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TRAINING OF FAMILY PHYSICIANS

TUESDAY, SEPTEMBER 29, 1970

HOUSE OF REPRESENTATIVES,
SUBCOMMIrIEE ON PUBLIC HEALTH AND WELFARE,
COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE,

Washington, D.C.
The subcommittee met, pursuant to notice at 10 a.m., in room 2325,

Rayburn House Office Building, Hon. John Jarman (chairman) ,
presiding.
Mr. JARMAN. The subcommittee will please be in order.
The hearings today are on H.R. 15'793 and other bills introduced by

our colleague on the committee, Mr. Rooney of Pennsylvania for him-
self, Dr. Carter, Mr. Hastings, Mr. Friedel, Mr. Murphy of New York,
Mr. Kuykendall, and other Members of the House, H.R. 16400 by our
colleague on the subcommittee, Mr. Kyros, and other bills relating to
the training at medical schools and teaching hospitals of family physi-
cians and of related personnel.
S. 3418, covering the same subject, as well as providing for re-

search into malnutrition, and establishing a National Information and
Resource Center for the Handicapped passed the Senate on Septem-
ber 14.
Hearings before this subcommittee and before the full committee

on Interstate and Foreign Commerce over the years have demonstrated
that we are quite short of personnel necessary to provide high quality
medical care for all Americans. Legislation to deal with this prob-
lem has been considered and enacted over the years, and a substantial
amount of progress has been made. Unfortunately, however, the
number of persons serving as family physicians has been steadily de-
clining, and the percentage of graduates of our medical schools who
choose service as family physicians as their specialty has been at rela-
tively low levels in recent years. It is the purpose of these bills to stim-
ulate more young physicians to enter this field, and to provide neces-
sary auxiliary manpower in this area.
At this point there will be included in the record the text of the

bills and the agency reports thereon.
(The text of the bills and reports referred to follow:)

(1)
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[H.R. 15793, 91st Congress, second session, introduced by Mr. Rooney of Pennsyl-
vania on February 9, 1970;

H.R. 15880, 91st Congress, second session, introduced by Mr. Dulski on Febru-
ary 16, 1970;

H.R. 16192, 91st Congress, second session, introduced by Mr. Henderson on
February 26, 1970;

H.R. 16209, 91st Congress, second session, introduced by Mr. Griffin on Febru-
ary 26, 1970;

H.R. 16210, 91st Congress, second session, introduced by Mr. Hathaway on Febru-
ary 26, 1970;

H.R. 16320, 91st Congress, second session, introduced by Mr. Gibbons on March 5,
1970;

H.R. 16359, 91st Congress, second session, introduced by Mr. Rooney of Pennsyl-
vania (for himself, Mr. Addabbo, Mr. Anderson of Illinois, Mr. Biaggi, Mr.
Brown of California, Mr. Button; Mr. Carter, Mr. Chappell, Mrs. Chisholm,
Mr. Conyers, Mr. Daniels of New Jersey, Mr. Derwinski, Mr. Edwards of Cali-
fornia, Mr. Friedel, Mr. Fulton of Pennsylvania, Mr. Fulton of Tennessee,
Mr. Gaydos, Mr. Gubser, Mr. Hanley, Mr. Halpern, Mr. Hastings, Mr. Hatha-
way, Mr. Hawkins, and Mr. Hechler of West Virginia) on March 9, 1970;

H.R. 16360, 91st Congress, second session, introduced by Mr. Rooney of Pennsyl-
vania (for himself, Mr. Helstoski, Mr. Howard, Mr. Hungate, Mr. Kuykendall.
Mr. Kyl, Mr. Matsunaga, Mr. McEwen, Mr. Mikva, Mrs. Mink, Mr. Moorhead,
Mr. Murphy of New York, Mr. Nix, Mr. Olsen, Mr. Pepper, Mr. Podell, Mr. Pol-
lock, Mr. Rees, Mr. Roybal, Mr. St Germain, Mr. Stanton, Mr. Tunney, and
Mr. Whitehurst) on March 9, 1970;

H.R. 16400, 91st Congress, second session, introduced by Mr. Kyros on March 11,
1970;

H.R. 16941, 91st Congress, second session, introduced by Mr. Gray on April 13,
1970;

H.R. 18717, 91st Congress, second session, introduced by Mr. Abbitt on July 30,
1970; and

H.R. 19482, 91st Congress, second session, introduced by Mr. Pickle on Septem-
ber 28,

are identical as follows:]

To amend the Public Health Service Act to provide for the
making of grants to medical schools and hospitals to assist
them in establishing special departments and programs in the
field of family practice, and otherwise to encourage and pro-
mote the training of medical and paramedical personnel in
the field of family medicine.

1 Be it enacted by the Senate and House of Representa-

2 tives of the United States of America in Congress assembled,

3 That part D of title VII of the Public Health Service Act

4 is amended to read as follows:
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1 "PA1RT D—GRANTS TO PROVIDE PROFESSIONAL AND TECH-

2 N1CAL TRAINING IN THE FIELD OF FAMILY MEDICINE

3 "DECLARATION OF PURPOSE

4 "SEC. 761. It is the purpose of this part to provide for

5 the making of grants to assist-

6 "(a) public and private nonprofit medical schools-

7 "(1) to operate, as an integral part of their medical

8 education program, separate and distinct departments

9 devoted to providing teaching and instruction in all

10 phases of family practice;

11 "(2) to construct such facilities as may be appro-

12 priate to carry out a program of training in the field of

13 family medicine whether as a part of a medical school

14 or as separate outpatient or similar facility;

15 "(3) to operate, or participate in, special training

16 programs for paramedical personnel in the field of family

17 medicine; and

18 "(4) to operate, or participate in, special training

19 programs to teach and train medical personnel to head

20 departments of family practice or otherwise teach fam-

21 ily practice in medical schools.

22 "(b) public and private nonprivate hospitals which

23 provide training programs for medical students, interns, or

24 residents-

25 "(1) to operate, as an integral part of their medical
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14

3

training programs, special professional training programs

in the field of family medicine for medical students, in-

terns, or residents;

"(2) to construct such facilities as may be appro-

priate to carry out a program of training in the field of

family medicine whether as a part of a hospital or as a

separate outpatient or similar facility;

"(3) to provide financial assistance (in the form of

scholarships, fellowships, or stipends) to interns, resi-

dents, or other medical personnel who are in need thereof,

who are participants in a program of such hospital which

provides special training (accredited by a recognized

body or bodies approved for such purpose by the Com-

missioner of Education) in the field of family medicine,

15 and who plan to specialize or work in the practice of

16 family medicine; and

17 "(4) to operate, or participate in, special training

18 programs for paramedical personnel in the field of family

19 medicine.

20 "AUTHORIZATION OF APPROPRIATIONS

21 "SEc. 762. (a) For the purpose of making grants

22 to carry out the purposes of this part, there are author-

23 ized to be appropriated $50,000,000 for the fiscal year

24 ending June 30, 1971, $75,000,000 for the fiscal year

25 ending June 30, 1972, and $100,000,000 for the fiscal
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year ending June 30, 1973, and for each of the next two

succeeding fiscal years.

"(b) Sums appropriated pursuant to subsection (a) for

any fiscal year shall remain available for the purpose for

which appropriated until the close of the fiscal year which

immediately follows such year.

"GRANTS BY SECRETARY

"SEC. 763. (a) From the sums appropriated pursuant to

section 762, the Secretary is authorized to make grants, in

accordance with the provisions of this part, to carry out the

purposes of section 761.

"(b) No grant shall be made under this part unless an

application therefor has been submitted to, and approval by,

the Secretary. Such application shall be in such form, sub-

mitted in such manner, and contain such information as the

Secretary shall have prescribed by regulations which have

been promulgated by him and published in the Federal Reg-

ister not later than six months after the date of enactment of

this part.

"(c) Grants under this part shall be in such amounts

and subject to such limitations and conditions as the Secre-

tary may determine to be proper to carry out the purposes

of this part.

"(d) In the case of any application for a grant any part

of which is to be used for major construction or remodeling
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of any facility, the Secretary shall not approve the part of

the grant which is to be so used unless the recipient of such

grant enters into appropriate arrangements with the Secre-

tary which will equitably protect the financial interests of the

United States in the event such facility ceases to be used for

the purpose for which such grant or part thereof was made

prior to the expiration of the ten-year period which corn-

8 mences on the date such construction or remodeling is corn-

9 pleted.

10 "(e) Grants made under this part shall be used only for

11 the purpose for which made and may be paid in advance or

12 by way of reimbursement, and in such installments as the

13 Secretary may determine.

14 "ELIGIBILITY FOR GRANTS

15 "SEe. 764. (a) In order for any medical school to be

16 eligible for a grant under this part, such school-

17 "(1) must be a public or other nonprofit school of

18 medicine; and

19 "(2) must be accredited as a school of medicine by

20 a recognized body or bodies approved for such purpose

21 by the Commissioner of Education, except that the re-

22 quirement of this clause (2) shall be deemed to be satis-

23 fled, if (A) in the case of a school of medicine which by

24 reason of no, or an insufficient, period of operation is not,
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6

1 at the time of application for a grant under this part,

2 eligible for such accreditation, the Commissioner finds,

3 after consultation with the appropriate accreditation

4 body or bodies, that there is reasonable assurance that

5 the school will meet the accreditation standards of such

6 body or bodies prior to the beginning of the academic

7 year following the normal graduation date of students

8 who are in their first year of instruction at such school

9 during the fiscal year in which the Secretary makes a

10 final determination as to approval of the application.

11 "(b) In order for any hospital to be eligible for a grant

12 under this part, such hospital-

13 "(1) must be a public or private nonprofit hospital;

14 and

15

16

17

18

19

20

21

22 "APPROVAL OF GRANTS

23 "Spa. 765. (a) A grant under this part may be made

24 only if the application thereof is recommended for approval

"(2) must conduct or be prepared to conduct in

connection with its other activities (whether or not as an

affiliate of a school of medicine) one or more programs

of medical training for medical students, interns, or resi-

dents, which is accredited by a recognized body or bodies,

approved for such purpose by the Commissioner of

Education.
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7

1 by the Advisory Council on Family Medicine and is approved

2 by the Secretary upon his determination that-

3 "(1) the applicant meets the eligibility require-

4 ments set forth in section 764;

5 "(2) the applicant has complied with the require-

ments of section 763;

7 "(3) the grant is to be used for one or more of the

8 purposes set forth in section 761;

9 (4) it contains such information as the Secretary

10 may require to make the determinations required of him

11 under this section and such assurances as he may find

12 necessary to carry out the purposes of this part;

13 "(5) it provides for such fiscal control and account-

14 ing procedures and reports, and access to the records of

15 the applicant, as the Secretary may require (pursuant

16 to regulations which shall have been promulgated by

17 him and published in the Federal Register) to assure

18 proper disbursement of and accounting for all Federal

19 funds paid to the applicant under this part; and

20 "(6) the application contains or is supported by

21 adequate assurance that any laborer or mechanic em-

22 ployed by any contractor or subcontractor in the perform-

23 ance of work on the construction of the facility will be

24 paid wages at rates not less than those prevailing on
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8

1 similar construction in the locality as determined by the

2 Secretary of Labor in accordance with the Davis-Bacon

3 Act, as amended (40 U.S.C. 276a-276a5) . The Secre-

4 tary of Labor shall have, with respect to the labor stand-

5 ards specified in this paragraph, the authority and

6 functions set forth in Reorganization Plan Numbered 14

7 of 1950 (15 F.R. 3176; 65 Stat. 1267) , and section 2

8 of the Act of June 13, 1934, as amended (40 U.S.C.

