
render care to patients whether or not those persons are employees.

The institution must, therefore, at all times exercise
authority over the use of physician’s assistants. Each physician’s
assistant must meet and continue to meet the institution’s standards
as well as those of the responsible physician. The activities of the
physician’s assistant must be monitored routinely and assessed
periodically. By adopting and enforcing strict control procedures, the
institution will meet its overall legal responsibility for the quality of
care delivered to its patients.

At the present time, the statuies, cases, and regulations
specifically relating to physician’s assistants give little guidance to the
ingtitution that permits or plans to permit the use of these persons
within its walls. Thus, the decision to permit physician’s assistants to
be used in the institution as employees either of a physician or of the
institution must be made only after careful evaluation of their useful-
ness to the institution and only after serious evaluation of the legal
risks and implications. If the institution decides to permit the use of
physician’s assistants, the functions that they will be permitted to
perform must be strictly circumsecribed, clearly spelled out, and
effectively enforced. They must be strictly circumscribed so that the
institution’s legal risk is limited. They must be clearly delineated so
that the physician sponsor or designee, employees, members of the
medical staff, and the physician’s assistant may know what the assist-
ant is permitted to do. They must be effectively enforced so that
problems can be avoided.

Legal counsel must play a major role in the development
of institutional policy, rules, and regulations with respect to the use
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of physician’s assistants in the institution. That policy must be based
upon the current laws, regulations, and legal precedents of the state
in which the institution is located. The institution, through its coun-
sel, must consider at least the following issues:

1. Is there a state law® recognizing physician’s assistants? What
requirements deoes it impose concerning licensure, certification,
training, and supervision of the physician’s assistant?

2. Does the law specifically authorize or prohibit the hiring or utili-
zation of physician’s assistants?*

3. Do the state laws authorizing the practice of medicine, nursing,
pharmacy, optometry, and other health professions bar any of
the activities that a physician’s assistant might be permitted to
perform in the institution?

4. Does the institfution’s current public liability protection cover the
use of physician’s assistants?

3. Pertinent actions of the various regulatory agencies must be
considered. The lack of specific legal authorization does not preclude the use of
physician’s assistants in the hospital,

4, The lack of specific legal authorization does not preclude the
institution’s hiring them.






Resource Document

“American Nurses’ Association
Definition of Nurse Practitioner,
Nurse Clinician, and Clinical
Nurse Specialist™'*

The many terms to describe nurses who give care to pa-
tients have proliferated in the past several years. This proliferation
can be related to the advancements of nursing theory and technology
as well as to the desire for nurses to identify more specifically what
they have become qualified to practice. Unfortunately, rather than
clarifying nursing practice, all these terms and definitions have had a
tendency to confuse levels of practice within the nursing profession
as well as for other professions and consumers.

The Congress for Nursing Practice has been asked to clarify
some of these definitions. This is no small task. It is a complicated
task for several reasons. One, several state organizations or state
councils on practice have already defined terminology for nurses.
These definitions are not always compatible. Two, different parts of
the country have different terminology. Three, those nurses practic-
ing have definite opinions about how they wish their roles in practice
to be defined. Four, health agencies, other professions, and educa-
tional institutions frequently have defined these terms in an effort to
describe employment positions or set up curriculum. Five, there isa
lack of uniformity in role requirements from agency to agency, and
even within agencies.

The Congress for Nursing Practice presents the following
definitions, which it believes constitute the first step toward an
orderly process to insure uniformity of definitions for practitioners,
employers, and consumers. The congress realizes that these defini-
tions undoubtedly will have fo be updated in the future to accom-
modate progress in the health care field.

*ANA Congress for Nursing Practice, May 8, 1974,
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ROLES IN PRACTICE

Practitioners of professional nursing are registered nurses who pro-
vide direct care to clients utilizing the nursing process in arriving at
decisions. They work in a collegial and collaborative relationship
with other health professionals to determine health care needs and
assume responsibility for nursing care. In the course of their practice
they assess the effectiveness of actions taken, identify and carry out
systematic investigations of clinical problems, and engage in periodic
review of their own contributions to health care and those of their
professional peers. In addition:

Nurse Practitioners have advanced skills in the assessment
of the physical and psychosocial health-illness status of individuals,
families, or groups in a variety of settings through health and devel-
opment history-taking and physical examination. They are prepared
for these special skills by formal continuing education which adheres
to ANA approved guidelines, or in a baccalaureate nursing program.

Nurse Clinicians have well-developed competencies in
utilizing a broad range of cues. These cues are used for prescribing
and implementing both direct and indirect nursing care and for artic-
ulating nursing therapies with other planned therapies. Nurse clini-
cians demonstrate expertise in nursing practice and ensure ongoing
development of expertise through clinical experience and continuing
education. Generally minimal preparation for this role is the bacca-
laureate degree.

Clinical Nurse Specialists are primarily clinicians with a
high degree of knowledge, skill, and competence in a specialized area
of nursing. These are made directly available to the public through
the provision of nursing care to clients and indirectly available
through guidance and planning of care with other nursing personnel.
Clinical nurse specialists hold a master’s degree in nursing, preferably
with an emphasis in clinical nursing.



Resource Document

“Nurses, in the Extended Role,
are not Physician’s Assistants*

Nurses recently have been invited to participate in the
Physician’s Assistant Certification Program of the National Board of
Medical Examiners. As a result of this invitation, ANA members have
asked for clarification of the differences between the physician’s
assistant and the nurse practitioner.

In 1970 the American Medical Association Board of Trus-
tees defined the physician’s assistant: “The physician’s assistant is a
skilled person qualified by academic and practical training to provide
patient services under the supervision and direction of a licensed
physician who is responsible for the performance of that assistant.”
In 1971 the ANA Board of Directors stated, “the term physician’s
assistant should not be applied fo any of the nurse practitioners
being prepared to function in an extension of the nursing role.”

The basic length of preparation for a physician’s assistant
generally ranges between four months and four years. Currently,
these programs are not evaluated, not standardized, and not accred-
ited. Accreditation is a process by which an agency or organization
evaluates and recognizes an institution or program of study as meet-
ing certain predetermined criteria standards. Recently the AMA has
begun the process of accrediting some of the physician assistants
programs. On the other hand, a nurse has completed a basic nursing
program which has been evaluated and approved by the board of
nursing in the respective state, and, in addition, been accredited, in
most instances, by the National League for Nursing. To become a
practitioner, the nurse has acguired increased knowledge and clinical
experience in a formal education program.

*ANA Statement released on July 9, 1973.
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The term “nurse practitioner” refers to one who has com-
pleted the program of study leading to competence as a registered
nurse in an expanded role whose responsibility encompasses:

obtaining a health history;

assessing health-illness status;

entering a person into the health care system;

sustaining and supporting persons who are impaired, infirm, or ill
and during programs of diagnosis and therapy.

Ll s
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Appendix A

PA and Nurse Practitioner Programs

This list of PA programs was compiled from the AMA
“Accredited Educational Programs to the Assistant to the Primary
Care Physician,” December 1974, and from Association of Physician
Assistant Programs, Profile 1975—76, pp. 21-29.

For further information contact:

American Medical Association
Department of Health Manpower
535 North Dearborn Street
Chicago, Illinois 60610

or

Association of Physician Assistant Programs
National Office

The Gelman Building, Suite 210

2120 L Street, N.W.

Washington, D.C. 20037

197



198 The Physician’s Assistant

9¢

gL

0T

0T

114

2018ap "S'V pue 31e01I8D

2)ROI11480 10 "S'H'IN

gaadap "§'V PUR 2IBIINMR)

ajea1yaad pue ‘g

2111120 PUE 'S

syjuow g

syjuow g1

SYFUOUI 3

syjuowl £3

SYIuow g

J1pa1d afelio0
7O s}lun I9183Uas (O
‘eousitadxa y)[eay siesh g

(xeof ¥ 10 ‘g Q)
asInu paiajsifan e aq quentdde jey
‘aotanradxa axeo A10)B[nqUUR SIRAL §

quapeamba 10 ewofdip j00Yds YSIH
‘gouarradxa a1ed Jusned siwel ¢

quareambo 10 afa[[od s1ead g
‘gauarzadxa Yjjeay SIBah g

weiford YAARAN/Vd
[ooYURS [BOIPaTy 8ENPEID
1504 Max Y SOMBYUD T VIO

91996 VO ‘stae(

aorpoeig Anwe] Jo juaunjredaq

weidold JUBISISSY S, UBDISAU]

jreuonoeIg asIn AIfUWrey

SIAR(—RIUIOJI[ED) JO AJISIDATI()
VINGOAIIVD

91088 ZV ‘Xlusoug

399118 YIUBWIXIS YMON TIEY

wier3o1q S1pa YI[eaH AJUnuImIoy)

I2jUa)) [BIPAIA URIPU] XTUSOYJ
VNOZIEY

£629¢ TV ‘weydunuig
weigor JurlsIssy s,uoeding
BWIRQELY JO AJISIBAIUL

£egag TV ‘wreysumyg

UONB1S AISIBATIUN)

[Inog anuasy Yjuesss 16T

ureijorg Juelsissy S UBLISAUJ

BWERGR[Y JO AJSIAIUN
YIAVEVTV

2215
88010

papary

wodold
Jo ypdua]

spuswanbayl 22uUnyUT

wWniFold.
s




Appendix A 199

¥c

ov

j 4

7T

ETTi )

9a1dap g'd pUR eIIN)

L)

ajealIued g “s'd

syjuow gf

SYIUOW Fg

Syjuowt g

syjuow gg

juaeamnba 10 adafjoo siead g
‘aouantadxe oxed juanjed sweak ¢

Aururer) [ea1pawi Jo s¥aaM T

JO wnunut e yys ueuisdioo
Argjiu-xas $eousiadxa 1y)eal] 103
aoua1ajaxd {uorjeonpa agaqoo 10
Sururex) [eorpewt joords ydiy-1sod

‘quarearnba 1o ewo[dip (00425 Y3IY
faousmradxa axeo jusiyed alk sup

$91008 VS
‘aouaxadxa ared qualjed joaIp

[eIJURISGNS PUSWIUIONAT A[UOI)S
{oaxdop aleaIneeadeqg

juareamnba 10 83900 s1Bak g

LE00% *D°q ‘uojdumysepm
"MN ‘199138 M 038
weadord XTATN/Vd
aulIpaIy Jo 990D
AJISI9AIUN) PIBMOY

LE00Z "D ‘uojBulysepm

"M'N 192118 H TEST

ure1so1g JUe;sIssy s, UBIOISAlJ

JUPIPIIY JO 100y

Asieatup uoldurysep ofroan
VIdHNNTOD 40 LOTHLSIA

0TS90 LD ‘UoARH MaN
aNuAAY ssaxduo) 7ge
werdol #ernossy s uedIsiyg
3UIpay JO [0oYOS
AyisTaAtuf) aEX
LADILLOINNOD