9 276c) .

10 "(b) The Secretary shall not approve any grant to—

ll "(1) a school of medicine to establish or operate

12 a separate department devoted to the teaching of family

13 medicine unless the Secretary is satisfied that-

14 "(A) such department is (or will be, when

15 established) of equal standing with the other depart-

16 ments within such school which are devoted to the

17 teaching of other medical specialty disciplines;

18 "(B) such department will, in terms of the

19 subjects offered and the type and quality of instruc-

20 tion provided, be designed to prepare students

21 thereof to meet the standards established for special-

22 ists in the specialty of family practice by a recog-

23 nized body approved by the Commissioner of

24 Education; or

25 "(2) a hospital to establish or operate a special
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9

1 program for medical students, interns, or residents in

2 the field of family medicine unless the Secretary is

3 satisfied that such program will, in terms of the type

4 of training provided, be designed to prepare participants

5 therein to meet the standards established for specialists

6 in the field of family medicine by a recognized body ap-

7 proved by the Commissioner of Education.

8 "(c) The Secretary shall not approve any grant under

9 this part unless the applicant therefor provides assurances

10 satisfactory to the Secretary that funds made available

11 through such grant will be so used as to supplement and,

12 to the extent practical, increase the level of non-Federal

13 funds which would, in the absence of such grant, be made

14

15

16

17

18

19

20

21

22

23

24

25

available for the purpose for which such grant is requested.

"PLANNING GRANTS

"SEC. 766. (a) For the purpose of assisting medical

schools and hospitals (referred to in section 761) to plan

projects for the purpose of carrying out one or more of the

purposes set forth in such section, the Secretary is authorized

for any fiscal year (prior to the fiscal year which ends June

30, 1975) to make planning grants in such amounts and sub-

ject to such conditions as the Secretary may determine to be

proper to carry out the purposes of this section.

"(b) From the amounts appropriated in any fiscal year

(prior to the fiscal year ending June 30, 1975) pursuant to
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1 section 762 (a) , the Secretary may utilize such amounts as

2 he deems necessary (but not in excess of $5,000,000 for

3 any fiscal year) to make the planning grants authorized by

4 subsection (a) .

5 "ADVISORY COUNCIL ON FAMILY MEDICINE

6 "SEC. 767. (a) The Secretary shall appoint an Advi-

7 sory Council on Family Medicine (hereinafter in this sec-

8 tion referred to as the 'Council') . The Council shall consist

9 of twelve members, four of whom shall be physicians engaged

10 in the practice of family medicine, four of whom shall be

11 physicians engaged in the teaching of family medicine, and

12 four of whom shall be representatives of the general public.

13 Members of the Council shall be individuals who are not

14 otherwise in the regular full-time employ of the -United

15 States.

16 "(b) Each member of the Council shall hold office for

17 a term of four years, except that any member appointed to

18 fill a vacancy prior to the expiration of the term for which

19 his predecessor was appointed shall be appointed for the re-

20 mainder of such term, and except that the terms of office of

21 the members first taking office shall expire, as designated by

22 the Secretary at the time of appointment, three at the end of

23 the first year, three at the end of the second year, three at the

24 end of the third year, And three at the end of the fourth year,

25 after the date of appointment. A member shall not be eli-

26 gible to serve continuously for more than two terms.

51-381 0 - 70 - 2
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"(c) Members of the Council shall be appointed by the

Secretary without regard to the provisions of title 5, United

States Code, governing appointments in the competitive

service. Members of the Council, while attending meetings

or conferences thereof or otherwise serving on business of

the Council, shall be entitled to receive compensation at

rates fixed by the Secretary, but not exceeding $100 per

day, including traveltime, and while so serving. away from

their homes or regular places of business they may be

allowed travel expenses, including per diem in lieu of sub-

sistence, as authorized by section 5703 of title 5, United

States Code, for persons in Government service employed

intermittently.

"(d) The Council shall advise and assist the Secretary

in the preparation of regulations for, and as to policy matters

arising with respect to, the administration of this title. The

Council shall consider all applications for grants under this

part and shall make recommendations to the Secretary

with respect to approval of applications for grants under

this part.

"DEFINITIONS

"SEC. 768. For purposes of this part—

"(1) the term 'nonprofit' as applied to any hospital

or school of medicine means a school of medicine or

hospital which is owned and operated by one or more
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1 nonprofit corporations or associations, no part of the

2 net earnings of which inures, or may lawfully inure, to

3 the benefit of any private shareholder or individual;

4 "(2) the term 'family medicine' means those certain

5 principles and techniques and that certain body of medi-

6 cal, scientific, administrative, and other knowledge and

7 training, which especially equip and prepare a physician

8 to engage in the practice of family medicine;

9 "(3) the term 'practice of family medicine' and the

10 term 'practice', when used in connection with the term

11 'family medicine', mean the practice of medicine by a

12 physician (licensed to practice medicine and surgery

13 by the State in which he practices his profession) who

14 specializes in providing to families (and members

15 thereof) comprehensive, continuing, professional care

16 and treatment of the type necessary or appropriate for

17 their general health maintenance; and

18 "(4) the term 'construction' includes construction

19 of new buildings, acquisition, expansion, remodeling, and

20 alteration of existing buildings, and initial equipment of

21 any such buildings, including architects' fees, but exclud-

22 ing the cost of acquisition of land or offsite improve-

23 ments."
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[H.R. 10264, 91st Congress, first session, introduced by Mr. Rooney of Pennsylvania
on April 17, 1969; and

H.R. 14386, 91st Congress, first session, introduced by Mr. Zwach on October 16,
1969,

are identical as follows:]

A BILL
To amend the Public Health Service Act to provide grants to

develop training in family medicine.

Be it enacted by the Senate and House of Representa-

2 tives of the United States of America in Congress assembled,

3 That part D of title VII of the Public Health Service Act

4 is amended to read as follows:

5 "PART D.—*ORAN TS FOR FAMILY MEDICINE TRAINING

6 "AUTHOR] ZATION OF GRANTS

7 "Sc. 761. There are authorized to be appropriated

8 $110,000,000 for the fiscal year ending June 30, 1970, and

9 $160,000,000 for the fiscal year ending June 30, 1971, for

10 grants to medical schools to assist in meeting the costs of

11 special projects to plan, develop, or establish new programs
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1 or modifications of existing programs of education in the

2 field of family medicine.

3 "ADMINISTRATIVE PROVISIONS

4 "SEc. 762. (a) The Secretary shall by regulation pre-

5 scribe the time and manner in which applications may be

6 made for grants under this part.

7 "(b) To be eligible for a grant under this part, the

8 applicant must be (1) a public or other nonprofit school of

9 medicine, and (2) accredited by a recognized body or bodies

10 approved for such purpose by the Commissioner of Educa-

11 tion, except that the requirement of this clause (2) shall he

12 deemed to be satisfied if, in the case of a school which by

13 reason of no, or an insufficient, period of operation is not, at

14 the time of application for a grant under this part, eligible

15 for such accreditation, the Commissioner finds, after con-

16 sultation with the appropriate accreditation body or bodies,

17 that there is reasonable assurance that the school will meet

18 the accreditation standards of such body or bodies prior to

19 the beginning of the academic year following the normal

20 graduation date of students who are in their first year of

21 instruction at such school during the fiscal year in which

22 the Secretary makes a final determination as to approval of

23 the application.

"(c) A grant under this part may be made only if the

25 application therefor—
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Cg !( ) is approved by the Secretary upon ins determi-

nation that the applicant n wets the eligibility conditions

set forth in subsection (h) of this section;

"(2) contains or is supported by assurances satis-

factory to the Secretary that the applicant will expend

in carrying out its functions as a school of medicine dur-

ing the fiscal year for which such grant is sought, an

amount of funds (other than funds for construction as

determined by the Secretary) from non-Federal sources

which are at least as great as the average amount of

funds expended by such applicant for such purpose

(excluding expenditures of a nonrecurring nature) in

the three fiscal years immediately preceding the fiscal

year for which such grant is sought;

" (3) contains such additional information as the

Secretary may require to make the determination re-

quired of him under this subsection arid such assurances

as he may find necessary to carry out the purposes of

this part; and

"(4) provides for such fiscal control and accounting

procedures and reports, and access to the records of the

applicant, as the Secretary may require to assure proper

disbursement of and accounting for Federal funds paid to

the applicant under this part.

"(d) In determining priority of projects, applications for
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it which are filed under this part, the Secretary shall give con-

2 sideration to-

3 "(1) the extent to which the project will increase

4 enrollment of full-time students receiving the training for

5 which grants are authorized under this part; and

6 "(2) the extent to which the project may result in

7 curriculum improvement or improved methods of train-

8 ing or will help to reduce the period of required training

9 without adversely affecting the quality thereof."

[H.R. 13063, 91st Congress, first session, introduced by Mr. Rooney of Pennsyl-
vania (for himself, Mr. Olsen, Mr. Rogers of Colorado, Mr. Helstoski, Mr.
Podell, Mr. Reuss, Mr. Hungate, Mrs. Mink, Mr. Carter, Mr. Perkins, Mr. Rees,
Mr. Roybal, Mr. Gaydos, Mr. Wyman, Mr. Pepper, Mr. Murphy of New York,
Mr. Stanton, Mr. Matsunaga, Mr. Scheuer, Mr. Mikva, Mrs. Chisholm, Mr.
Fulton of Pennsylvania, Mr. Heckler of West Virginia, Mr. Andrews of North
Dakota, and Mr. Donohue) on July 23, 1969;

H.R. 13064, 91st Congress, first session, introduced by Mr. Rooney of Pennsyl-
vania (for himself, Mr. Biaggi, Mr. Fish, Mr. Patten, Mr. Rosenthal, Mr. Ander-
son of California, Mr. Philbin, Mr. Derwinski, Mr. Dent, Mr. Wolff, Mr. Hanley,
Mr. Kluczynski, Mr. Kuykendall, Mr. Gubser, Mr. Daniels of New Jersey,
Mr. Brown of California, Mr. Conyers, and Mr. Biester) on July 23, 1969; and

H.R. 18716, 91st Congress, second session, introduced by Mr. Abbitt, on July 30,
1970,

are identical as follows:]

A BILL
To amend the Public Health Service Act to provide grants to

develop training in family medicine.

1 Be it enacted by the Senate and House of 1?epresenta-

2 tives of the United States of America in Congress assembled,

3 That part D of title VII of the Public Health Service Act

4 is amended to read as follows:



18

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

2

"PART D—GRANTS FOR FAMILY MEDICINE TRAINING

"AUTHORIZATION OF GRANTS

"SEC. 761. There are authorized to be appropriated $50,-

000,000 for the fiscal year ending June 30, 1970, and $110,-

000,000 for the fiscal year ending June 30, 1971, and $160,-

000,000 for the fiscal year ending June 30, 1972, for grants

to medical schools to assist in meeting the costs of special

projects to plan, develop, or establish new programs or

modifications of existing programs of education in the field

of family medicine, and including the development and equip-

ment of appropriate facilities.

"ADMINISTRATIVE PROVISIONS

"SEC. 762. (a) The Secretary shall by regulation pre-

scribe the time and manner in which applications may be

made for grants under this part.

"(b) To be eligible for a grant under this part, the ap-

plicant must be (1) a public or other nonprofit school of

medicine, and (2) accredited by a recognized body or bodies

approved for such purpose by the Commissioner of Educa-

tion, except that the requirement of this clause (2) shall be

deemed to be satisfied if, in the case of a school which by

reason of no, or an insufficient, period of operation is not, at

the time of application for a grant under this part, eligible

for such accreditation, the Commissioner finds, after consul-

tation with the appropriate accreditation body or bodies, that
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1 there is reasonable assurance that the school will meet the

2 accreditation standards of such body or bodies prior to the

3 beginning of the academic year following the normal gradua-

4 tion date of students who are in their first year of instruction

5 at such school during the fiscal year in which the Secretary

6 makes a final determination as to approval of the application.

7 "(c) A grant under this part may be made only if the

8 application therefor-

9 "(1) is approved by the Secretary upon his deter-

10 mination that the applicant meets the eligibility condi-

11 tions set forth in subsection (b) of this section;

12 "(2) contains or is supported by assurances satis-

13 factory to the Secretary that the applicant will expend

14 in carrying out its functions as a school of medicine dur-

15 ing the fiscal year for which such grant is sought, an

16 amount of funds (other than funds for construction as

17 determined by the Secretary) from non-Federal sources

18 which are at least as great as the average amount of

19 funds expended by such applicant for sneh purpose (ex-

20 eluding expenditures of a nonrecurring nature) in the

21 three fiscal years immediately preceding the fiscal year

22 for which such grant is sought;

23 "(3) contains such additional information as the

24 Secretary may require to make the determination re-

25 quired of him under this subsection and such assurances
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1 as he may find riecessary to carry out the purposes of

2 this part; and

3 "(4) provides for such fiscal control and account-

4 ing procedures and reports, and access to the records of

5 the applicant, as the Secretary may require to assure

6 proper disbursement of and accounting for Federal funds

7 paid to the applicant under this part.

8 "(d) In determining priority of projects, applications

9 for which are filed under this part, the Secretary shall give

10 consideration to—

ll "(1) the extent to which the project will increase

12 enrollment of full-time students receiving the training

13 for which grants are authorized under this part; and

14 "(2) the extent to which the project may result in

15 curriculum improvement or improved methods of train-

16 ing or will help to reduce the period of required training

17 without adversely affecting the quality thereof."
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[H.R. 19448, 91st Congress, second session, introduced by Mr. Burton of Utah on
September 24, 1970]

A BILL
To amend title VII of the Public Health Service Act by pro-

viding for the establishment of a family physician scholarship
and fellowship program.

1 Be it enacted by the Senate and House of Representa-

2 tives of the United States of America in Congress assembled,

3 That this Act may be cited as the "Family Physician

4 Scholarship and Fellowship Program Act".

5 SEC. 2. Title VII of the Public Health Service Act is

6 amended by adding at the end thereof the following new

7 part:

I-0
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1 "PART II-FAMILY PHYSICIAN SCHOLARSHIP AND

2 FELLOWSHIP PlloGEAm

3 "SCHOLARSHIP AND FELLOWSHIP GRANTS

4 "Sc. 799a. (a) In order to promote the more adequate

5 provision of medical care for persons who-

6 "(A) reside in a physician shortage area (as de-

7 termined pursuant to section 799c (b) ) ;

8 "(B) are migratory agricultural workers or mem-

9 bers of the families of such workers;

10 the Secretary is authorized, in accordance with the provi-

11 sions of this part-

12 "(C) to make scholarship grants to individuals who

13 are medical students and who agree, after completion of

14 their professional training, to engage in the practice of

15 family medicine (i) in a physician shortage area, or

16 (ii) at such place or places, such facility or facilities,

17 and in such manner, as may be necessary to assure that,

18 of the patients receiving medical care in such practice, a

19 substantial portion will consist of persons referred to in

20 clause (B) ; and

21 "(D) to make fellowship grants to individuals who

22 (while undergoing training, or receiving professional ex-

23 perience, designed to prepare them to engage in the prac-

24 tice of family medicine) are serving as interns or resi-

25 dents in public or nonprofit private hospitals which (i)
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are located in a physician shortage area, or (ii) a sub-

stantial portion of the patients of which consists of per-

sons referred to in clause (B) .

For purposes of subparagraph (I)) of the preceding sen-

tence, training or experience in obstetrics, pediatrics, or in-

ternal medicine shall be considered to be training or experi-

ence preparing an individual to engage in the practice of

family medicine.

"(b) (1) Scholarship grants under this part shall be

made with respect to academic years, and fellowship grants

under this part shall be made with respect to 12-month

periods.

"(2) The amount of any medical student scholarship

grant under this part to any individual for any full academic

year shall not exceed $5,000; the amount of any intern

fellowship grant under this part to any individual for any

twelve-month period shall not exceed $9,000; and the

amount of any resident fellowship grant under this part to

any individual for any twelve-month period shall not exceed

$10,000 (in the case of an individual who, for a preceding

twelve-month period, has not received a resident fellowship

grant under this part) , or $12,000 (in any other case) .

"(3) The Secretary shall, in awarding medical student

scholarship grants under this part, accord priority to appli-

cants as follows—



24

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

4

"(A) first, to any applicant who (i) is from a

low-income family, (ii) resides in a physician shortage

area, and (iii) agrees that, upon completion of his pro-

fessional training, he will return to such area and will

engage in such area in the practice of family medicine;

"(B) second, to any applicant who meets all the

criteria set forth in subparagraph (A) except that

prescribed in clause (i) ;

"(C) third, to any applicant who meets the criterion

set forth in clause (i) ; and

"(D) fourth, to any other applicant.

"(c) ( ) Any medical student scholarship grant

awarded to any individual under this part shall be awarded

upon the condition that such individual will, upon comple-

tion of his professional training, engage in the practice of

family medicine—

"(A) in the case of any individual who, in ap-

plying for a medical student scholarship grant under

this part, met the criteria set forth in subparagraph

(A) or (B) of subsection (b) (3) , lil the physician

shortage area in which he agreed (pursuant to such

subparagraph) to engage in such practice; and

"(B) in the case of any individual who did not

agree (pursuant to such subparagraph (A) or (B) ) to

engage in such practice in any particular physician short-
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1 age area or has been waived (pursuant to paragraph

2 (4) ) to engage in such practice in any particular phy-

3 sician shortage area-

4 " (i) in any physician shortage area, or

5 "(ii) at such place or places, in such facility

6 or facilities, and in such manner, as may be neces-

7 sary to assure that, of the patients receiving medical

8 care provided by such individual, a substantial por-

9 tion will consist of persons who are migratory agri-

10 cultural workers or are members of the families

11 of such workers;

12 for a twelve-month period for each full academic year with

13 respect to which he receives such a scholarship grant. For

14 purposes of the preceding sentence, any individual, who has

15 received a medical student scholarship grant under this part

16 for four full academic years and who has received fellow-

17 ship grants under this part for three full twelve-month

18 periods, shall be deemed to have received a medical student

19 scholarship grant under this part for only three full academic

20 years.

21 "(2) The conditian imposed by paragraph (1) shall

22 be complied with by any individual to whom it applies

23 within such reasonable period of time, after the completion

24 of such individual's professional training, as the Secretary

25 shall by regulations prescribe.
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1 "(3) If any individual to whom the condition referred

2 to in paragraph (1) is applicable fails, within the period

3 prescribed by paragraph (2) , to comply with such condition

4 for the full number of months with respect to which such

5 condition is applicable, the United States shall be entitled

6 to recover from such individual-

7 "(A) an amount which bears the same ratio to

8 the aggregate of (i) the amounts of the medical student

9 scholarship grant or grants (as the case may be) made

10 to such individual under this part plus (ii) the amount

11 of interest which would be payable on such amounts if

12 such amounts had been loans bearing an interest

13 rate of 7 per centum per annum and the interest thereon

14 had been payable annually, as

15 " (B) (i) the number obtained by subtracting from

16 the number of months to which such condition is applic-

17 able a number equal to one-half of the number of months

18 with respect to which compliance by such individual

19 with such condition was made, bears to (ii) the number

20 of months with respect to which such condition is

21 applicable.

22 "(4) (A) Any obligation of any individual to comply

23 with the condition applicable to him under the preceding

24 provisions of this subsection shall be canceled upon the death

25 of such individual.

(
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"(B) The Secretary shall by regulations provide for the

waiver of suspension of any such obligation applicable to

any individual whenever compliance by such individual is

impossible or would involve extreme hardship to such indi-

vidual and if enforcement of such obligation with respect to

any individual would be against equity and good conscience.

"(d) In awarding intem and resident fellowship grants

under this part, priority shall be given to interns and resi-

9 dents in hospitals a substantial portion of the patients of

10 which are economically disadvantaged persons.

11 "ADMINISTRATION; CONTRACTUAL ARRANGEMENTS

12 "SEc. 799b. The Secretary may, in the administration

13 of this part, enter into agreements with schools of medicine,

14 hospitals, or other appropriate public or nonprofit private

15 agencies under which such schools, hospitals, or other agen-

16 cies will, as agents of the Secretary, perform such adminis-

17 trative functions as the Secretary may specify. Any such

18 agreement with any school, hospital, or other agency may

19 provide for payment by the Secretary of amounts equal to

20 the expenses actually and necessarily incurred by such

21 school, hospital, or other agency in carrying out such

22 agreement.

23 AUTHORIZATION OF APPROPRIATIONS

24 "SEc. 799c. (a) For the purpose of making medical

25 student scholarship grants under this part, there is authorized

51-381 0 - 70 - 3
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1 to be appropriated $2,500,000 for the fiscal year ending

2 June 30, 1971, $3,000,000 for the fiscal year ending

3 June 30, 1972, $4,000,000 for the fiscal year ending

4 June 30, 1973, $5,000,000 for the fiscal year ending

5 June 30, 1974, and for each succeeding fiscal year, such

6 sums as may be necessary to continue to make such grants to

7 students who (prior to July 1, 1974) have received such a

8 grant and who are eligible for such a grant under this part

9 during such succeeding fiscal year.

10 "(b) For the purpose of making intern and resident fel-

11 lowship grants under this part, there is authorized to be ap-

12 propriated $2,000,000 for the fiscal year ending June 30,

13 1971, $3,000,000 for the fiscal year eliding June 30, 1972,

14 $4,000,000 for the fiscal year ending June 30, 1973,

15 $5,000,000 for the fiscal year ending June 30, 1974, and for

16 each succeeding fiscal year, such sums as may be necessary to

17 continue to make such grants to interns and residents who

18 (prior to July 1, 1973) have received such a grant or a

19 medical student scholarship grant under this part, and who

20 are eligible for such a grant under this part during such suc-

21 ceeding fiscal year.

22 "DEFINITIONS

23 "SEc. 799d. (a) For purposes of this part-

24 "(1) the term 'nonprofit', as applied to any hos-

25 pital, means a hospital which is owned and operated by



29

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

9

one or more nonprofit corporations or associations, no

part of the net earnings of which inures, or may lawfully

inure, to the benefits of any private shareholder or

individual; and

"(2) the term 'practice of family medicine' means

the practice of medicine by a physician (licensed to

practice medicine and surgery by the State in which he

practices his profession) who specializes in providing

to families (and members thereof) comprehensive, con-

tinuing, professional care and treatment of the type

necessary or appropriate for their general health main-

tenance.