02208 0D ‘Teaus(

anuBAY YIUIN 1589 00%F

wie1dor] a)B[00ssY UIBOH PIUD

Iauan

[EOTPAA OPEIOIO)) JO AISIaATU)
oavioI10d

20006 VO ‘seresuy sor]
199118 NIGTT 15¢H 0T9T



200 The Physician’s Assistant

§089¥% NI ‘snodeueipuy
JeaIl§ 9300T 096
WeIfoxg IUBISISSY S UelIsAyg

Juateatnba 10 afo[[00 1ead T AUIIIPSIY JO

0Z 1BII1IAD) SJUOWI H7 faduauadxa axed quatjed aeal | [00Y2g AJISTIATU) BURIPUL
VNVIANI

2060€ VD ‘eisnany

jo013§ TuRdILg

juerealnba 10 afo[[00 sawal T wexsorg JUeISIssy s, uepIsAyd

¥ 2BOYI11I80 pUE "§'g STIUOW H7 ‘aouatadxo axeo jusijed steal g 218102r) 3O 930[[00) TeMIPSIN

23808 VD “eyuepy

9ouatadxd Jusiyed xayerd Aurping [RHOWSY JJNIPOOM

‘“qualearnba 1o ewoidip 100028 YSIY welgord aJeI00ssY S, URDISAYJ

o¥ DVYWTI0 WY sowl LTFT 591008 IOV 10 LVS AjIsaaatu Arowryg
VIiDHodad

10938 T4 ‘olllasauren

¢T wooy ‘ggegl xod "0°d

aa1dap sjEaINE[EOVERY € 10 499118 YUY "M’S 0CEF

uIadxs axed Juanjed sigak g meIiolj JUBysIsSY s, UBRISAYJ

cg  9Je0IJIja99 pue 3aidaep ‘'Y syjuowt $7 ‘uslearnba 1o ewoldip 1o0yos ysiy aga[jo) Ajnmuioy) 3 vjueg
vargaoid

2218 piomy wioifolg spuatuaqinbay aouppusg WLFOd g

sso10) Jo pausy ams




Appendix A 201

2g

0g

01

14

0g¢

saadop 'v'g

daIgap "Y'y

EIl (Y|

3y

9jB01[18d pue ‘g'yg

syjuow g

SYIUoW 3

SUIUOW g

SUJUOW $7

syjuow ¥y

JusteANbS 10 afa[[oo sxeak g

jusearnba 10 ewoydip ooyos ysig

auIdIPAU Ul STRaL 7
‘jusfeamnba 10 ewodip fooyas Yy

saxdep ajeaIne|ROOEq B
10 sousitadxa axeo quatjed sxeok ¢

Pousladxa yjTesy 1ajaad
‘quaesinba 10 afa[jod s1EaL g

S0ZTE I ‘arowmyreg
Aespeolg yioN $59
WeIf01q 2JeI00ssY yj[esl]
SodlAlag IEIH JO [00Ydg
Anistaatup) surydoy suyop

9218 AW ‘Ajunoy srowmryeg

wrelford Jue)sissy s ueldIsAyg

839f10) ArunuIoy) xosss
ANVIAUVI

90507 A¥ ‘uojdurxay

ST WOOY ‘T# Xauuy Ia)uay) [EANPA

werdorg 2)e00ssy [eNUI)

AYonyus3f Jo £qisIsAmup) oy,
AHDNLINTN

807 L9 sesuey] ‘ejiyorm

juounreq ¢F8T

uwre1doag JuRISISSY 5, ueISAl]

AYIsIDATUN) 9)R)S BIUIIM
SVSNVH

0%36¢ VI ‘A1) eamog

VPO s,ues(q

WeIdo1] JURISISSY §, UBRISAT]

AURIPIW JO

adafio) BMO] Jo AqistaAtun
VMOI



The Physician’s Assistant

202

Sururer} [eolpaur syoaMm 1
wnwium ‘uewsdiod ATeijiu-Xa
‘quajesinba 10 2891100 sTRAL

$0T£9 O ‘SINOT "18
presanog pueied) ynog 1071
wexdo1g JuB)SISSy s, uRDISAYJ
SUOISSAJOI]

U3eeH Pol[[V PuE FuIsIy Jo

9T BIFIJIBYD syjuow $z ‘gousmadxa a1ed Juapjed sIeaA g [0oURS AJISABATUL) SINOT “18
IdN 0SSN

T006¥ I “002BUNB[EY]

adaqion agEnpeIL) Ay,

wexfoly JUBISISSY S UBPISAYJ

44 AUIPSIN Ul "§°d SYJUOW Fg 1uafeainba 10 afaq[oo s1eah g AYISTOATU[} UESIUOTI UI3)Sapm

sousedxa ared qualjed 6IZ8¥F TN ‘10118

I0 W3feaY STRAA g ‘UOLjEINpa AN I9INQ 59M 0058

10 Sururer} jooyoss gsry-jsod meIgo1 JuRysSISSY 5, UBISAUg

b4 aa1dap ‘g'd Syuow $Z ‘quapeAinbe 10 ewodip 100yos YAy j10139(] JO @310 LDIA
NVOIHOIN

asuarradxa GITZ0 VI ‘uojsog

axeo juaijed stead g1 fadafoo anuaAy uojduijuniy 0og

10 Bururer jooyds ufiy-jsod ureiforg JUBISISSY 5, URIDISAYJ

ez ajeonia)  Syjuow 8T ‘juareAmnba 1o ewio[dip [00Y0s YBIH AJIsI9ATU[) UXSYSRAYMON
SLIASNHOVSSVIN

218 _ paomy WLFoLF spustitainba)f aouvguyg WIF0LT

58010 Jo yidueT Mg




Appendix A 203

¥¥

0%

9¢

sT

1)

sa1dap 'S'd

aaidep 'g'yq

IR0
pue 3918p "SVY

2§EOFIMSD
pue (091Xa MaN JO
Ajis1eatun) sY} £q) SV

a9xdep "S'd

Syjuo 9g

SYIUOW g

SqyuOW g

SUFUOW $

STIUOW $3

$01098 VS 10 IOV
‘apusltadxa aieo Juanyed ieal |

‘yuageainba 1o vwoldip jooyds YSiH

Auruier) [eoipawu SYo9M T
uewsdioo Lrejru-Xa

‘eoustiadxe axeo quaned sieak g
‘quareanbae 1o ewodip j00Uuss Y

aousixadxa a1ed juanyed aead T

591098 VS 10/pue LIV
“usmeainba 10 vwofdip [ooyos YSI

juaeainba 10 ewordip jooyos Yy
<gouaniadxa azey quarjed siealk ¢

9891100 JO SIMOY I)SOUIAS OF

T0ZTT AN ‘uipoorg

snueAy (rexa( IgT

wexforg 91RI00sSY S, UBPISAYL
Tendsor uAooId 9U],

LEO0T AN ‘A1) JIoK #aN

aNUIALY XOUIT (LC

wiexdor] 2108y 5, UROISAYJ
fendsop ware/e3a100 YeonuYy

80%ZCT AN ‘Aueqry

MUIAY PUR[I0IS MIN LT

weidor] 81erossy S, UeIsAyg

agaqron Ajunwwioyy As[[eA

uospngy/agdago)) [eIIPa Aueqy
JYOA MAN

TOgLR NN ‘dnieo

] Iamexq ‘LELT Xod "0'd

weifos Sipay YHEsH AuUntiuio))

13ue)) [earpaly ueipuf dnfres
OOTXHN MAN

$0189 AN ‘ByewQ
anuaAy Lema(] pue pugy

wieIdoIg Jue)sissy s, uBIsAug

133us)) 1edipaly

BYSBIQaN JO AJISIBATU[)
VIASVUTAN



204 The Physician’s Assistant

0¥

14

oy

00T

0g

ajeolyI)Ie0 pue "g'H'g

aa1dap 10/pue 3}BOIFIMAY)

27011130

aaxdop 'S°H

33eO1J1M0 puUR d91dep ‘§'d

SyuowW $Z

SYFUOM 3

SYIUOW $7

SYJUOUIL

SYIUOT F

(paxmbaz os[e agaj[oo s1eak g
‘aa1dop ajwaIne[eooeq X03)
aoualtadxe aied jusnjed 1694 T
“yusrearnbe xo eutopdip [ooyos ysiyg

aousliadxe ared juarjed

lo/pue aday[oo s1ead g 1o wewsdioo
[E21PaLL € SB 90 USIIadXa STRAA T
‘juarearnba zo ewodp [eoyos ysiyg

sdusltadxe [eoIpaw s1Eak ¢
‘quaeanba 1o ewoldip joouds Y3IEf

aousiadxa yyeay 1ajead
Squereainba 10 a8afj00 s1eAA 7
‘yuareainba 10 eurordip jooyos yIIEf

aousltadxe axed juanjed ek |
¢quafeamba 1o emordip jooyos YIIE

0TLLE DN ‘wregm(

I9QU3)) [BOIPIN ANSTRATU[) aYN(]
urexfor aepossy s ueloIsAyg
QUIDIPSY JO TOOUDS AJIsTaAmuar] ayn(

£0TLE ON ‘Wa[eg-uoIsuim

PeOY WOYIMEH YINog 00g

urexdoxg JuR)sISSy S, UBPISAYJ

AjisxoAtun) 15910, aYBM JO

SUIMIPIY JO [00YDS LBir) UemIMOg
VNITOHYVD HLYON

70E0T AN ‘Pue[s] usjels

193118 JMIqIopuURA pue Aeg
weIdo1g JURISISSY S, ueRIsAlyg
[eidso 8d1a198 YjeaH 21qng "S'N

9800T AN “FI0X MIN

Jeanlg YT 359M 08

urergox] 91RI0SSY S UBISAYJ
aga[op oinog,

06LTT AN “Yooig £uoig
UIesH PAIIV JO [o0yDg
WEIS01J ¥RID0SSY S, URIRISAYJ
JI0Z MAN JO ANSIaAIU) IIBIG

a21g
3010

pIomy

woLdolg
4o ysus

spuawannbay asuvyug

woLfoldg
aqmy




Appendix A 205

0g

b1 §

14

0%

0%

aaxdap "H'd

agxdep 'SV

aa18ep ‘S

3JBOTIHI)

81BOYII0

Syjuow $z

sjjuow g5

SyyuouI g

SUIUOW 75

syjuow |

quaeammba 1o afaf[od s1eek g
taousuadxa Yj[eal SIBaL g

juapeainbas 10 ewoldip [ooyas YySIH

aouaLtadxa uyeay 19yaxd

‘quapeainba 10 vwrordip [ooyos USIH

NY o uewsdios [edIipaul ATR)IIHL
1ajerd ‘eouaitadxe [eaIpa sieak g

“quameainba 10 ewrodip rooyss Yysiyg

0618 MO “&1D BWOYR[HO

T069¢C X004 'O'd

yjusaunod “H'N 12k

wesfoxrg aeI0sSY 5, URIDISAUJ

I9jua) Sa0ULING UIEeH

BUWIOYE[{( JO AISIaATU(}
VINOHVTHO

HO ‘Suneey]
werforg Jueisissy s, uelosiyg
SHY [e2IpaJy Jo adoyo) Sulteyzay]

qTTH% HO ‘Puelass])

jaang Yjusaymoy 15eH F14%
weifor JUBISISSY §,UBIDISAY]J
adal[on Ajumuwnroy) efoqein)

£225¥ HO ‘Heuupur)

Kemyjred eUUs) 0gHe

urezfo1g JuUeISISSY S URIRISAYJ

aga[[on TeoIUYRA], [JBUUIIUI)
OIHO

T0Z8S N ‘siioq puer)

HOIJB}S AJISIaAIUf)

wexford XAQAN

210NE( UMON JO AJISIDAIT(]
VIONVA HLYON



206 The Physician’s Assistant

welrdold JUBISISSY S, UBISAYJ
SB[R( T€ 1ajua)

¥7 saadep g'g syjuowt $g quareainba 1o adaj[oo sigak g VUG YIEaY SeXa], JO ANSISATU)

: GZOLL X.I ‘Uo)snoyf

aduslisdXae yjear] sieak g we1doxJ JUBISISSY S, URIDISAYJ

0F 9180111400 pue 231dap 'S'd suOW H7 ‘qualeanba 10 o800 stRAL g AUPIPIR Jo agagion 1o0[Aeg
SVXHL

Suuier] [eOIpaL syadM 1 TO¥6% DS ‘woisafTeyn

pue uewsdiod AxgjIuI-xa J9a13g aared (08

feousmadxa azed Juerjed siesk ¢ urerdord YAAHIN

A JJeolIs)  syjuouwr g ‘juseamnba 1o vwopdip [ooyss ySiy  eui[oIe) YInog Jo AJISISAIUN) [BOIPSI
VNI'TOUVD HLNO0S

(Vd ‘Aoyste]y ut st o3is weadoig)

jua[eAnba o Sururex [eApIwW G0T6T Vd ‘Hred Ayszaatup)

syaam FT fuazlo ~gn ‘eoustadxe swippng 19[9y SIAIQ [ ETE

aTed TeITUI]D JoMIP SIE3A T wexdord XAAIN

qz ajealIe)  syjuowr ¢ fjuajeainba xo ewoidip jooyas ysiyg AJSTAATUY) 97B1S BIUBA[ASUUL O,

Z0T6T Vd ‘ewudispefiug

jsalyg peoId YuoN 0£7

wedorg JULISISSY S, UIRISAYJ

Teadsoyy pue

0g a91d9p 'S'VY SYJUOW T, Juaeanba 1o ewopdip jooyas yig 9d9][07) TedIpaly UUBWAUYRH
VINVATASNNHd

2219 piDmMy wnigolg spuawannbayy sounyug WoLFoLy

8010 f0 yFuay 21015




Appendix A 207

ST

gt

09

Q9

0g

GLale 100

L e Eh ety

s0ldap gV

sa1d9p "g'g

2}BO1J13480 pue aa1dap 'S

syjuow gy

syjuow Zf

SYIUOUI Fg

SYIUOW 53

SYuOW 9z

uewisdiod

Azejiiu se Julurer) [esIpaw
5329 §T ‘UONBINPa 10/pue
aoustadXe [edIpaw s1eak g

ausadxa pue
dururery snoraaxd aAlsusIxy

adusladxa jeoruro sieak ¢

‘00T Jo 21008 1) Aunry
‘Juseainbs 10 eurodip jooyos ydig

B01AXS SIBAK ¢

UJLa UBUIITE 9Q[ATSS [BIIPaW
‘eduauadxa axed quarjed 1eak T
‘Juaeamba 10 ewodip ooyos ysiyg

Juaeanba 10 afa[joo sIBak T

GTI86 VM ‘opeag

pIeAs[nog euussey sy YPoN FFF
WeId01g ISamIION-XAAHIN
£19130% eIy 27838

uojdulysem fuorduryse p 3o LJIsIoAnn

NOLONIHSVM

STTH8 LA ‘AMD oxer] ey
wexdord WAqHN

yel() JOo AJISI9AILN)
HVIN

TIg9. XJ, ‘oluoquy ueg
UOISNO] WES 110,]

URISOL] JUBISISSY S URIISAyg
$30URIDG

Yj[eay Jo Awapeoy LWy 'S'n

TT€9L XL ‘sied eHUIM
asey aox0 iry pareddeyg
weagold Jueysissy s,ueoisAig
S30USRG aIe)) YIEal JO [0019S
90104 A1V $9)81G pajiun

0SGLL X, ‘Uoisares)

wexdorg JuelsIssy S URDISAYJ
UO0JSIATEY) I8

Youelq [BIPIN SeXaJ, JO ANSTAAlUf

G838L Xl ‘selRg
piess[nog seury ALK $ggc

Y



208 The Physician’s Assistant

euro[dip aSInu paiajsidal 10
aouamadxe jusulitad xoud s1esf ¢

67FPS IM ‘PIRIFUSIEIY
anuaay ydasop *1§ UHON (0TS
WeIFo1) JUeIsissy s UeIdisAyg

0% 21B211M8) squowl g {juaeainba 1o eurordip jootps ysiyg uolepuUNno,y UL PIATIYSIE]
NISNOOSIM

9198 AM ‘1ddiiyg

$3IPNYS [RUOTSSAFOL JO UOISIAI]

WeiFolJ JUeISISSY S, UBOISAY]

0¥ a9139p "g'd syuom g juaeatnbs 10 vwoldip jooyds Y3y adar[oy) snpproIg-uosIapIy
VINIDHIA LSHM

az18 pIOmy WOLF0LT spuatnadinbay aouvnusy woLFol g

$810 Jo ypduag 2018




Appendix A 209

"sajo1
pepuedxe i07 sesanu azedaid o) surezfoxd [[e yo Burgsr 83a[dwiod € JoU ST ST ‘aA1)B Uesardal pus aalsuayardwo? Yysnoyiy ELON

$1003 PUe[ATe]y ‘Bpseylsqd

914 S[[IAY20Y 0006

aouagieiu] Jomodury JO UOTSIAI]

Juetndoeaa(g §92IM0saY YJaH Jo neainyg
UOIJRIISTUTUIPY §82In089Y UITest]

aolaTeg UieoH 21ang

2IBJ[9A PUR UOTIEONDPH ‘Yi[eoH Jo juounreds( "§' () SUL

pue
80TH9 MNOSSI ‘A9 sesuey]
peoy 3utysiag 0Z¥&

*oUJ ‘UOTIRIVOSSY SaSINN UEDLIOUTY Y],

:£q Apyutol paredead sem 9] *se[oy pepuedxy I0] sasimN paioisiday Sunredard papiyua
‘Te-¥4 (HIN) ‘ou uorjesrqnd MAH woiy pafidwod ussq sey sweldoid Iauorrorid asinu JO ISI] STUT,



210 The Physician’s Assistant

SUIDIPAY JO [OOPS
SESURYIYV JO AJISIDATUL)

syjuow g 2INSUddI NY
J2UONINODIT 3SINN ILIVIDST
SVSNVIHY
aosuods 10 xafopdurs wioiy 79068 X1uaoyq
JuaT LoD ‘somrgeipad ul sdusliedxa PROY [12MOPIIA 158H S80T
snotaaxd fainsuad] N'Y ‘Sulsinu Jo 6867 x0g "0'd
syaaM 9T 100S PaJIPaIode Ue JO 2jenpeis) [eildsolj uBjlIRUIEG POOL)
83019088V 98NN JLDIpad
$91008 159} LDV ‘BUOZIIY JO
AISI9ATU]) JO SjUsIAAMbaX Jaaul 13168 uosony,
‘osinu ajenpeid se sousmadxo sxeel g aUIpajy pue Sursini Fo agao)
syuow g1 {[ooYas pajipaIdoe wody Ny suijoerg RUOZIIY JO AY1sIaAluf)
LBUOHIDLF 3SINN KJIWDT
VNOZIHV
£8748 wreysurmag
UInog sNusAY [juassg 6161
aouRInsul T xog
AIgRI] ‘uaIpiye JO Suisanu ur dusanyy Jo 100408
SYJUOUI g goualradXe ‘eureqeY Ul 9INSUADI] NY BUIBQR[Y JO AJISIAAIIN
. ABUONIIODL 9SNN JLDIPAd
VINVLEVIV
WoBoLT sjusanbay aounUY (opL faproads osanp) woidosd
Jo yjduat $sadppy 21018

{A119 pue “weibiosd ‘e1e1s Aq Ajlespeqeydpe pabueile) a1ea)y1M0) € paeMmyf el swelbold |



Appendix A 211

SYJUOUL 9§

IBOA T

syjuowt g1

stoj1enb g

Juaplsal aje)s faInsuadi] NY

pazosuods {aansusdl] NH

aouairadxe Fulsinu

AmunuIurod S1eoA g {9Insuaol Ny

2IMSULdI N

ZZTP6 O0siouRi] ues
SnssIeuIeJ PUE puodag

Fursany jo ooy
BIUIOJI[EY) JO AYISIOATI)
2IDIDOSSY ASUTIN [PUIBIDIT

$2006 So1e8UY SO
MUBAY ajuo’y 37 §EBOT
S30USIDE YJ[BAH 10} I8jua)
BIUIOJI[E]) JO AqISTeAUN)
AFUOINIIDLF BSNN KDY

91946 stae(g

gomoerg Apure, Jo quaurireda(

AUIDIPS JO [00TIS

RILIOJI[E)) JO AYSISATUN)
J2U0NNIDIF asnN LD

ZGIP6 00SPURL] UBG
SNSSEURRJ PUB PUOD2T
guismy jo jooy2g
BIULOJITED) JO A)ISIaATUN)
8] 0I00SSY 9SNN PIIYD
VINYOIITIVD

G0ZTL Ho0Yy BT
Jaax)g UBYIRIA 159M TOEY
soujeIpag Jo jusuryedacg



‘s Assistant

Sician

212 The Phy.

SUIUOUI 34Z

101degoead se

aATes 0] urISAUd WOAJ JUILI)UNIOD
Jo 1a119[ HuswAojdwa sousladxa
susiu o sead T ¢*5'g ‘9INSUIDI NYH

02608 f9aua(g
SMUAY Y316 §5eH Q0¥
ursinN jo [ooypg
OpeIO[O)) JO A)SIAAIU[]
JDUORLIODLT 24D YIIDOL] NPV
oavdo10D