"(b) (1) The term 'physician shortage area', when used

in this part, refers to an area within a State which is

determined, in accordance with this subsection—

"(A) to have an insufficient number of physicians

practicing their profession therein so as adequately to

meet the need for medical care of the population of

such area; and

"(B) in which the ratio of physicians to population

is lower than in other areas of the State.

"(2) The Secretary shall, in making determinations

under this subsection, accept (in the case of any State) the

determination, as to the number and location of physician

shortage areas in such State, recommended to him by—
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1 "(A) the State planning agency for such State (as

2 designated pursuant to section 314 (a) (2) (A) ) , or

3 "(B) if in such State there is no such agency, or

4 if such agency fails or refuses to make a recommended

5 determination to the Secretary within such reasonable

6 time as he shall prescribe, by such other agency of such

7 State as the Secretary finds to be qualified to make such

8 a recommended determination and as the Governor of

9 such State shall have designated to make such a recom-

10 mended determination;

11 but only if-

12 "(0) such agency, in making such recommended

13 determination, has sought and obtained the advice and

14 assistance of the State medical society for such State;

15 "(D) such agency, in making such recommended

16 determination, classifies each area which it determines

17 to be a physician shortage area as to the degree of the

18 physician shortage therein as compared with other areas

19 which such agency determines to be physician shortage

20 areas; and

21 "(E) the Secretary is satisfied with the adequacy

22 of the criteria employed by such agency as the basis

23 upon which such recommended determination was made.

24 "(3) If, in the case of any State, the Secretary dogs

25 not receive (within such reasonable time as he shall pre-
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1 scribe) a recommended determination with respect to such

2 State which meets the requirements of paragraph (2) , he

3 shall (after seeking the advice and assistance of the State

4 medical society for such State) determine the number and

5 location of the physician shortage areas (if any) of such

6 State on the basis of the most current and appropriate data

7 available to him".

[S. 3418, 91st Congress, second session, Referred to the Committee on Interstate
and Foreign Commerce on September 15, 1970]

AN ACT
To amend the Public Health Service Act to provide for the

making of grants to medical schools and hospitals to assist

them in establishing special departments and programs in

the field of family practice, and otherwise to encourage and

promote the training of medical and paramedical personnel

in the field of family medicine, and to alleviate the effects

of malnutrition, and to provide for the establishment of a

National Information and Resource Center for the Handi-

capped.

Be it enacted by the Senate and House of Representa-

2 tives of the United States of America in Congress assembled,

3 TITLE I—FAMILY MEDICINE

4 SEC. 101. Part D of title VII of the Public Health

5 Service Act is amended to read as follows:
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1 "PART D-GRANTS TO PROVIDE PROFESSIONAL AND TECII-

2 NICAL TRAINING IN THE FIELD OF FAMILY MEDICINE

3 "DECLARATION OF PURPOSE

4 "SEC. 761. It is the purpose of this part to provide for

5 the making of grants to assist-

6 "(a) public and private nonprofit medical schools-

7 " (1) to operate, as an integral part of their

8 medical education program, separate and distinct

9 departments devoted to providing teaching and

10 instruction (including continuing education) in all

11 phases of family practice;

12 "(2) to construct such facilities as may be ap-

13 propriate to carry out a program of training in the

14 field of family medicine whether as a part of a

15 medical school or as separate outpatient or similar

16 facility;

17 " (3 ) to operate, or participate in, special train-

18 ing programs for paramedical personnel in the field
19 of family medicine; and

20 "(4) to operate, or participate in, special train-
21 ing programs to teach and train medical personnel
22 to head departments of family practice or otherwise
23 teach family practice in medical schools.

24 "(b) public and private nonprofit hospitals which
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1 provide training programs for medical students, interns,

2 or residents-

3 " (1) to operate, as an integral part of their

4 medical training programs, special profeftsional

5 training programs (including continuing education)

6 in the field of family medicine for medical students,

7 interns, residents, or practicing physicians;

8 " (2) to construct such facilities as may be ap-

propriate to carry out a program of training in the

10 field of family medicine whether as a part of a hos-

-11 pital or as a separate outpatient or similar facility;

12 "(3) to provide financial assistance (in the

13 form of scholarships, fellowships, or stipends) to

14 interns, residents, or other medical personnel who

15 are in need thereof, who are participants in a pro-

16 grain of such hospital which provides special train-

17 ing (accredited by a recognized body or bodies

18 approved for such purpose by the Commissioner of

19 Education) in the field of family medicine, and who

20 plan to specialize or work in the practice of family

21 medicine; and

22 " (4) to operate, or participate in, special train-

23 ing programs for paramedical personnel in the field

24 of family medicine.
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1 "AUTHORIZATION OF APPROPRIATIONS

2 "SEc. 762. (a) For the purpose of making grants to

3 carry out the purposes of this part, there are authorized to be

4 appropriated $50,000,000 for the fiscal year ending June 30,

5 1971, $75,000,000 for the fiscal year ending June 30, 1972,

6 and $100,000,000 for the fiscal year ending June 30, 1973,

7 and for each of the next two succeeding fiscal years.

8 "(b) Sums appropriated pursuant to subsection (a) for

9 any fiscal year shall remain available for the purpose for

10 which appropriated until the close of the fiscal year which

11 immediately follows such year.

12 "GRANTS BY SECRETARY

13 "SEc. 763. (a) From the sums appropriated pursuant

14 to section 762, the Secretary is authorized to make grants, in

15 accordance with the provisions of this part, to carry out the

16 purposes of section 761.

17 "(b) No grant shall be made under this part unless an

18 application •therefor has been submitted to, and approved

19 by, the Secretary. Such application shall be in such form,

20 submitted in such manner, and contain such information, as

21 the Secretary shall have prescribed by regulations which

22 have been promulgated by him and published in the Federal

23 Register not later than six months after the date of enactment

24 of this part.

25 "(c) Grants under this part shall be in such amounts
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1 and subject to such limitations and conditions as the Secre-

2 tary may determine to be proper to ,carry out the purposes

3 of this part.

4 "(d) In the case of any application for a grant any part

5 of which is to be used for major construction or remodeling

6 of any facility, the Secretary shall not approve the part of

7 the grant which is to be so used unless the recipient of such

8 grants enters into appropriate arrangements with the Secre-

tary which will equitably protect the financial interests of

10 the United States in the event such facility ceases to be used
11 for the purpose for which such grant or part thereof was
12 made prior to the expiration of the ten-year period which
13 commences on the date such construction or remodeling is

14 completed.

15 "(e) Grants made under this part shall be used only

16 for the purpose for which made and may be paid in advance

17 or by way of reimbursement, and in such installments as the

18 Secretary may determine.

19 "ELIGIBILITY FOR GRANTS

20 "SEc. 764. (a) In order for any medical school to be
21 eligible for a grant under this part, such school-

22 " (1 ) must be a public or other nonprofit school
23 of medicine; and

2 4 "(2) must be accredited as a school of medicine by
25 a recognized body or bodies approved for such purpose
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1 by the Commissioner of Education, except that the re-

2 quirement of this clause (2) shall be deemed to be

3 satisfied if, (A) in the case of a school of medicine

4 which by reason of no, or an insufficient, period of

5 operation is not, at the time of application for a grant

6 under this part, eligible for such accreditation, the Com-

7 missioner finds, after consultation with the appropriate

8 accreditation body or bodies, that there is reasonable

9 assurance that the school will meet the accreditation

10 standards of such body or bodies prior to the beginning

11 of the academic year following the normal graduation

12 date of students who are in their first year of instruction

13 at such school during the fiscal year in which the Secre-

14 tary makes a final determination as to approval of the

15 application.

16 "(b) In order for any hospital to be eligible for a grant

17 under this part, such hospital-

18 "(1) must be a public or private nonprofit hospital;

19 and

20 "(2) must conduct or be prepared to conduct in

21 connection with its other activities (whether or not as

22 an affiliate of a school of medicine) one or more pro-

23 grams of medical training for medical students, interns,

24 or residents, which is accredited by a recognized body
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or bodies, approved for such purpose by the Commis-

2 stoner of Education.

3 "APPROVAL OF GRANTS

4 "Sic. 765. (a) The Secretary, upon the recommenda-

tion of the Council, is authorized to make grants under this

6 part upon the determinatiOn that-

7 " (1) the applicant meets the eligibility require-

8 merits set forth in section 764;

9 "(2) the applicant has complied with the require-

10 ments of section 763;

11 " (3) the grant is to be used for one or more of the

12 purposes set forth in section 761 ;

13 " (4) it contains such information as the Secretary

14 may require to make the determinations required of

13 him under this section and such assurances as he may find

16 necessary to carry out the purposes of this part;

17 " (5) it provides for such fiscal control and account-

18 lug procedures and reports, and access to the records

19 of the applicant, as the Secretary may require (pursu-

ant to regulations which shall have been promulgated by

./1 him and published in the Federal Register) to assure
22 proper disbursement of and accounting for all Federal
9:3 funds paid to the applicant under this part; and

24 "(6) the application contains or is supported by



38

8

1 adequate assurance that any laborer or mechanic em-

2 ployed by any contractor or subcontractor in the per-

3 formance of work on the construction of the facility

4 will be paid wages at rates not less than those prevailing

5 on similar construction in the locality as determined

6 by the Secretary of Labor in accordance with the Davis-

7 Bacon Act, as amended (40 U.S.C. 276a-276a5) . The

8 Secretary of Labor shall have, with respect to the labor

9 standards specified in this paragraph, the authority

10 and functions set forth in Reorganization Plan Numbered

11 14 of 1950 (15 F.R. 3176; 65 Stat. 1267) , and section

12 2 of the Act of June 13, 1934, as amended (40 U.S.C.

13 27&).

14 "(b) The Secretary shall not approve any grant to-

15 "(1) a school of medicine to establish or operate

16 a separate department devoted to the teaching of family

17 medicine unless the Secretary is satisfied that-

18 "(A) such department is (or will be, when

19 established) of equal standing with the other depart-

20 ments within such school which are devoted to the

21 teaching of other medical specialty disciplines;

22 "(B) such department will, in terms of the sub-

23 jects offered and the type and quality of instruction

24 provided, be designed to prepare students thereof

25 to meet the standards established for specialists in
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the specialty of family practice by a recognized body

2 approved by the Commissioner of Education; or

3 "(2) a hospital to establish or operate a special pro-

4 gram for medical students, interns, or residents in the

field of family medicine unless the Secretary is satisfied

6 that such program will, in terrns of the type of training

7 provided, be designed to prepare participants therein to

8 meet the standards established for specialists in the field

9 of family medicine by a recognized body approved by

10 the Commissioner of Education.

11 "(c) The Secretary shall not approve any grant under

12 this part unless the applicant therefor provides assurances

13 satisfactory to the Secretary that funds made available

14 through such grant will be so used as to supplement and, to

15 the extent practical, increase the level of non-Federal funds

16 which would, in the absense of such grant, be made available

17 for the purpose for which such grant is requested.