€200 S9[BUY SO
" 1291)g 93818 YION 00BT
AUDIPIIY JO [OOYDG

syjuow g1 aga[o0 woy a9xdep ‘exnsuady] Ny BIUXOJI[EY) UABYINOG JO AYISI2AIUN)
1syu1oady asuny j00yog
£0Tg6 odalq ueg
199115 UOSIORDI( 1S9M CGF
JuapIsa a3e]s {ursainu omgerpad soljeIpag Jo Justujaedagg
ur read T I0/pue asInu yiesy onqnd SUDIPSY JO 100YOT
syjuow g ‘BIUTOII[E]) UI 8Insusdl] N BULIONI[E]) 3O AJISTDAIUL)
JBUORNODLT D3N ILLDIPAS
Arojueauy
A3ojoyoAsg BIUIOIIE) PUR LV
{dursanu ul ejgaIneRIdRyg
$99B01yI3eD Yjreay dLqnd PSEGE epUlT BUIOT
syuouw 9 feIuI0JINe] Ul 2ANSURD] N3 AJISTOATU[) BpUTT BWOT]
2}DIDOSSY 8NN JLyvIpad
WoLFod g Spuzttanmbayy aounyugy (amn1, £1o1oadg asunn) wolfosg
40 yrduag S52UpPY am)s




Appendix A 213

sguow ¢

syjuow

syjuow |

syoam

syjuowW §

AISAI[9DP pue
xoqe[ ur Ajgeragard ‘samgaisqo Ul
aousltodxe 1eaA T {oInsuadil NY

weagoxry duismy Vg

palpaiove N'IN
woIy sjenperd taansuadi] N

2Insud| N'Y

§ursanu Jo [00YDS PAFIPaIIIE WO}
#182171}400 10 BUro[dIp ‘eansuedl] N

jusurdordma Jo Justriumod
‘Jursanu Ul "g g {8ansusdI] N9

L000T uojsulysem
"MN ‘PROY 110A1959Y DOLE
Suisiny Jo [ooyag
A1SIBATU[] UMOSEI00E)
aJimpIA-2SnN
VIENNTOD 4O LOTELSIA

ZTT190 P1oyiaey
199115 qUIOOTOH T
SuIsInp pue JUDIPS Jo [00IRS
INDIPUUCY) JO AJISIAAIUL)
PIDID0SSY ASINN ILIDIPAT
LADILIANNOD

02208 *aaus(

MUY U3}g ISed 00TF

19913} [BOIPAJY OPEIOI0Y) JO ANISISATU[)
JOUOLIIIODIF 984NN 100YIG

02208 IsauaQ

amudAy Ylg I15BH D0EY

- BuisIny] Jo [ooyRs

OPBIOIOY) JO AJISIaAIUN
BRUNN 20D YOI 104Ny

02208 Isata(g

onusAy Ulg 158H 002¥

guismp] 10 100728

OpeIOIO)) JO ANSIDAIU()
BUORNODIJ 3SINN JLIIBIPAS



SUJUOUI 9

s1ajaenb g

SUjHour g

SyIuOuI g

fuUIsINU 30 [0OYDS PaJIpaIoIR
Ue wWoiy ajenpels farnsuadi] Ny

Sursanu a1 *g-g ‘eInsusol] Ny

Iosuods sirjerpad
‘8ursanu Jo [00OUDS PAJIPaIIIE
ue wroiy ajenpexsd foInsuadi Ny

gursznu oryerpad
Ul sousltadxa faInsusol] Ny

31909 03edryn

Aemyieg ssa1fuoy) 1soM EGLT
1aua]) [eO1pSIy 893N ig
JuenazAqsarg ysny
2JDIN0SSY ASMNN JLIDIPAT

08909 odeoiyD

8669 X0d 'O'd

duisanpny

PIYD-TEWw)B Jo justireda(
Sutsmy] jo efao)

stoul[[[ jo AyisIaArun)
A/IMPIWT-25.NN

21909 o3eoryp

Aemyreg ssa1duoc)) jsoM £GLT
19ua]) [BIIPSIA S94NT I8
JuensrLqsarg ysny

JVIVOSSY ISINN DIIPIPT
SIONITH

TOPEE Yyoraq WEd JS0M
aNUuaAY 55918107 QOZF
Suisanp Jo pooyog

adarjo) Iomunp yoeayg We

JBUONNIDIG F3NN DLQDIDE
Vdraod

2714 The Physician’s Assistant

WDIS04T spustuanbayy asubuy {81311, Ca1o10adg asanpy) wvafolg
Jo yp8uag ’ SS2.1pPY a1




Appendix A 215

SHuoOW ¥

ATapim
Pru ym
syjuow 97)
Syjuow g1

syjuow

syjuow §

AT

Jusurforduwia JO JuUa I ILIIOD

{juapisax 21e7s ¢BOIJO §,10300P X0
‘uonyniysuy ‘AousBe ue o1 pawangal puw
Aq pazosuods fourey Ul aINSUAN] N

fursinu ug eoualtadxa 1eak T
:A¥onjusy] Ul aAnsuadl] 10§ a[qIFa—NH

Juamrfoldurs yo jusuiImIuod fsomjerpad
AT0Je[NWE Uy sdUaLadXa faINsusd] N

Jusurdoldwas Jo JUAUFTWOD
songeipad Arojenquue Apqexayerd
‘sduanradxa sread g ‘eInsuedi] NY

INSUDI N'Y

201¥0 puepirog
J9a13g uysdneA g1t
WEeYIon-pueirog Je
auTRIy JO AJISIQAIUL)
IDIDOSSY DSUNN AHUTT
HNIVIA

QLLTY 12A0pUsm
‘U] ‘@01A1ag SuUISIN ID[UOLY
LOUORODIT BSINN KJIUDT PUD oJimPIY
AMDNENTA

BFEEs L3110 emof
aUIRIpapy pue Suisimy yo sfefon
BMO]T JO A}ISIaAiU(]
JBUOTIOBIT 254NN OLIDIPIS
VMOI

20597 sljodeuerpug

anuasy [ejide) YMoN 008T

gusinp jo oopg

As1eAun) BURIpU
IDIDOSSY B8N ILDIPAL

20Z9¥ siodeueipuy
193113 2390 096
[3IdsoH [e18Uar) £JUNOY) UCLIEIY
are)) yj[esy 107 S3nJYsUJ Jraxjsuagey
L2UONIIOVLF 25.4MN] KJ1UDT
VNVIANI



216 The Physician’s Assistant

souaMadxa [earulp

HONHN OHOE_H_.—mm
19913G PARYUIOH 3598 CCO
Buismp jo [ooyog

sgjuout ¢ Arojenquie jo sxeak g-g Ioyerd faansuedr N puelAIB[ JO £J15T0ALUl)
AFUOPIIVIT 2SINN 2.407) LIDUILLY
G0CTE srowmneg
juswLordua Jo Aemproig Y1xoN goc
JusUIIWOD [a1ed Axojenquue sorgeipad ur $30UADG YJEeH JO [0S
syjuonr soualradxa stk z fewoldip ‘amsusd Ny Aysaaarun) surydoy suyop
JBUORLODLT 3SINN ILDIPAT
ONVTAYVIN
§0T¥0 Puepiog
sursinu omgeIpad 10 yIeay ongnd 189118 Ynoweq 9
SYIUOUW F ul souapadxe 1eed T famsuadi] Ny aurey jo bmﬂmqu
AMIOSSY BSNN NDIPIF
0E£P0 BIsniny
OISl j9a131g 1B M G673
nsuo UOLNYEISUL J[NSU0)) “ouy ‘qusitidorena(] are)) [EOIpaly
LPUORIIIVAG 2SIN KJIUDT
wLFodg Spustianbayy asuvuy (3141, Aypo192dg asinpy) woidoug
Jo yp3usT $S3PPY 3}ng




Appendix A 217

SYJUOUIL g

SJUoW 9

syuow

SYJUOW §

syuow ¥

Jojuawr wersAyd
¢ A10jueaul AfojoydAsg BILIOFI(e)

‘aoustadxa Buisinu sIgak 7 ‘Sursimu jo

[0oyos woly ewoldIp ‘amsuadi] N'H

2InSUA1] N

souaradxa ajenpeagisod
‘aaxfop Sursanu ‘arnsusol] N

jusojdure

JO JuauwuEoD $(UIPIIYD YIIm
Bursrom sapnjoul) souamadxa mak T
{[O0UDS PaJIPaIdde UE WOIl N'H

quamAo[durs JO JUaUIIIIOD

‘Bunyjes Aroje[nquue ui aouawadxa t9aagdap

areaIneeadeq ‘ewojdip (aINSUadI NY

ggpag stiodeauurpy

Burping rerowaly 048] GGET

BJOSIUUIA JO ANSISATU()

YI[B3H dlqnd Jo [ooydg
2MOOSSY 3SINN NPV

g9%qg siodesuulpy
Suipning [ewowaly okel ggeT
Iesy 2Iqng jo joordg
BIOSOUUILA JO AJISTIALUN)
AVI0SSY YHOIH NPy
VILOSHNNIN

T0Z8¥ onaQ

usiqneaqd 1068

UBSIUDIEY JO BjIdsO1] S, usaIplIyD
LPUOLIIIDLT BSINN HLDIPBT

POT8F 1091V uuy
jesn)g sulBYIE]) QGET
gusmp jo ooy
ueBIPI JO AJISIAAIUD
LPUONRIDIT FSINN ILIDIDO
NVOIHIIN

$11Z0 uojsog
1231)g UoaT TT
ursanp jo 888D
AYISTIAAIU[) UTAISLAYIION
2IDID0SSY DSINN ILIDIPAT
SLLASNHOVSSVIL



218 The Physician’s Assistant

91268 uosyoer

19813§ 29eiS YHMON 0055

JIAIN ‘THO SoIeUAD)-So[}aIsqQ Jo Juswedaq

‘Bursinu aouaitadxs 1ok T I9juaD [BOIPaly

syjuomr Z1 ‘ojraInerROOR f0INSUad] NH 1ddississIg 30 £)1STaATH])
afImMpI-a8.npy

9TZ6¢ uosyoep

3833 9elg YMON 0082

S21118ULN-50113815q ) Jo Juaujaeda(q

JuatnAordura I2)us)) [eSIPay

SIUoW g JO JUSUIUIUIOD {9INSUII] Ny 1ddrssisstpy Jo A)IsIaArup)
JUOIIIODIF B8N SUILUD]F Kjnung

IddISSISSTIN

T06GS 1935810y

"M°S “19eX1S 98110 00T

uonepunog ofep

syjuou 9 rwodIp faInsuaol] NY sureadord a0uslog pajePy YIear]
VIN0SSY BSNN JLIDIPAF

1sa19]ul [RUON}EIOA Buol)s GG¥a¢ sijodeauury

TdININ ‘Axojuasur Ayieuosied BIWIOJIE) Aurpping feowafy oAe|] GEET

‘Susinu eaoissajoad sousnradxe sieas g Iresy 2qng jo [coy2s

SHIUOW § ‘Sursanu ui sa138p adaljoo ‘exnsuadi] NI BJOSBUUI JO A3ISIAATU}
(Funuipg) appainnpaongysod)
25NN 2400 YIDIE PHYY Lioppinquiy

w0l spuawannbay saunuy (3L L3p1oads asunpy) wividold
Jo ypsuag ss2.ppy mg




Appendix A 219

syjuowt 78

syjuow g

syjuowt g

uopmnsul
[nsuos

UOINISU
Jpnsucy)

Sursanu
oujerpad U1 eousiadxe feansuad N

juswrsoduia
JO JUI) IO {3XNSUIdI N'H

sougerpad ul sousttadxa Julsinu
fatpaine[eddeq ‘aInsuadil N

uOoHININSUL [1SUO))

uonNIISUI 3[ASU0)

0TTg9 sInoT 18

SNUIAY JO0G 9GFF

AURIPII JO [00728

AtIsIeAIU) UOISUIYSEM
LFUORIIIDLT BSLTN JLIDIDOT

0g1g9 Mo "1

preas[nod puezq S9¥1

[eNdsol] [EMOWS UOUUS[L) [BUIPIR)
JBUORIIODAT OS] ILIDIDIT

80TF9 A1) sesuey]

peoy wey(y e Y13

[en1dsoy A9Ia[y S, USIPIIYD YL
IVID0SSY BSMNN JLUBIDAT

$0TE9 SIMO'Y 1§

pIessnog puern) ynog T0¥T

. uoIssajoly YIEIH

PaIIY pue SuIsIN JO [00YOg

Ayisteatup) SOt “Ig
aJimpip-asiny

T0gg9 eIqunio
AUDIPeIY JO jooyag
LNOSSIA JO AISI9ATUN
AJUORFOVIT aSINN LHWD,T
THNOSSIN



220 The Physician’s Assistant

Ieak T

syjuow g1

syjuour

syjucw g

arosuods feansuaot
MIN

99139p 9JBAINE[EIIR] $AINSUA] N

aoualIadxa
gusanu pgd ¢ gq ‘aInsuad] N

xo0jdaoaad se aares 0] ueIsAyd
oI JUSUIIUIOD {3INSUd] NI

TS00T 10X mayN
ANUAAY HX0X 0ZET
Suisnp Jo jooyog
Te1dsSOH H10X MmaN ANSTaALUf) [[BUI0D
JBUONIIODIT BSINN AJITUDT
MHOA MEN

74880 Azmeqeosig

TOT X094 "O'd

Aas1ap maN Jo

Ans1jua(g pue aupIpagy Jo 380D

) pue JuisanN Jo afsqon stagmy
JAUOIIIODLT 25NN OMITIPDG

6L0L0 83ue1) ymog
duisinp jo joovpg
Ajistaaun) {TeH uojag
2IDIDOSSY ISANN ILDIPFT
ATSHAC MEN

GT1L69 uetazoyg
Suisiy jo [oousyg
AJISTAATU[) 898)S BUBJUORY
ABUORROVLT YHVBE Lung
VNV.INOW

winafoudg
4o yyuag

spuawa.nnbay axupug

(81311, Kyvtoads as.unpT) wvaSoLg
ssalppy 2j038




Appendix A 221

JusurAoduia Jo JUIUINUUICD
‘Busanu y)reay orgnd 1o owgerped w
syjuow souslIadxa {YIox MaN Ul aansuedl] Ny

TdD
19yoea] 10 asInu sB sdusiradxa 18ak T

sqjuow 9 ‘YA0 X MON UL 2INSUsII NI

VS
‘edusLiadxe duismu feuoissajoid real |

sjuomt g IO X MBN UI DINSUID NY

weidoxd Bururery s

ui ayexadoo? nix oym urIsAyd e

U144 UOIIBIOQE[[0D JO 90UaPIAS ‘9[0T

Iauorjijoead asInu e ul JusmAojdua

Jo a0usplas ‘aousadxae Buisinu

Arojeinque 1o jusiedur (Suisinu

SYJuouI § ur swopdip o vsidap faansuadi] N

¥1e¥1 oreynyg

1e8l1g UIelq GEFE

guisinp J0 100108

HIOZ Mo JO AJISIBATUN) 398G
DIVOSSY SINN OLYDIPaS

£0TTT udHooig
anuaAY UOSYIe[D OCF
suolssejol] paje[ay yifesy Jo ofaqion
JI0Z MON JO AjISIaaluf) aje)g
{wniFoad s tapspr3sod) afimprp-osinN

£0ZTT uipyoorg

SNUAAY UOSHIBL) OGF

Iajua) [ROIPAJY 298ISUMO(]

$UOJssaj01g PoIReY YiEBal Jo adaqon

HIOX MIN JO AMNSIDAIU 9IBIS
afimpi-asany

GVITT 18)seydoy

‘PATH UapPUSIIHD 095

gusmy jo [ooydsg

1315300y JO AJISISATU[)}
JBUOTIIDIF ISINNT [P



222 The Physician’s Assistant

anuaAy AJSI2ATU) 09T
AUNIPa [roIsunuo) Jo Juswureda(]

syjuowz g ewo[dip 1o aa1dap faansuadi] Ny vloqeq] YMoN Jo A)Isiaarun
LBUOYNIDLT 2SINN Ljung
VLOAVJI HLYON
¥1GLT IH 1odeyp
Suisiny Jo jooysy
syjuow gy Ju2pISal 91B]S {BINSUADI N BUIOIE) YJION JO AJ1STaAlul)
LFUOTIIODI ] 2SANNT AJIUUDT
VNITOYVD HLUON
02971 123sa1p0y
sorxyerpad ul paeAs[nog uapuaiiin) 00g
JuswLopdws fapox 1suonpoed asinu e ur fusInp Jo [ooyog
SYjuowW ¥ JuawrAo[dura 3o s0USPIAS {BINSUII] N'Y I9)59UD0Y] JO AJISILATUN
LFUOL[IVIT SINN ILIDIPAS
TO¥0T xuoxg
sotxyerped ur Ajqeiagaxd peoy Iajsaypiseqy pue Aemyieg Weyd g
syjuow ¥ ‘sousiradxa uisini 1gak T ‘aansuso Ny Ioyua) pepdsoy edpmungy xuorg
JBUCNODLT SINN OLUDIPIS
UOljBUIUIEXS 2dUBpINS TZ00T JI0K MaN
pue Suisinusad NN Syusrireda( yieel] AMUIAY HYI0X 0ZET
£910) W10 % MapN Aq asanu yireay anqnd se suisinp jo jooyog
syjuowt g1 pafodwe (10X mapN Ul aInSUIDI NY [e31dsol 310X MmaN AJISIeAIUq) [[aUI0N)
ADIDOSSY BSINN NVIPAS
wmsolg - Spuswanbay adupUg {81 K1pproads asunpy) woifolg
do ypuay $S2UPPY AmMs




Appendix A 223

syjuow O

SYYUOW %5

SUIuOW §

sgyuowt ¥

so1xjeIpad jearuId
ul souswadXs steek g (BUISInU Uy
22189p 9JBINE[EIVE( (INSUBII[ N'Y

BIIOYRR{D Ul
Yosuods a1geipad taansusdi] NY

funyes Arojenqure ur juswioidie
{Jooyos pasordde NN woy
ewro[dip 10 s9x3ap feansuadl] N

aInsuaol N'H

£1%9T Udmasiag
FursIn pue auIpsy Jo [00Y2g
y3ings)lg Jo AjIsIaArug)
JOUONIODLT ISINN NLDIPAS
VINVATASNNAL

ZITPL BSINL
190198 UIGT I8¢ 919%
Juaunreda(] YEeH Ajunod—AgL) esng,
2IDID0SSY ISUNN jeoyog—-oLmbed
VWOHVTIO

02es¥ euupumy
AMUBAY UOIHID LTE8
SoIXjRIpag o Juawreda(]
[etdsof] ugjireuleg poon
I MIOSSY ISINN NYDPIT

90T¥¥ PUB[AI[)
peoy uolBUIIY 1218
dusinN Jo
Tooyog uojjof suled SouLL]
A91STI9ATUY) 2ATISEY UIDISap ase))
JAUOYNIDLT ISINN APUDT
OIHO

TOGBS SHAOL PUBLY
anuaAY AJIsI2AIU() 09T



224 The Physician’s Assistant

syjuour g

s}99M OF

syjuowt g1

syjuout g

Fuisinu ur
sousmadxa sagak g ‘jooyss paroxdde
NN woay ajenpead feansuaai NI

Fuisinu Ul 9918ap Vg ‘Insusdi] NY

aoualadxe saeak g faInsuadi] N§

quatmiordwa
JO JUBUIHUENOD {a1ed AJIUIIajeid
ul sousiIad®a sTRaA g (aInsuadl] NH

80718 oIlAvseN
UHION 9nusAy UIZT G00T
afafioD TeaIpafy Arteyaly
JBUORLIDL SN M10IPed

£018¢ sydusiy
ANUIAY UOSIPEI §L8
gursinp Jo aga[[0)
gassouua], Jo AYSI9ATUN)
21DIDOSSY 28NN I3 OIPad

£0TLE dAUsEN
Inog anueay STE
Buisiny] jo 100y
AJISILATU[) JIGIaPUEA
JDUOYNIIDAT 2SINN AJUDT
THSSHNNHL

08600 SIYSIOY eurede)
AIayIMpPIN-85ANN] O [00Y2G
[eIdsOH JOLSI AYSISAIUN

aJInPIpy-o8InN
O0IY OLddANd

WOLFOL]
Jo yduag

sjuawanbayy aoupusg

(21T, £10120dg 2s4nN) WDISOLT
sSalppy Cry




Appendix A 225

syjuout 16

SyaaM T

syjuour §

SIBdA T

BIUISIIA UT I2uolNoeId

asINU S [[1y 01 uonsod sey ‘asinos
181Saiyal usye] SeY 10 SIga4 G 1SB[ UIYHM
Suisinu paongoerd A[pangoe yuapises a)e)s
‘ared Arewaud Jo sousliadxe 1wak |
‘BIMISAIA ur eo1porId 01 pasusdI] NY

adlio, Iy

S0 UMM AP 2AI10R U0 3q SN
‘(somyerpad uy 180k T) NY Ateyipw
Se 30UILIBdXe SIEak g ‘oansuadI] Ny