18 "PLANNING AND DEVELOPMENTAL GRANTS

19 "SEC. 766. (a) For the purpose of assisting medical

20 schools and hospitals (referred to in section 761) to plan

21 Gr develop programs or projects for the purpose of carrying

22 out one or more of the purposes set forth in such section, the

23 Secretary is authorized for any fiscal year (prior to the fiscal

24 year which ends June 30, 1975) to make planning and de-
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1 velopmental grants in such amounts and subject to such con-

2 ditions as the Secretary may determine to be proper to carry

3 out the purposes of this section.

4 "(b) From the amounts appropriated for any fiscal year

5 (prior to the fiscal year ending June 30, 1975) pursuant to

6 section 762 (a) , the Secretary may utilize such amounts as

7 he deems necessary (but not in excess of $10,000,000 for

8 any fiscal year) to make the planning and developmental

9 grants authorized by subsection (a) .

10 "ADVISORY COUNCIL ON FAMILY MEDICINE

11 "SEC. 767. (a) The Secretary shall appoint an Ad-

12 visory Council on Family Medicine (hereinafter in this see-

13 tion referred to as the 'Council') . The Council shall consist of

14 twelve members, four of whom shall be physicians engaged

15 in the practice of family medicine, four of whom shall be

16 physicians engaged in time teaching of family medicine, and

17 four of whom shall be representatives of the general public.

18 Members of the Council shall be individuals who are not

19 otherwise in the regular full-time employ of the United

20 States.

21 "(b) Each member of the Council shall hold office for a

22 term of four years, except that any member appointed to

23 fill a vacancy prior to the expiration of the term for which

24 his predecessor was appointed shall be appointed for the

25 remainder of such term, and except that the terms of office of
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1 the members first taking office shall expire, as designated by

2 the Secretary at the time of appointment, three at the end

3 of the first year, three at the end of the second year, three at

4 the end of the third year, and three at the end of the fourth

5 year, after the date of appointment. A member shall not be

8 eligible to serve continuously for more than two terms.

7 "(c) Members of the Council shall be appointed by

8 the Secretary without regard to the provisions of title 5,

9 United States Code, governing appointments in the competi-

10 tive service. Members of the Council, while attending meet-

11 or conferences thereof or otherwise serving on business

12 of the Council, shall be entitled to receive compensation at

13 rates fixed by the Secretary, but not exceeding $100 per

14 day, including traveltime, and while so serving away from

their homes or regular places of business they may be

18 allowed travel expenses, including per diem in lieu of sub-

17 as authorized by section 5703 of title 5, United

18 States Code, for the persons in Government service employed

19 intermittently.

20 "(d) The Council shall advise and assist the Secretary

21 in the preparation of regulations for, and as to policy matters

22 arising with respect to, the administration of this title. The

23 Council shall consider all applications for grants under this

24 part and shall make recommendations to the Secretary with
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1 respect to approval of applications for and of the amounts of

2 grants under this part.

3 "DEFINITIONS

4 "SEC. 768. For purposes of this part-

5 "(1) the term 'nonprofit' as applied to any hospital

6 or school of medicine, means a sehool of medicine or

7 hospital which is owned and operated by one or more

8 nonprofit corporations or associations, no part of the

9 net earnings of which inures, or may lawfully inure,

10 to the benefit of any private shim holder or individual;

11 "(2) the term 'family medicine' means those cer-

n tam n principles and techniques and that certain body of

13 medical, scientific, administrative, and other knowledge

14 and training, which especially equip and prepare a

15 physician to engage in the practice of family medicine;

16 " (3) the term 'practice of family medicine' and

17 the term 'practice', when used in connection with the

18 term 'family medicine', mean the practice of medicine

19 by a physician (licensed to practice medicine and sur-

20 gery by the State in which he practices his profession)

21 who specializes in providing to families (and members

22 thereof) comprehensive, continuing, professional care

23 and treatment of the type necessary or appropriate for

24 their general health maintenance; and

25 "(4) the term 'construction' includes construction

26 of new buildings, acquisition, expansion, remodeling, and
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alteration of existing buildings, and initial equipment of

any such buildings, including architects' fees, but ex-

cluding the cost of acquisition of land or offsite improve-

ments."

TITLE II—MALNUTRITION

SEC. 201. Part A of title III of the Public Health Serv-

ice Act is amended by adding at the end thereof the follow-

ing new section:

"SEC. 310c. (a) In order to reduce the incidence of

malnutrition in the United States, to advance medical knowl-

edge in the causes and effects of malnutrition, and to en-

courage and facilitate the provision of early detection and

effective treatment of malnutrition and the conditions which

result therefrom, the Secretary is authorized, out of the

funds available for carrying out the purposes of this section,

"(1) make grants-in-aid to and enter into contracts

with medical schools, appropriate graduate schools, and

nursing schools to assist such schools in establishing

courses dealing with malnutrition, its causes and effects,

means for its early detection, and effective treatment of

malnutrition and conditions resulting therefrom;

"(2) make grants-in-aid and enter into contracts

with universities, medical schools, hospitals, laboratories

and other public or private institutions, and individuals

and groups of individuals for research into malnutrition,

51-381 0 - 70 - 4
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its causes and effects, means for its detection, and into

2 the effective treatment of malnutrition and conditions

3 resulting therefrom;

4 "(3) establish special projects designed to provide

5 to students of courses in malnutrition practical training

6 and experience in the field of malnutrition; and

7 "(4) provide fellowships and otherwise financially

8 assist students to encourage and enable them to pursue

9 studies and engage in activities in poverty areas relating

10 to malnutrition.

11 " (b) In selecting schools and institutions to carry out

12 the purposes referred to in paragraphs (1) and (2) of

13 subsection (a) , priority shall be accorded to those schools

14 and institutions which are located in poverty areas.

15 "(c) For the purpose of carrying out the provisions

16 of this section, there are hereby authorized to be appropri-

17 ated $32,000,000 for the fiscal year commencing with the

18 fiscal year ending June 30, 1971, and for each of the next

19 four fiscal years thereafter."

20 TITLE III—NATIONAL INFORMATION AND RE-

21 SOURCE CENTER FOR THE HANDICAPPED

22 SEC. 301. (a) (1) There is hereby established, within

23 the Department of Health, Education, arid Welfare, a Na-

24 tional Information and Resource Center for the Handicapped

25 (hereinafter referred to as the "Center") .
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(2) The Center shall have a. Director and such other

2 personnel as may be necessary to enable the Center to carry

3 out its duties and functions under this section.

4

5

6

7

8

9
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11
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(b) ( 1 ) It-shall be the duty and function of the Center

to collect, review, organize, publish, and disseminate

(through publications, conferences, workshops or technical

consultation) information and data related to the particular

problems caused by handicapping conditions, including in-

formation describing measures which are or may be em-

ployed for meeting or overcoming such problems, with a view

to assisting individuals who are handicapped, and organiza-

tions and persons interested in the welfare of the handi-

capped, in meeting problems which are peculiar to, or are

made more difficult for, individuals who are handicapped.

(2) The information and data with respect to which the

Center shall carry out its duties and functions under para-

graph (1) shall include (but not be limited to) information

and data with respect to the following—

( A ) medical and rehabilitation facilities and serv-

ices;

(B) day care and other programs for young

children;

(C) education;

(D) vocational training;
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1 (E) employment;

2 (F) transportation;

3 (G) architecture and housing (including household

4 appliances and equipment) ;

5 (H) recreation; and

6 (I) public or private programs established for, or

7 which may be used in, solving problems of the handi-

8 capped.

9 (c) (1) The Secretary shall make available to the

10 Center all information and data, within the Department of

11 Health, Education, and Welfare, which may be useful in

12 carrying out the duties and functions of the Center.

13 (2) Each other department or agency of the Federal

14 Government is authorized to make available to the Secretary,

15 for use by the Center, any information or data which the

16 Secretary may request for such use.

17 (3) The Secretary of Health, Education, and Welfare

18 shall to the maximum extent feasible enter into arrangements

19 whereby State and other public and private agencies and in-

20 stitutions having information or data which is useful to the

21 Center in carrying out its duties and functions will make such

22 information and data available for use by the Center.
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1 (d) There is authorized to be appropriated for carrying

2 out the purposes of this section for the fiscal year ending

3 June 30, 1971, the sum of $300,000, and for each fiscal

4 year thereafter such sums as may be necessary.

Passed the Senate September 14, 1970.

Attest: FRANCIS R. VALEO,

Secretary.
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GENERAL ACCOUNTING OFFICE,
OFFICE OF THE COMPTROLLER GENERAL OF THE UNITED STATES,

Washington, D.C., September 4, 1969.
Hon. HARLEY 0. STAGGERS,
Chairman, Interstate and Foreign Commerce Committee, U.S. House of Repre-

sentatives, Washington, D.C.
DEAR Mn. CHAIRMAN: By letter dated July 25, 1960, you requested our com-

ments on H.R. 13063, a bill to amend the Public Health Service Act to provide
grants to develop training in family medicine.
The bill would authorize funds to be appropriated over a three-year period

for grants to medical schools to assist in meeting the costs of special projects to
plan, develop, or establish new programs or modifications of existing programs of
education in the field of family medicine, and including the development and
equipment of appropriate facilities.
We note that the proposed program is similar in many respects to an existing

grant program administered by the Department of Health, Education, and Wel-
fare (HEW), which is authorized under part E of title VII of the Public Health
Service Act under the caption "Grants to Improve the Quality of Schools of
Medicine, Dentistry, Osteopathy, Optometry, and Podiatry."
Under the existing program, two types of improvement grants, i.e., basic insti-

tutional and special project grants, may be made to schools of medicine. Basic
institutional grants are formula grants based on student enrollment and may be
used for any purpose, other than those prohibited by regulations, which each
school determines will most effectively advance the quality of its educational
program. Special project grants are to be used among other things in meeting
the cost of special projects to plan, develop, and establish new programs or modi-
fications of existing programs of education.
The proposed program in the area of family medicine could possibly be under-

taken under the existing program. Therefore, the Committee may wish to con-
sider the relationship of the grants to be authorized under this bill to the grant
programs already authorized under part E of title VII.
It is not clear from the language in the proposed section 761 whether or not

it was intended that grant funds could be made available to finance the con-
struction of facilities. We believe that the language of the bill should be clarified
in this respect by substituting the word "construction" for "development" in line
10, page 2. We note that part B of title VII of the Public Health Service Act
already authorizes a program of grants to medical schools for construction and
initial equipping of teaching facilities for medical personnel.
The bill does not provide for a review of grant applications by a National

Advisory Council. The legislation authorizing the previously cited programs, and
most other grant programs administered by the National Institutes of Health,
require the Secretary of HEW to consult with a National Advisory Council before
approving or disapproving any grant application. The Committee may wish to
provide a similar requirement in this bill.
The proposed part D does not contain an access to records and audit authority

for the Comptroller General of the United States. We recommend that the bill
be amended to include such authority. This could be accomplished by omitting
the proposed subsection 762(c) (4) and substituting the following language:
"(4) Each recipient of assistance under this part shall keep such records as

the Secretary of Health, Education, and Welfare shall prescribe, including records
which fully disclose the amount and disposition by such recipient of the proceeds
of such assistance, the total cost of the project or undertaking in connection with
such assistance is given or used, and the amount of that portion of the cost of
the project or undertaking supplied by other sources, and such other records as
will facilitate an effective audit;
"(5) The Secretary of Health, Education, and Welfare and the Comptroller

General of the United States, or any of their duly authorized representatives,
shall have access for the purpose of audit and examination to any books, docu-
ments, papers, and records of the recipients that are pertinent to the assistance
received under this part."