Buryyas a1e0 Y[eay pyo
Aroje[nqure U sauaLIedXe {amsuad Ny

susmu ul g g ‘posusil] Ny

6138 puomuyory

122115 prOI{ 1589 OZGT

gusmp jo jooydsg

AISIBATU) [I[R2MUOWITIOY) BIURIA
FUORLIOVIT 2S4AN Ky

VINIDHIA

98g8.L ooy ueg

44V puepoey

[TeH PO

12ua)) TedIpa AVSI
JDUOCHIIOVIT 2SN DMIDIPST

0GGLL Rojsasen

Iy @8pliuayoerg

gusiny Jo [ooyog

SEX8, JO ANSISAIUN
DUONIIODLT BSINN L DIPES

£2e9. se[req
pIeAs[nog seuly ALeH $Zec

Are5mg Jo jusurizeda(y
[0OT2G [eMIpay
uIa)saMyInNog
SEX3], JO A)IsxaArup)
(patniut £yowaay;
a1} Jo aupo up) psymioads oy
SVXHL



226 The Physician‘s Assistant

syjuom (7

syjuow g

syjuou §

SyJuou ¢

Suisinu suyerped ug
souskadxa feuro[dip farnsuwdI] NY

Iosuods ueroisAyd
taousitadxe yIoM faansuadl] Ny

aanoead Suisinu
oujerpad steak g-f faansusor] NY

souaiadxe s1eas ¢ ‘euroldip aInsuedy] NY

§099% UumojuesIoN
Suismy jo [ooypg
I3Ua)) [eNpay
AYISTOAY) BIUIBAIA IS0 M
PIDIIOSSY FSINN ILYDIPIF
VINIDHIA LSHM

S0T86 3Nees
Buiping s90UBG Y)Jeal]
susiny] jo [ooyag
uorgurysep Jo AJSIaAmI)
LOUOHRODIF BSINN SLIDIPSF
NOILONIHSVM

T06CE 2111459130 R L)
duip(ing poafa
gusmpy jo [oopg
BIUISIIA JO AyIstaayuf)
upronayy asinN Ngvped

T06G¢ IitAsaormRyD
SUPIPIY JO [oODY
BIUIBIIA JO A)ISI0ATUf)
(a.00 Juaosajopn
DUD JINPY) J2UOHNIDLT ISINN

wnsoLF
do yriuag

spuswannbay souvLyusg

{211, £3pp1oady asinyN ) winidolg
ssaLppy 21018




Appendix A 227

SN dUIRIUIASY

"d'N Teoldmg-{eotpapy
q49 *O’N PIIUO-Arueg 185498 adwag,
INSUII NY 9SINY] YI[BaH [BJULR ANUNTITUC) Suistny Jo afa1[0D
§19]50WIaS § sursanu ug g *d'N UIEaH Ajunuauo)) AJ1sI9ATUN) 918G BUOZIFY
VNOZIHY
“d’N uoneNIqeyay
"O'N oIl dsy
"d’N 2M)eIpag
“d"N [Bo13Ig-[2o1pa]] £679¢ ureydunuig
159, sa1doTeuy (I 'd'N [euiajepy INog ‘enuaAy Yusssy 6T6T ‘T Xog
SINSUIDI] N d°N UlBoH Ajunuruion) Fuisanp Jo jooyog
staqenb ¥ susinu w ‘g ')’ N XB[MISBAOIPIED BUIBqETY JO AJISI9ATUN)
YINVAVTV
WOLFOLT spuswainbayy (a111, puonndnoag) $S2IPPY
Jo yi8uag aounuyg uonDUaduoy) jo vaty g
{Ano pue aye1s Aq Ajjeaniageydie pabueiie) Buisiny ul eaifiaq s,da)sepy e piemy Jey3 swelboy
Isuonpoesd Afiure] 1o ‘Tauonijoerd [e1aual
‘wetonjerpad e yjia pajjoIua aq Jsnw 90LESG UOSIPEW
~ fesinu se adualtadxa ek T ‘ajejs Je9x)g ayer]
SYIUOUE 349 Juaoer(pe X0 UISUOISTA U] 3INSULDI] N UOISHIXT—USUOISIM JO KISAATUN

(D3} umosLyd) a3p100SSY ISUNN

NISNODSIM



228 The Physician’s Assistant

ASINN JIEenPAS

yrepy Jarddoq OJIMPIIN-9STON
‘359, SAIFOTBUY ASTIIN asInN [eAN31ng-[BIIPa PGEE6 BPULT BUIOT]
IMSUAN] NY asImp PLYS-[EUIaey guisinp jo [ooyog
s1ajaenb ¢ Bursanu ur ‘g g SINYN] [IesH AUNwWo) A1ISI9AIU) CPULT CUIOT
juedijdde
Aq pajoajss eaxe
[ed1Uul® Ui UOTJRUNUEXd
UO1SSas aastagardurod NIN
Jawuans T q4D 0TLE6 ousaly
pue aINSUaN Ny UOTNHESUIL FNSUOD Fugsanp Jo Jusurjredacg
$19j58U1as fugsanu ur ‘g g ‘pasiaal Suraq WINNILLINS} afa[[on a1e)g ousaL]
2€006 saeduy S0
TUD AL ABS[10D #9915 TSTS
aInsuadl N'H SN PIUYD dusany Jo jusunredaq
szapenb y Swismu ur g'g 8§°N NPV afaqiop aye)g BIUIONIED
VINHOATIVD
"0°N YHEIH [JUaN-OLIeIyD Asq
‘O°N s1jelpad
J4D "0’ N [e0181ng-[B1paJy T&LG8 uoson,
aInsuadI] N **N UIOqMaN pue [Bla)ey duisanpn Jo a8s[1eD
SUJUoW g1 uisinu w1 *g'g *O°'N UieaH Ajlunuiuioy) BUOZINY JO AMSIBAIUN
woLdog sjuztiannbay {3132 I tpuonndnaag) SSaUPPV
4o y18usy FouUBLUT uonnUaUGH Jfo nauy 08




Appendix A 229

SIojsauIas ¥

SIBsA Z IO T

sta3tenb ¢

sxajxenb
gi0¢

q4D
aINSULdI N'H

aga[joo pajpaIdde
ue Uoay sjesine[easeqg

q4o
2INSUIN N'H

Sumsanu ur gg

qHYH
aInsuadij Ny

Juisinu ur ‘g g

aINsusoI] Nq
Sursanu ur -g'g

AJLMPI-9SINN
*§°D WHRRH oHeng
*§°0 OTBIY2ASY
'S0 oleIpag
d'N Aueg

‘0°N U3ESH [BIUSIA-0MRIydAS]
"' N Te213Ing-1eoIpajy

O'N PID-Teuzagey

0N UjesH AjunuIuio)

O'N UNESH [BIUS-omjelyoAsg
ASINN] [BIIBING-[BIIPAIN

'§'N'D PIID-Teuza) ey

"D'N UiEsH Aluniuwo))

"O'N WEOH [BIUI-OMIBIYDASy
asINN [ooUdg

9SINN YJ[esH Slqng

"d'N dH3RIpag

"O'N TeaH321840

asimp jeolfing-[eoIpay

SN PIUD-TeUINREY

9sInN Y3[eoH [ejusy AjIunwuio))

01990 UaARH MaN
jeani§ yInog gg
gursanN jo [ooyog
AJIsIaATUq) S[RX
LODILIANNOD

0¢c08 Ieauag

Isjua)) TedIpafAf

aNUAAY U6 158 00TF

susInp Jo 00108

OpPRIOIO) JO AISIAAIUN
0av4a0100o

ZZI¥ 6 00S10URL] Ues
Fuisanp Jo [ooyog
BIWIOJI[E) JO AJISIOATUN)

$2006 sefeduy so]
anusAy 9Ju0) 3 §880T
fUSINN JO JooY§
BIUIOJE]) JO A)ISTaATUf)



230 The Physician’s Assistant

0N WiesH 21dnd

UONEUHUBXY 251NN 0N oyeruR A5 ‘$EL08 BURpY

aenpel) NIN—V Ueld ‘O°N LOEIpS g BuisInN jo [00Y0S

aInsuadll N )’ N [E913InS-TeoIpay Jnipoop BosEpOY (BN

siajenb ¥ fuisnu uit ‘g'g oy N AfuIage AyIs1aAIu) Aroury
YVIDYO0ID

*0°N UesH [BIUSI-21IeIyaAsg T092g aasauien

q95 ‘O°N 2HleIpag Sutsmp Jo adeqo)

InsuadI Ny *O°N eoIRmg-E2Ipey Iajus) yIresy 19[[IN "H'L

siojrenb ¥ guisanu ur g g O'N PIIUD-TeUI] By BPHOLJ JO ANSIFANIN
VAId0Td

"0"N U3EeoH [eIusIN-OUjBIyRAS]

O N [eN3mg-[ed1pa]y LT00Z uojduigsem

189, $a180TBUY IB[IN "O'N Jueyul-[euIa)eyy g N ‘enuesy puegooid 0088

S19)591135 2Insuadi N§ 0 N UIESH AUnuimion) Suisp jo 1ooysg

¢ sursinu ur 'g'g "N TB[NOSeAOIpIED) BOMAWIY JO AJISIQANUL) M[OY)ED)
_ VIEWNTOO 40 LOTHLSIA
qH4D 0N PIUD-TeUX) BN TTLET HIeMaN

sIBak 2InSuSI] N9 Isieadg Sursimp yo adafron

dlwapede g Susanu u1 "g g Iesy ANUnumo areme(a(] Jo AsI8ATUN
HJYVMAVTIA

WDIFOLF spuawtannbayy (a1, pouonwdnoz0) SSaIpPPY

Jo yjsuat aaunuy uonnUIIUOY JO Doy amg




Appendix A 231

qHY5 "O'N WIEsH TeIUaA-011eIyd Asg 0¥239 A3 Mol

AINSU3 Ny "N [eolfmg-reopap fgursm Jo adafen

ST94SaUIas ¢ Jusmu ut "g g ‘SN PIIUD BMO] JO ANSIBATUN
YVMA0I

uoIssas 2029% sijodeuripuy

JauEwns T "HYD 133135 URBIYIY 159 ZETT

pue AINSUIN NY Susinp Jo jooydg

SI9}SoWas Suisinu u1 ‘g'g *§'D WHEBIH [BIUSIA-O1geIyoAS ] AisT0ATUN) BURIPU]
VNVIONI

Gg909 03edry)

158, seldoeuy AN MUBAY JIed [B1)UI) PURB PIGOT

3INSUIR] N4 fuismp yo jooyog

S199S9WIaS Suistau ui "gyg *0'N Yol [BIUa-0LBIYDAS] age[[o)) T81AvY juUmRS

9909 o3wd1yD

J49 PeOY ueplayg YIXON G769

aInsuad] Nyg Bursinp jo [ooyog

STuowW AT Suisinu ul '§'g ‘S'N IMpY ofeatyp Jo Ls1oAmy) wjofo]
SIONITT

63896 nnjouoy

q190 EW 241, 829%

2INSUII] N'Y 0N YieaH TeiUal-oM)BIy2AS] Suismy Jo jooydg

SIa)SaUIas P , guisinu u ‘g'g 'O°N [BN3Ing-edipap eMBE] JO AYISTaAluf)