Similar provisions are contained in various acts relating to health programs.
See sections 280b-11 (b), 291d (11), 299i (b), 2697 (b ) and 2956-5 of title 42,
United States Code.
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Under section 202 of the Intergovernmental Cooperation Act of 1968, Pub. L.

90-577, 82 Stat. 1101, the Comptroller General and heads of Federal ag
encies

have access to records pertaining to grants-in-aid received by the States. How-

ever, section 202 does not cover political subdivisions of State or beneficiaries

other than States, which are grant recipients.
Sincerely yours,

R. F. KELLER,
(For the Comptroller General of the United States).

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE,
OFFICE OF THE SECRETARY,
Washington, D.C., July 7, 1970.

Hon. HARLEY 0. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce,

House of Representatives,
Washington, D.C.
DEAR MR. CHAIRMAN: This letter is in response to your request of February

13, 1970, for a report on H.R. 15793, a bill "To amend the Public Health Service

Act to provide for the making of grants to medical schools and hospitals to assist

them in establishing special departments and programs in the field of family

practice, and otherwise to encourage and promote the training of medical and

paramedical personnel in the field of family medicine."
The bill would authorize a new five-year program of grants to medical schools:

(1) to operate separate departments devoted to teaching and instruction in

all phases of family practice;
(2) to construct facilities appropriate to carry out family practice training

programs whether as a part of a medical school or as a separate outpatient or

similar facility;
(3) to operate or participate in special training programs for paramedical

personnel in the field of family medicine; and
(4) to operate or participate in special training programs for medical per-

sonnel to head departments of family practice or otherwise teach family practice

In medical schools.
The bill would also authorize grants to public or private nonprofit hospitals

which train medical students, interns, or residents:
(1) to operate special professional training programs in family medicine for

medical students, interns, or residents;
(2) to construct facilities appropriate to carry out these programs whether as

part of a hospital or as a separate outpatient or similar facility;

(3) to provide scholarships, fellowships, or stipends to interns, residents,

or other medical personnel in need of such assistance, who are participants in

accredited training programs in the field of family medicine and who plan to

specialize or work in the practice of family medicine; and
(4) to operate or participate in special programs for training paramedical

personnel in the field of family medicine.
For the purpose of making the grants to medical schools and to hospitals,

the bill would authorize appropriations of $50 million for fiscal year 1971, $75

million for fiscal year 1972, and $100 million each for fiscal years 1973, 1974,

and 1975.
We are in full accord with the objective of encouraging and promoting the

training of physicians and paramedical personnel to help to meet the needs of

each patient for personalized and unfragmented care for all of his health needs
as an individual in a particular family in a given community at a particular

time. At a time of increasing specialization and with a variety of types of
personnel and facilities often contributing to the care of a single patient, educa-
tional programs for health manpower at all levels must emphasize this aspect
of training.
Methods of achieving the goal of personalized and unfragmented care for each

individual—including not only diagnosis and treatment of illness but also pre-
ventive and rehabilitative services—are in a state of experimentation and change.
A variety of terms is used to describe the kind of care or practice, or the type
of practitioner, that is wanted: family practice, general practice, personal medi-
cine, primary care, first-contact physician, generalist, comprehensive medical
care.
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A number of schools of medicine and osteopathy and their teaching hospitalshave used, or have indicated their intention to use, at least a portion of theirformula grants or their special project grants under the Health ProfessionsEducational Assistance Program to support the teaching of continuity, primary,or family-oriented care through ft variety of means. Some schools are gearingtheir entire educational program to the production of family physicians; someare establishing separate departments of family practice or family medicine;others are developing family practice or "primary care" programs on an inter-departmental basis.
Among the medical schools that have been awarded special project grants forexpansion of enrollment (including Physician Augmentation projects) underthe Health Professions Educational Assistance Program, a number will giveadditional emphasis to the teaching of family medicine in the course of achiev-ing the goal of increased output.
The Health Professions Educational Assistance Program has aided in the con-struction of facilities for all teaching purposes in medical schools including theiraffiliated hospitals. We are trying to remove artificial barriers to sound planningand construction of the institution as a whole, rather than create them throughcategorical construction aid.
Several other legislative authorities already exist under which activities re-lated to the field of family medicine as contemplated under H.R. 15793 may beaided. Authority for Federal support of training of physicians assistants andother new types of paramedical personnel exists under the Allied Health Profes-sions Personnel Training authority for developmental grants (section 794, PublicHealth Service Act) and under the new Health Professions Educational Assist-ance special project grant authority which went into effect July 1, 1969.A number of projects involving the preparation of nurses to play a role in theprovision of family-oriented medical care have been conducted under nurse train-ing and public health training authorities. These have included, among others,projects to plan and evaluate experimental training programs for such clinicalnursing specialists as pediatric nurse practitioners.
The Hill-Burton medical facilities construction program provides support forthe construction and modernization of private, nonprofit medical facilities, in-cluding ambulatory care facilities of the type required for family medicine teach-ing programs.
At the level of internship and residency training, concern for the need for moretraining in the provision of personalized or family-oriented continuing medicalcare is reflected in the recent creation of family practice as a new medical spe-cialty. There is pressure also for increased emphasis on training in continuous,comprehensive patient care in other specialty training programs such as internalmedicine, pediatrics, and obstetrics. The costs of interns' and residents' salaries(and to a somewhat lesser extent, teaching costs for these training programs)now are met largely out of payments for services, including reimbursements forcare under medicare and medicaid.
In view of the evolving character of the concept of family medicine, there areadvantages to aiding activities in this field under broad, flexible legislative au-thorities such as those contained in the Health Professions Educational Assist-ance Act. This type of authority permits the support of alternative approachesto training in the provision of comprehensive and continuing care to individualsand families, pending further evaluation of the various mechanisms for educatingpersonnel and organizing medical services in this field. It also allows aid fortraining in family medicine to be provided in conjunction with aid directed to-ward another purpose such as expansion of enrollment of medical schools.The Health Professions Educational Assistance authority is due to expire onJune 30, 1971. Because of the close relationship between the family medicine ac-tivities proposed in the instant bill and the Health Professions Educational As-sistance Programs, we recommend that action on that bill be deferred until therecommendations on the Health Professions Educational Assistance Act havebeen completed. In any event, however, we would strongly oppose the enactmentof another categorical grant authority, such as that embodied in the bill, whichwould duplicate authorities or mechanisms already existing to achieve the pur-pose of this legislation.
We are advised by the Office of Management and Budget that there is no ob-jection to the presentation of this report from the standpoint of the Administra-tion's program.

Sincerely,
ELLIOT L. RICHARDSON, S e cr e t ary .
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE,
Washington, D.C., August 19, 1970.

Hon. HARLEY 0. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce, House of Repre-

sentatives, Washington, D.C.
DEAR MR. CHAIRMAN: This letter is in response to your request of August 4,

1970, for a report on H.R. 18717, a bill "To amend the Public Health Service Act
to provide for the making of grants to medical schools and hospitals to assist
them in establishing special departments and programs in the field of family
practice, and otherwise to encourage and promote the training of medical and
paramedical personnel in the field of family medicine."
The bill is identical with H.R. 15793 on which we reported to you on July 7,

1970. A copy of the report on that bill is enclosed for your convenience. Our
views on H.R. 18717 remain those expressed in the appended report.'

Sincerely,
ELLIOT L. RICHARDSON, Secretary.

EXECUTIVE OFFICE OF THE PRESIDENT,
OFFICE OF MANAGEMENT AND BUDGET,

Washington, D.C., July 9, 1970.
Hon. HARLEY 0. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce, Howe of Repre-

sentatives, Rayburn House Office Building, Washington, D.C.

DEAR MR. CHAIRMAN: This is in response to your request for the views of the
Office of Management and Budget on H.R. 15793, a bill "To amend the Public
Health Service Act to provide for the making of grants to medical schools and
hospitals to assist them in establishing special departments and programs in the
field of family practice, and otherwise to encourage and promote the training
of medical and paramedical personnel in the field of family medicine."
In a report being furnished to your Committee, the Department of Health,

Education, and Welfare states its reasons for recommending against the enact-
ment of H.R. 15793.
We concur in the views of the Department of Health, Education, and Welfare,

and, accordingly, recommend that your Committee not give favorable consider-
ation to H.R. 15793.

Sincerely,
WILFRED H. ROMMEL,

Assistant Director for Legislative Reference.

Mr. JARMAN. Our first witness this morning is our friend and col-
league on the Interstate and Foreign Commerce Committee, the Hon-
orable Fred B. Rooney, of Pennsylvania. Cont?,Tessman Rooney in-
troduced the first bill on this subject. Fred, it is a pleasure to have
you with us to testify this morning.

STATEMENT OF HON. FRED B. ROONEY, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF PENNSYLVANIA

Mr. ROONEY. Thank you, Mr. Chairman.
Mr. Chairman and members of the subcommittee, I have a brief

statement. I first of all want to thank you for the opportunity to
appear before this distinguished committee on this very important
subject which I have had an interest in for the last 2 years.
I might add, Mr. Chairman, that I am very grateful that three very

dedicated doctors took time out today to be here. They flew in from
San Francisco where they were attending the Academy of Family
Physicians Convention. And I am speaking of Dr. Kowalewski, Dr.
Johnson, and Dr. Jack Hall.

1 See report dated July 7, 1970, p. 49, this hearing.
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The trend in this Nation today toward specialization and away
from family practice has manifested itself plainly during the past 40
years.
In 1931, three out of every four doctors were general practitioners.

Today only one of every five physicians is engaged in this rapidly dis-
appearing art. To make matters worse, only 15 percent of our medical
school graduates today are choosing to go into family practice.
Two questions occurred to me when I first became interested in

this problem. The first was: What is causing this move away from
family practice? The second: Is this a good or a bad trend? In other
words, do we really need general practitioners? The fact that I am
seated before you today should indicate that my investigation led
me to answer the second question with an emphatic yes.
But, for a moment, let us look at the reasons for the overwhelming

shift toward specialization. The United States today as a whole has
moved away from the "jack of all trades" concept and into the era
of the specialist. This trend was initiated by industrialization and
has spread into widely diverse areas. We are living today in a time
when a worker might spend his whole day tightening the same
screw as hundreds of identical articles pass before his eyes. Special-
ization has even encroached upon the sports world. It is not at all
strange to see a baseball manager make repeated trips to the mound
removing one pitcher after another in search of one whose particular
abilities will offset those of one batter.
So it should not surprise us to see medicine dominated by special-

ists. However, there is another, more fundamental reason why special-
ization has taken such a strong hold in medicine. Categorized re-
search, which, I hasten to say, has been responsible for so many of
our victories over formerly incurable or disabling diseases, has also
become the dominant theme in our medical schools. Thus it is only
natural that they should turn out specialists. But I did not come
here to criticize specialization. I came here to point to the correspond-
ing and complementary need for family practice specialists.
In 1964, the American Medical Association recognized this need.