IIVMVH



232 The Physician’s Assistant

"0° N YiTESH [PIUR-2 1 eIyoAS
"§0 9180 AAUNQISI AYEIP]

LOTZ0 [ItH nuiseuy

T asan Teol3ING-Ted PRI ANUBAY Y}HEaMUOUWINo) OFT

2ENSudN| NY Q') 9IBD) SAIINQIISI(T AJHLI eI Buisinp jo [coysg

s1eak 7 guismu ur 'g'g aSINN YHBOH AjrunuIwior) agaon uoysoyg

"O'N uoljeliiqeysy

"0° N YH[B9H [BJUs]-oMIRIydAsg STEG0 uojsog

1891, Sa1dofeuy IS *0°N [eo1BIng-Tealpay ANUAAY YHEIMUOWIWOD GEO

AINSUNI] NY N PHUD-TEWRIE duisanN jo 100128

SIajsolues ¢ fwisinu uj ‘g°g 0N UiesH AJunuuio)) A1sxeatu) uojsog

189, se1doeuy 200T0 JstoquIy

sagak IO 10 HHD *D’N U3eaH [EJUoIN-OlIRIYdAS] SusmN Jo (001G

JTUIAPEIE § Juismu ui ‘g "N [B913ING-TR2IPaN $119SnYORSSETA JO AISTOATU[)
SLLHSNHOVSSVIA

Q0ZTE drowneq

. Jea0)g JIOM YMON GT9

uonminsul YJ[esH d1qng pue ausldA] Jo [00yds

NS0y uernjIysul J[nSUc) AJLMPIIN-SSINN Ayszeamup swydoy suyop

"0’ N OLJRIYDAS g

"0'N PIYQ-dMRIYOASg T0ZTg d0wiyreq

*O"N Ted13ng-[ed1paj jea1g prequuioT 1saM GG9

$19)59WI8S 2ANSUIN NH - *'N PIIUD-Teuxa e Sursan)y jo jooyog

yiog Bujsinu ur "g'q *0°N UI[E9H £Unuuio) pUB[ATEIY JO AJISTOATU()
. ONVIAYVI

WoLF0AF spuawtadnbay (3131, jpuoypdnoa()) SSaUPPY

Jo ypguag ouDLUIT uonLUIIUOY JO DALY a1ms




Appendix A 233

UOISEas
Iaurwms |
$19159UL3S §

sread g

szayenb g

stajxenb g

sIRaA
DIHAPEIE T

159.], SaIfoeUY IS
aINSUadI] N'H
gustnu uy g'q

sotrjerped (euornylsul

X0 ‘2180 PIYD ArojeMmgure
‘uisinu yieey

afgqnd eouattadxa 182k T

is9], sa1Bo[euy Jaf|Iy

aImsusoI] NY

guisinu ul "g'g

aInsuadl] Ny
Swistnu ut 'g°g

0]
nsuaN N
fwisinu v *g'g

159, SaIBO[eUY o[
2INSuADI Ny
guisanu u1 ‘g'g

'$"0"N Tealdmg-[eo1pay
*§°0°N W0 MaN-Teuiajey
‘S'O'N PITUD

'§°0°N TeINISeAOIpIED

“¥* N oljeIpag
"S'N Arueg
‘d’N 1Inpy

*0)'N dUGRIUDASY
SJLMPIN-9sINN
*I'N QIRaH Jnpy

‘80N deIgRAsg
"§TO°N [e018Ing-[eaIpafy
‘§'O°N AjuIageiy

"O'N WesH

‘STO°N PIIUD

g0 ArpeIyadsg npy

"§'N"D dHRIUDAS
"S'N'D [ed13nG-[eo1pay

FOTEQ SmoT "1§

PIesa[og pueiy) Ymog TO3T

SUOISSaJoI YI[esy

PoIY pue N—H_Eﬂ—z Jo [ooyog

AqIsTaATUN) STMOT 18
TdNOSSIN

§G74S siodeeuuy

Suipyng euowWs[y OAR 7T
3esH dMqngd o [ootpg
BJOSIUUIN JO AJISIoATUf)

GGHeq sifodesuuiy

Susmpy jo [ooyog

BJOSSUULI JO A)Is10ATUN)
VILOSENNIN

30887 Mozeq

SNUBAY $58) 1,886
Sursanp yo ageqiop
AyisT0AUN) 878G UM

y018¥ foq1y uuy

jeoI)g UMBIIR) GGET

Suisinp Jo 100ydg

UBBWIIN JO AYsIaATUf)
NVOIHOIN



‘s Assistant

sician

234 The Phy:

2Insuad] Ng

£0680 Holmsunig maN
sndwen) syyflay £isasaln
weliol] ajenpein

A9513p MaN JO AJISIBAlUn

SI9)59WIDS T Buisinu uy g'g ‘§'N"D SRy Asg ayB)g Ay, ‘AYsTaAN] STAEINY
ATSHMHI MHN
GOT89 eyewQ
Koma(] pue puzy
THO Suismp o afal[on
aansusdI NH SN QHIRIY2 ASg Aajua)) [eOIPay
SI3)Saas @ gurstnu u1 ‘g°g ‘S° N0 Teo1FIng-1ed1paly BYSBIQAN JO KJISIaATUN)
VISVHHAN
'S0 YEeH 2Hqnd
'S0 dMgRIURASy
‘g0 dlgeIpag
'8'0 [eoIpa .
HED ‘S0 [euIaeiy G1..6% UeWazZog
aInsusdI] N g7y uoneliqe sy pue ssaufiy uoIy) Buisiny] jo [ooyog
s1aqaenb g aa13ap aeaInE[EIYRY *§'0y Arojeardsay pue oBIpIED AJISI9ATUY) 9)R)S BUBIUOTY
VNV.INOW
T0g49 Bqun[on
Burp[ing seousiog [eApay
uoynNIIsul duisimy] jo [ooygog
Jmsuod uonnjnsul Jsuos UBRIUID LINOSSIJA JO ANSIBALUN)
woLdoid sjugwainbay {31317, ipucypdnoo) SSaUPPY
Jo y18usy aounuy uonLIUIIUOD JO DALY g




Appendix A 235

$I915aMAS

SI2)S9WIas §

sIeak
anwapeoe 7

SIa)sanlas g

UOIYeUNUBXS
ajenpery) NIN—-J Ueld
amnsuadi] N
guisinu ur “g'g

qyqo
NSUSY NY
gugsinu ur 'g'g

159,J, se18o[euy IS
UOTJBUIUERXA] SSINN

ajenper) NIN—-V Ueld

aInsuadI N

gursmu ur "g'g

INSu3dI| N
dusmu w1 'g'g

"O°N uonjelnqeysy

“O'N YMESH olgng

"D°N WIeSH [BJUSJ-0MRIoAsq
"O'N PITYD-juazeg

"O'N Augeigodsd PIUD

"0°'N Adojoyjed-reosAqdorg

"0" N Y3TeaH] [BIUIy-oLIeIydASg

"§'ND OHRIYDAS]
"§°ND [eoling-[ed1pajy

"0°N uonejiqeysy
0N eIy sy

‘O N UITedH [euiajefy
*)'N WIEsH A Unuo;)
‘O'N WITesH plIYyD

"O'N Uireay Hnpv

£000T 110X MaN

arenbg uojduryse i
uoreINpy asMp Jo UOISIAI(]
AJISTRATUN) HIOK MAN]

TE00T HI0X MaN

AnUdAY HIBJ G569

dusIny Jjo [oouasg

HI0Z MBN JO AJISTOATUN)
£310 94y, Jo 288}i0)) I8JUNH

0SSTT Pue[s[ SuoT]

£31D uspren
Susmpy jo jooyog
Aysteatup) WdEpY

FARA AN 1k

8[A1I) UOMON 11

Surpping $0UsG YI[esH
Susmp jo [ooyog

opEyng je

HIOXK #aN JO AJIsieAll[] a18lg
HEOA MAN



236 The Physician‘s Assistant

159, selfofeuy I8N
ANSUAI NH

SEI)SOUWAS F Huisimu ur ‘g g

q24D
2INSULI NY

$13)591UAS § Buisinu Ul "g'g

"0"N [EABG-[IPI

UBIOIUID OLRIYDAS]
UBIDTUI[) [@OIZING-[edIPaIy
0N WITedH Aftureq

OLZET asnoerAg
ANUIAY WNSO 9TF
SuisanN jo [ooyag
£91SI2ATU[) BSNIBIAG

029¥T 19)s9yp0yg

Susmp Jo jusunaedaq

ATJSTJUa(] PUR SUIDIPI JO [00YDS
191591207y JO ANSISAIUN)

0LSOT oMrajueseajq
peoy piojpad T98

HYD BusInp Jo (002G jenpery

sieak g gusinu ot ‘'g'g ‘d'N Anweg AjIsI3Atuf) aveg

GE00T 10X MeN

J09118 UIZOT I59M BE9

12]u9)) [eOTPa]

uBLI3)AqSatI-RIqUIN[OY)

1591, Sa130TRUY (M 9UPIPAA Jo Aoeg

souairadxa duisinu Suisy Jo juamireda(g

Teotga)sqo Ieak T AxoFIApIA pue JuisInN

AINSUINDI NY Apuzaqepy ut wexdorg syenpeis)

sjuowt 7T gursanu ur "g'g AJIMPIA-3SINN AISI9ATU) RIQUINGOD)

wofolg spuawa.nbayr (a1, pruonvdnazg) SSaUDPY

fo yrduag FoUDLUL UODLUBIUCY JO DALY Rns




Appendix A 237

s1a)1enb g

s1agsenb g-g

S13)59UUas §

uoIssas
Jawwns |
S19)59WAS g

SIa)soulas ¥

UONBULIIRXS SINN
afenpetdy N'IN—V Ue[g
359[, Sa1do[euY I9((IA
aInNsuadl] Ny
dusinu w 'g'g

aImsuadI] NM
Sursinu ur ‘g g

1531, sa180[eUY II[LH
2INSUAI NY
Juisanu ut 'g°g

q4D
2ansuadI] N

Sursanu w1 g'g

aINSUadI| NI
Buisinu ur ‘g g

"0°'N 1ed131ng-Ted1pay
‘0N [E21d0][0ju0IaY)
*0"N eIy Asg pIIyd
0N 2RIy Asg 3npy

S YIRS [elUay-o eIy Asg

'S'D duBIpag
"S°0 [eIBINgG-[edIpay]