They appointed the "Ad Hoc Committee on Education for Family
Practice." The committee's function was to review AMA policy re-
garding family and general practice. And while the ad hoc committee
was established and financed by the AMA, one half of its membership
was .sought from and appointed by the Association of American
Medical Colleges and the American Academy of General Practice.
The ad hoc committee initiated their study by defining the role of

the family physician. As defined by the committee, the family physi-
cian is one who: (1) Serves as the physician of first contact with the
patient and provides a means of entry into the health care system; (2)
evaluates the patient's total health needs, provides personal medical
care in one or more fields of medicine, and refers the patient when
indicated to appropriate courses of care while preserving the conti-
nuity of his care; (3) assumes responsibility for the patient's compre-
hensive and continuous health care and acts as a leader or coordinator
of the team that provides health services; (4) accepts responsibility
for the patient's total health care within the context of his environ-
ment, including the community and the family, or comparable social
unit.
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This kind of doctor, Mr. Chairman, would be especially effective in
the context of modern day America. It has been said of-ten that the
only people who receive adequate medical care are the very rich and
the very poor. I would agree with only half of that statement. It seems
to me that the poor and the middle class have suffered the most from
the decline in family practice. These people need the guidance and
overall health care that only a family practice specialist can provide.
After conducting a comprehensive 2 year study, the ad hoc commit-

tee published a report titled "Meeting the Challenge of Family Prac-
tice." And in the report the committee offered recommendations which
can be summarized as follows:

1. Major efforts should be instituted promptly to encourage the
development of new programs for the education of large num-
bers of family physicians for the future.

2. Medical schools and teaching hospitals were urged to explore
the possibility of developing models of family practice in coopera-
tion with the practicing profession and the community.

3. New and substantial funds from some source should be made
available for all aspects of the programs.
4. Recognition and status equivalent to other medical specialties

is necessary for family practice.
Since the appearance of the report of the ad hoc committee a major

amount of time and effort has gone into the implementation of these
recommendations. However, much remains to be done. Many under-
graduate family practice programs are barely established and cer-
tainly inadequately supported. The answer, of course, is sufficient
funding to bring these programs to a proper level.
And I would like to emphasize the importance of adequate funding.

Without it this program will fall by the wayside joining many other
worthy measures killed by inadequate attention to our Nation's health
care problems. I thought the problem was particularly well stated in
an editorial that appeared in the Sunday Star on September 27, 1970,
entitled "Action Needed in Nation's Health Care," which I request,
Mr. Chairman, be made part of the record at this time.
Mr. JARMAN. The committee will be glad to receive it.
(The editorial referred to follows:)

[From the Sunday Star, Washington, D.C., Sept. 27, 1970]

ACTION NEEDED ON NATION'S HEALTH

Fourteen months after he said the country was facing a "massive crisis"
and possible breakdown in health care, President Nixon has called for the draft-
ing of a remedial program. And the word is out that he won't settle for just
shoring up the present rickety health services system. He has ordered a blue-
print for making Americans the healthiest people on earth, which they now
decidedly are not.

If that is indeed his goal, he deserves every encouragement. This is a mis-
sion of necessity upon which the nation should have embarked many years
ago. In this field, the United States is in a third-rate position among the in-
dustrial nations. It just muddles along, tolerating incredible disorganization,
appalling inequities and financial ruin for people who get too sick for too
long. For millions, adequate care simply is unavailable. Distribution of serv-
ices is drastically uneven across the nation.

Officials of HEW are reported to be working nights and on weekends on Mr.
Nixon's program, and a bundle of recommendations should shortly be on his
desk. He will need to sit down when he reads the cost projections. If the formu-
lators come up with a plan scaled to actual needs, the price will be jolting.



54

It will make the welfare reform legislation he is now trying to push through
Congress look like a penny's worth of peanuts. No doubt that is why he has
delayed so long in acting on his own health-care crisis alarm, sounded in
July of last year. A glimmer of what may be expected was given by Dr. Roger
0. Egeberg, an assistant HEW secretary: ". . . as I see the problems, they are
awful. Our needs for money are almost insatiable."
Before any hallelujahs are heard, it should be noted that no real movement

is visible, except backward. All that is promised is a plan, and that has come
not directly from the President but from a third-level administrator, Dr. Ege-
berg. The doctor has long been agonizing over the deteriorating health-care
situation and trying to direct the President's attention to it. Now he vouches
for Mr. Nixon's interest and we hope he is correct. We also hope that another
year will not elapse before a comprehensive, sensibly graduated program is
laid before Congress and the people.
This is a cause to which the public would rally. Most people are gravely con-

cerned about the cost and uncertainty of medical care, and most still have not
been exposed to the more shocking evidence which the President could offer.
•There is abundant evidence of that concern. For example, on Labor Day the

AFL-CIO president delivered a most untypical speech. It wasn't about labor
itself, but rather was a statement of labor's No. 1 goal for the Seventies. That,
George Meany said, "is to upgrade .America's standard of health, to establish a
new and better system for delivering health care and health services to the
people who need them." He strongly endorsed the national health insurance pro-
gram now before Congress.

Fifteen senators are sponsoring the insurance bill, which will not and should
not be passed in this session. To place it in effect now would be like installing a
jumbo jet engine on a Ford Tr -motor plane; it would pull the whole fragile
health works to pieces. It is the only logical long-run objective, but preparations
must be made. Crippling deficiencies of manpower, money and planning must be
dealt with.
The administration, though, has shown no inclination to come to grips with

the core problems, and its shotgun assault Wednesday on the health insurance
bill bespoke too strong an attachment to the status quo. It revealed an affection
for the private health insurance system that seems out of all proportion to that
system's achievement record. Indeed the health needs picture drawn by HEW
Assistant Secretary John G. Veneman, who presumably was speaking for the
administration, was depressing in its narrowness.
He said national health insurance would cost too much (which it probably

would if it were immediately implemented), and that it would "radically re-
structure the health financing and health service industry" with untested new
processes. Certainly the present processes have been tested, and in view of the
sorry state of health services, some radical restructuring seems inevitable.
Most discouraging, however, was Veneman's conclusion that, over-all, "the

best investments that we can make as a nation in improved health are those di-
rected toward assuring sufficient food and an adequate income, and a healthy
environment for all." That was a platitudinous evasion of the health-care issue—
about on the level of prescribing an apple a day to keep the doctor away. But
people more zealous to assure first-rate health services for everyone, regardless
of income, are hamstrung until some expensive foundations are laid.
A major expansion and upgrading of services is out of the question until the

medical personnel shortage is relieved. The Nixon administration has avoided
confronting that primary obstacle which, as a result, is growing larger. New
York hospitals now are so desperate for nurses that they are advertising in Eu-
rope, Canada and Australia. Probably a fourth of the nursing stations in the
country are unfilled. The doctor shortage stands at more than 50,000 and is
worsening daily, yet U.S. medical schools turned away 15,000 well-qualified ap-
plicants this year. Faced with this predicament, the administration has trimmed
federal assistance to medical schools and many are staggering financially. Two
of the three here in the District are threatened with closing if they do not re-
ceive emergency grants. Johns Hopkins at Baltimore is in serious difficulty.
The President's first concern in the health field should be the rescue of the

medical schools, and then their enlargement. The government also should set up
improved machinery for measuring their efficiency and for obtaining the largest
possible output of new doctors and nurses for the dollars spent.
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And some way must be found to improve the dispersal of physicians. More
med school graduates must be gotten into practice out among the populace, in
localities where they are desperately needed, instead of adding to the urban con-
centration of specialists. There has been no planning for distribution of medical
manpower in relation to needs. Hence some whole counties have been without
general-practice doctors, while more attractive areas and specialties have been
overloaded. Location incentives can be provided and the fadeout of the general
practitioner can be reversed.
•Another urgent need is for commitment by the profession to increased use of

medical assistants—to the training of a new grade of personnel who in effect
would be super-nurses. These aides—extensions of the doctors but at a level
just below him—could contribute immeasurably to the creation of an efficient,
full-service system. Professional obstinance has suppressed this concept, but
there have been recent encouraging experiments.
Action is needed to extend prepaid group practice services to more Americans.

About five million now are covered by group plans, which assure treatment at
minimal cost. Again, there is resistance in the medical profession, but the AMA
president recently voiced strong support for group practice and urged his orga-
nization and the federal government to promote it.
The President has been accused of giving health care a low priority rating,

and we hope he will soon lay that charge to rest. If his administration can put
together a program to create efficiency and sufficiency where there is now chaos
and paucity, he will be long remembered. The pattern for advancement should
be drawn to culminate with cradle-to-grave national health insurance, when
the services structure can support it. Whether health services are a right or
a privilege is an old argument, but Americans have settled it in their minds,
and George Meany asserted that decision: "We must stop restricting the right
to life and death to those who can pay, and denying it to those who cannot."

Mr. ROONEY. We have before us now a measure which again has
the potential to combat a critically short supply of doctors of family
medicine—those desperately needed "generalists" who can attend to
90 percent or more of the ills which confront the American family
unit.
The Star editorial pointed out, "The doctor shortage stands at more

than 50,000 and is worsening daily, yet -U.S. medical schools turned
away 15,000 well-qualified applicants this year."
And, the Star very correctly observed, "More med school graduates

must be gotten into practice out among the populace, in localities
where they are desperately needed, instead of adding to the urban con-
centration of specialists."

Several months ago it was authoritatively reported that in this—
the most civilized Nation on the face of the earth—the life expectancy
of our people actually has declined because of the deterioration of the
level of health care. In effect, the total lifespan of our 200 million
plus citizens has been cut short by more than 80 million years.
It is a staggering figure and one I feel should convince each of us

of the need for priority action to reverse the trend of health care in
America. This subcommittee has the opportunity to take one big step
in that direction by acting favorably upon the legislation before you.
And hopefully, Mr. Chairman, this bill will be reported to the full
committee and I hope will be enacted into law in this, the 91st session
of Congress. I thank you very much for giving me this opportunity
to appear before this very distinguished committee today.
'Mr. JARMAN. Thank you very much, Fred, for very effective testi-

mony on the subject of tremendous importance to this country.
Mr. Rogers.
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Mr. .ROGERS. Thank you. I, too, want to commend the gentleman
for bringing this to the committee's attention. It is a problem that
I think must be dealt with. I think we must even do more than is
proposed in this bill as far as meeting the needs, but certainly this is
a significant step. I noticed too in the Star editorial you referred to
they talked about assistant doctors, using personnel more adequately,
nurses, upgrading them, having a stepping stone in the health pro-
fession where you are zeroed in and can't move as you learn. So
there are many'things that I think we can do, but certainly this is a
significant step, and I commend the gentleman for his interest and
for introducing this legislation.
Mr. JARMAN. Mr. Nelsen.
Mr. NELSEN. Thank you, Mr. Chairman.
I, too, want to join in thanking our colleague for his appearance

here today. I received a call from Dr. Huffington in Minnesota inform-
ing me that some of his colleagues would testify later and asked that
I be sure to be here. And I think all of us, particularly those who
live in rural communities, and smaller, communities, are well aware
of the tremendous shortage df doctors and nurses, And we see the need
of stimulating in every way possible the production of more doctors
so these areas can be served. I thank my colleague for his appearance
here and his interest in this subject matter. Thank you very much.
Mr. JARMAN. Thank you for leading off in this hearing.
Mr. Preyer.
Mr. PREYER. I, too, want to congratulate Mr. Rooney.
Mr. ROONEY. I wasn't looking for any accolades.
Mr. PREYER. I thought your point about specialization was certainly

a valid one, and it is interesting that people from Pennsylvania,
particularly around Pittsburgh these days, go to sports metaphors
to find an example of specialization. Pittsburgh seemed to be a good
example. There is a team with no one specializing in pitching, for
example, and yet they do all right. I think this is an excellent state-
ment, Mr. Rooney.
Mr. ROONEY. Thank you. Thank you, Mr. Chairman.
Mr. JARMAN. Our next witness is also a colleague from the full com-

mittee, the Honorable J. J. Pickle of Texas. Mr. Pickle, I understand
you have a statement you wish to present to the subcommittee this
morning. Proceed as you wish.