*°'N ydesH anqng
0’ N d13RIgD A5
0" N dHIeIpag
' N [ed1pay

O°N &1urs)ep

‘O'N WiBeH 21qng

"0°N yHeay snqng
"0’ N orerypAsq

"0’ N dMyepag

"0°N [e21393590

"0’ N [e21Ng-[e21paly
"0°'N PIIUD-Teutagepy

6 TGS Heuunul)

joanlg aUlA OTTE

yI[eay pue swismy jo adayion
TRUUIIUL) JO ANSISATUN

0EBEY snqumjod
SNUBAY TION 68491
fuisimy] jo [ooydg
Aisxaalu() aje]g OHIQ

90T PuB[ass[)

peoy uolBulqy 1g1g

Sutsin)g yo jooyog

uojjog aukeJ seouery

£3IsT0AIU[) BAT85PY UIISap ase)
OIHO

¥IQLE II'H [adeqD

Sursiny

y3[eaH a1quq jo juauryreds(q
Y3[eaf 21[qnd jo [ooydg
BuIjoIe)) YUON Jo AJISISAIUN

$I9LT IH pdey)

FusINN Jo jooyag

BUI[OIR) YUON JO LJISTaATU[)
VNITOUVD HLEON



238 The Physician’s Assistant

F0g9L uciua(g

SUOIEsas *O°'N U3EaH] [BIUS-OLeIyo &S] uonels NML

fawuns g "0°N [BolBINg-TeaIpay 9208¢ xod

pue SINSUIN NY "O'N Pl [BUAa)BIN Sursmp jo ada[[o)

$191S2UIAS g Suisiu ut 'g'g *O'N UiEeeH Ajrunuutor) AYISIBATU[) S UBTUOM SEX3T,
SVXHL

jsifervads IBSEH Temy

jsieoadg yieay Aqurey 2089T 3¥ed AjIsIaalun

HID "O'N U3esH Ajrunuruiog) Auiping juswrdojass( uewnyy 11

aInsuad Ny 1sieRadg SuIdy Fusamp] Jo juaurjaedag

SwiIa3 9—4 Susmu ul 's°'g ‘O°N UiEsH NNpY £)1sT0ATUN) 3JR)S BIUBA[ASUUS]

81291 USMasnig

"D’ N UIesH [eJUaN-0LIBIYD£5g Jealig sdelia ], 09G¢

99, seldofeuy IS 'D’N 21jeIpag [BH ajleay

ansusdIT NI *0’N [eo18ing-eoIpa Juisin Jo [ooyoss

SWiI9)} G—F guisinu ut “§'g ‘0N Ajuragey YBIngsig Jo ANSIaATU)

"O°'N dueIyeAsy

N oMeIpag F0T6T eludiepeliug

Jago "0°N [eolBng-[esIpapy 103113 UIpg UImog q0e

INSUSdI NI ‘O’ N £uzajep Juismp yo jooy2g

£12]59W43S gusiau uf ‘gg *d'N Awre g BIUBA[ASUUAJ JO AJISIDATUL)
VINVATASNNHd

woiFoLy sjuawiainbay (21111, (puonvdnoag) SSAPPV

Jo ysue UL UG uoPDRUIIUOY) Jo DALy nmg




Appendix A 239

SIa]SaUIas
7€

staxenb
gao ¥

Uo1S595
Jsurums T
pue
$I959LUSS §

s193aenb 19

qJ4o
2INSU3N] N'H

Fusmu u "g'g

4D
2Insu201 NY

Sursanu ur 'g'g

qTHD
sINsuool] Nq

suisinu uy 'g'qg

UOIJeUIUEXY
asInN ayenpersy N'IN
153,[, SASORUY IS[[IN

2INSUAN] NH

Businu w1 ‘g'g

"0"N UHes}] [Bjuspy-oupeIyoisq
‘DN o1eIpad

"O'N RIEmg-Tedtpay

0" N [eosoydAsg

N feoidojosiyg

“O'N PID-FeUX)R]y

*O°N flunwuwro)) pue Anue]

O N YIeaH [BIUs-OuBIYa Asg

"0°N dMeIpag
*0’N TeoI13Ing-[eo1pay
"O"N Tewsiey

"S'O'N dmeIypAsg
IIMPIN-9sI0N

"0"N 18013 Tedpajy

"O°'N UIOQMaN pug [eulajepy
'§T0 dmBIYRAsd PIIUD

90LEg Uosipely

ANUBAY AHSIIAIU[) ZOFT

duismpy Jo j00yog

UISUOISIM JO AISIOAIUL)
NISNOJSIM

S0T86 211eas

Suipping saoualdg yiesy

guisp Jo [ooydg

uojdurysep Jo Ljstaatur)
NOLONIHSVM

61EET puomyory
duisanp jo joorag
AJISIBATU(] [J[EOMUOWINIO)) BIUIBIIA

VINIDHIA

ZITF8 431D oxeT 3[eg

AT Tedpaly YInog GZ

gursmpy Jo [ooqog

eI Jo &istestun
HVIN






Appendix B

States With Legislation Sanctioning
Physician’s Assistants and Medex

241
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Approval of
Type of law Power Dbhysician Job
and year Regulatory to make assistant descrip-
State enacted agency rules or medex tion
Alabama Regulatory Board of Yes Yes Yes
authority, medical
1971 examiners
Alaska Regulatory Board of Yes Yes —_
authority, medical
1971 examiners
Arizona Regulatoxry Board of Yes Yes —
authority, medical
1972 examiners,
board of
osteopathic
examiners
Arkansas Genexal - - - -_
delegatory,
1971
California Regulatory Board of Yes Yes Yes
authority, medieal
1970 examiners
Colorado General — — - -_
delegatory,
1963
Connecticut General —- - - -
delegatory,
1971
Delaware General — — - -
delegatory,
1971
Floxida Regulatory Board of Yes Yes Yes
authority, medical
1871 examiners
Georgia Regulatory Board of Yes Yes Yes
authority, medical
1972 examiners
Hawaii Regulatory"r Board of Yes Yes —
authority medical
1973 examiners
1daho Regulatory Board of Yes Yes —
authority, medical .
1872 examinexs
Iowa Regulatory Board of Yes Yes Yes
authority, medical
1971 examiners
Kansas General -_ —_ — —
delegatory
1964
Maine Regulatory Board of — — —
authority registration
1973 in medicine
Marxyland Regulatory Board of —— — —
authority, medical
1972 examiners
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Physician
assistant
or medex Education Approuval
Activities Certification per program of Report to
prohibited renewal physieian approved physician legislature
Optometry — — Yes Yes —
— — — Yes — —
Chiropractics, — — — — —
dentistry,
optician’s services,
naturopathy,
optometry,
pharmacy
Opiomeiric —_ — —_ —_ —_
services
Dentistry, Annual 2 Yes Yes 1972
dental hygiene,
optometry
Dentistry, — — — — —
dental hygiene, R
optometry
Optometry — — —_ — —
— Annual 2 Yes Yes 1973
Pharmacy — 2 Yes Yes —_
Optometry —_ —_ Yes —_ —_
Pharmacy, dentistry, T— — Yes Yes -
dental hygiene,
optometry
Optometry Annual 2 Yes Yes 1973

Optometry
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Approval of

Type of law Power physician Job
and year Regulatory to make assistant descrip-
State enacted agency rules or medex tion
Massachusetts Regulatory “  Board of Yes — _
authority, approval
1973 and
certification
of physician
assistant
programs
Michigan Regulatory+  Department Yes — —_
: authority, of health
1973
Montana General - — — -
delegatory,
1970
Nebraska Regulatory 4 Board of Yes Yes Yes
authority, medical
1973 examiners
Nevada Regulatory ¥  Board of Yes Yes —
authority, medical
1973 examiners
New Hampshire Regulatory Board of Yes Yes —
authority, medical
1971 examiners
New Mexico Regulatory ./ Board of Yes Yes -_
authority, medical
1973 examiners
New York Regulatory Commissioner Yes Yes —
authority of health,
1971 commissioner
of education
North Carolina Regulatory Board of Yes Yes —
authority, medical
1971 examiners
Oklahoma Regulatory Board of Yes Yes —_—
authority, medical
1972 examiners
Oregon Regulatory Board of Yes Yes Yes
authority, medical
1971 examiners
South Carolina Regulatory Board of Yes Yes —_
authority, medical
1974 examiners
Tennessee General \/ - - — -
delegatory,
1973
Utah Regulatory Medical — — —
authority, association

1971
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Physician
assistant
or medex Education Approval
Activities Certification per program of Report to
prohibited renewal physicien approved physician legislature
Chiropractics, — 2 Yes —_ Annual
dentistry,
dental hygiene,
optometry,
ophthalmology,
podiatry
— — — Yes — Annual
— Annual 2 Yes Yes Annual
Chirepractics, — 1 Yes Yes —
dentistry,
optometry,
podiatry,
hearing aid
specialists
Opiometry, —_ —_ —_ — -_
optician’s services
Optometry, Annual 2 — — —_
podiatry
— Biennial 2 Yes — —
— Annual 2 Yes Yes —
Optometry — — Yes — —_
Optometry, Annual 1 Yes Yes 1973
nursing,
dentistry,
dental hygiene
Optometry — - —_ — -
- — —_ Yes Yes —
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Approval of
Type of law Power physician Job
and year Regulatory to make assistant descrip-
State enacted agency rules or medex tion
Vermont Regulatory Agency of Yes Yes -
: authority, human
1972 services
Virginia Regulatory ©  Board of Yes Yes Yes
authority, medical
1973 examiners
Washington Regulatory Board of Yes Yes Yes
authority, mediecal
1971 examiners
Wesl Virginia Regulatory Medical Yes Yes Yes
authority, licensing
1971 board
Wisconsin Regulatory v Board of Yes Yes —
authority medical
1973 examiners
Wyoming Regulatory ¥  Board of Yes Yes Yes
authority, medical
1973 examiners

*Report to the Congress, from The Compiroller General of the United States, “Progress and
Problems in Training and Use of Assistants to Primary Care Physicians,” April 8, 1975,
pp. 53-565. U.5, General Accounting Office, Washington, D.C.

Note: The table is reproduced from Health Services Reports, Vol. 88, No. 1, January 1973.
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Physician
assistant
or medex Education  Approval
Activities Certification per Drogram of Report to
prohibited renewal physician approved physician legislature
— — — — -_ 1975
— Annual 2 Yes Yes -
Optometry, dentistry Annual 1 Yes Yes —
- dental hygiene,
chiropractic
services,
chiropody
Pharmacy, optometiry Annual _— Yes Yes —
Chiropractics, Annual — Yes — Biennial
dentistry,
dental hygiene,
optometry,
podiatry
Optometry — 2 Yes Yes 1975
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