STATEMENT OF HON. J. J. PICKLE, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF TEXAS

Mr. PICKLE. Mr. Chairman, I thank the subcommittee for the care-
ful consideration they are giving H.R. 15793, the family practice
bill, and I wish to testify today in favor of this bill of which I am a
cosponsor.
Mr. Chairman, in the past several years, we in the Commerce Com-

mittee have had the increasing shortage of medical personnel. in this
country repeatedly brought to our attention. As the population has
continued to grow, this shortage has begun to reach crisis propor-
tions, and this is a fact which I think most of us realize.
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The problem comes in deciding how best to combat this shortage.
I would submit to you today that the family practice bill attacks
a critical gap in our medical services and would be an efficient and
effective way of helping to counteract the medical personnel short-
age.
This legislation has widespread support in both the House and

the Senate. My colleague, Fred Rooney of Pennsylvania, introduced
this legislation in the House and I joined in cosponsoring this much
needed legislation. As you know, Senator Yarborough introduced sim-
ilar legislation in the Senate.
The family practitioner is in a unique position to consider and

to treat persons in the context of their family and surroundings. He
is in a position to spot abnormalities which might lead to early diag-
nosis of more critical illnesses. Perhaps most important, he is in the
best position to emphasize preventive health.
Moreover, we must remember that it is the rural poor, the ghetto

dweller, the elderly, the migrant, who are the people who have suf-
fered most by the decline of the family doctor for they lack the
means and the family tradition of looking for the kind of medical
care they need. In many cases, the emergency rooms of our hospitals
have been forced to play the role of general practitioner—but by the
time a poor family arrives on the steps of a hospital, corrective meas-
ures are almost bound to cost a lot more than if a family doctor had
been able to get treatment to them earlier.
Due to the mushrooming of medical knowledge and technology,

the trend in our medical schools is to move into specialized fields.
Today about 80 percent of the graduates from medical school go on
to specialized training. Meanwhile, the percentage of medical person-
nel engaged in general practice has actually declined.
The Family Practice bill provides a comprehensive approach to de-

veloping a new specialty—family medicine. It will aid schools and hos-
pitals in the training of family doctors. It goes further and encourages
the training of paramedical personnel which will be of invaluable
service in our rural, .ghetto and remote areas. These medical people
will be able to assist in spreading the use of preventive medicines and
in getting people who need attention and the available medical services
together. This bill goes on to establish a 12-man advisory council in
the Department of HEW to assist in the administration of funds
allocated in this law and in the furtherance of the practice of family
medicine.
I submit to you that this is a sound bill, and a needed bill. I urge

you to recommend it.
Mr. JARMAN. Thank you, Mr. Pickle.
Any questions? If not, then thank you again, sir.
Mr. PICKLE. Thank you, Mr. Chairman.
Mr. JARMAN. Next we will hear from the Honorable Sam M. Gibbons

of Florida. It is a pleasure to welcome you to our subcommittee this
morning, Mr. Gibbons.
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STATEMENT OF HON. SAM M. GIBBONS, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF FLORIDA

Mr. GIBBONS. Mr. Chairman, I am pleased to present a statement in
support of legislation to amend the Public Health Service Act to
encourage and promote the training of medical and paramedical per-
sonnel in the field of family medicine. I am the sponsor of H.R.
16320 to accomplish these objectives.
All of us are aware of a crisis in health care services in the United

States. This awareness is reinforced each time we need medical help.
Many of us have difficulties locating a doctor. Once we do we often
must wait long hours in crowded waiting rooms.
This unpleasant situation exists, in part, because of a shortage of

family physicians. The general practitioner we once knew is vanishing.
In 1931, 84 percent of all those physicians in private practice were
general practitioners. In 1960, 45 percent of all those physicians were
general practitioners. In 1965, 37 percent were general practitioners,
and in 1967 only 20 percent were.
The trend toward specialization accounts for these decreases. Only

2 percent of the medical graduates in 1967 became general practi-
tioners. Between 1963 and 1967 the number of general practitioners
declined by 6.2 percent.
As the family physician disappears so does the service he 'provided.

He treated a great variety of ailments, he gave support during emer-
gencies, and most important of all, he had a thorough and intimate
knowledge of his 'patients.
Increasingly, his role is being filled by the pediatrician and the

internist. However, his role is not being filled at all in rural and pov-
erty areas. In New York City there are over 200 doctors for every
100,000 residents. In Mississippi there are 69 physicians for every 100,-
000 residents. The contrast is even more startling in the ghettoes and
poverty areas of New York City, where there are only 10 physicians
for every 100,000 residents.
In the past few years a new field—family practice—has emerged. A

few American medical schools are beginning to offer courses in this
area. However, much needs to be done. Such courses must be developed
into a curriculum which becomes an integral part of the medical school.
Medical schools and teaching hospitals must, furthermore, provide
good models of comprehensive health care for their students.
As the Ad Hoc Committee on Education for Family Practice of

the American Medical Association put it, the family physician "serves
as the physician of first contact with the patient and provides a means
of entry into the health care system. He evaluates the patient's total
health needs, provides personal medical care in one or more fields of
medicine, and refers the patient when indicated to approximate sources
of care while preserving the continuity of his care. He assumes respon-
sibility for the patient's comprehensive and continuous health care
and acts as a leader or coordinator of the team that provides health
services. He accepts responsibility for the patient's comprehensive and
continuous health care and acts as a leader or coordinator of the team
that provides health services. He accepts responsibility for the pa-
tient's total health care within the context of his environment, includ-
ing the community and the family or comparable social unit."
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The family physician in this context would treat most of the
patient's illnesses and would provide much needed preventive care.
Several recent developments in the field of family practice have

contributed to its advancement. Late in 1968, the American Medical
Association's House of Delegates drafted and approved the essential;
for graduate training programs in family practice. In 1969, the Ameri-
can Board of Family Practice was officially approved. The board plans
to offer the first examination for certification of practice to eligible
candidates early in 1970. A new residency review program for family
practice has been established. Twenty-two residency programs in fam-
ily practice have been approved by this new program so far.
To support and encourage such developments in the field of family

practice, I am cosponsoring legislation which would authorize appro-
priations of $50 million for the fiscal year ending June 30, 1971; $75
million for the fiscal year ending June 30, 1972; and $100 million for
the fiscal year ending June 30, 1973, and the next 2 fiscal years there-
after for the purpose of making grants to qualified medical schools and
hospitals to create departments of family practice, family practice
curriculum, and to provide professional and technical training for
medical and paramedical personnel in the field of family medicine.
Thank you, Mr. Chairman.
Mr. JARMAN. Thank you, Mr. Gibbons, for sharing your views with

us today.
Mr. GIBBONS. It has been my pleasure, Mr. Chairman.
Mr. JARMAN. The Honorable Spark M. Matsunaga of Hawaii, will

be our next witness.
Come forward, Mr. Matsunaga, have a seat and you may proceed as

you see fit.

STATEMENT OF HON. SPARK M. MATSUNAGA, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF HAWAII

Mr. MATSUNAGA. Mr. Chairman and members of the subcommittee,
thank you for this opportunity to set out briefly my views on H.R.
15793, H.R. 16360 and other similar bills, which would encourage the
practice of family medicine in America.
Family medicine may be a relatively new term for some of us, but,

it is merely a new way of describing a most familiar and friendly fig-
ure: the family doctor. In an area of critical medical personnel short-
ages, the family doctor, the general practitioner, has virtually disap-
peared from the face of the country.
The young man or woman who, 30 years ago, would have practiced

what we now call family medicine in a small town, has moved to the
city, taken intensive training in one specific area of medicine, and
become a specialist.
The complexity of modern medicine practically dictated this in-

creasing specialization. It has become increasingly difficult to keep
abreast of new developments in any single field of medicine, let alone
the entire spectrum of medical specialities.
But in the process of devising increasingly sophisticated remedies

for increasingly sophisticated maladies, we have lost the family doctor.
In 1931, three doctors of every four were general practitioners; the
figure today is one in five. This is a distressing situation. The family
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doctor provides the traditional point of entry into the health care
delivery system in America. Not being able to find a family doctor
with which to plan a preventive health strategy, most families receive
health care on a crisis-to-crisis basis. The result: poorer health for the
family, and a heavier strain on critically short health care resources.
It is to the correction of this situation that H.R. 16360 and the other

bills are directed. The proposal is to make funds available for grants
both to schools and to individuals, to promote the flow of more quali-
fied doctors and paramedical personnel into the practice of family
medicine. I will not burden the subcommittee by repeating the specific
provisions of the various bills, but I believe that the scheme devised is
a workable one.
Mr. Chairman and members of the subcommittee we need more

family physicians. They provide a means of entry into the health care
system. They can evaluate the need for more specialized treatment.
They can assume responsibility for the family's continuous and com-
prehensive health care needs.
It is my firm belief that the system of grants and loans established

in these bills, if funded adequately, can substantially alleviate the crit-
ical shortage of general practitioners of medicine. I urge this distin-
guished subcommittee to approve this urgently needed legislation.
Thank you for your consideration.
Mr. JARMAN. Thank you, for a thoughtful statement, Mr. Matsunaga.
Mr. MATSTINAGA. Thank you, MT. Chairman.
Mr. JARMAN. Our next witness this morning is Dr. Edward Kowa-

lewski, president, American Academy of General Practice, Akron, Pa.
Doctor, you may want to correct the chair on pronunciation.
Dr. KOWALEWSKI. No that is correct, Mr. Chairman. Kowalewski.
Mr. JARMAN. Kowalewski ?
Dr. KOWALEWSKI. Yes.

STATEMENT OF DR. EDWARD SOWALEWSKI, PRESIDENT, AMERI-
CAN ACADEMY OF GENERAL PRACTICE; ACCOMPANIED BY DR.
NORMAN COULTER, MEMBER, BOARD OF DIRECTORS; AND MIKE
MILLER, DIRECTOR, DEPARTMENT OF LEGISLATION AND PUBLIC
POLICY

Dr. KOWALEWSKI. Mr. Chairman, as I came to this seat I had a
kind of fear that I wouldn't be able to say the right words for the
gravity of the situation that we face. I would urge that you consider
my limitations and give the opportunity, if possible, for putting in
the proper words for such a very important need which one man isn't
able to face up to all the time.
I would also like to thank you for setting this session up. We just

came from our annual Scientific Assembly meeting in San Francisco
which we will be returning to, and I wish to tell you that the rep-
resentatives from our 50 States came from their respective States
with a mandate from their people for us to pursue the maintenance of
their health care system. So we are not talking simply for ourselves.
We are talking for the people of the country.
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I am Dr. Edward J. Kowalewski, a practicing physician of 22 years
experience, and 18 years of opportunity seeing all over this country
its medical needs. I practice in Akron, Pa. I was a member of the
Expert Review Panel of HEW, the Regional Medical Programs
Review Committee, and a consultant to the U.S. Public Health
Service as a member of the Family Health Care Service Committee.
I am appearing here today as president of the American Academy
of General Practice. Seated with me on my left is Dr. Norman.
Coulter, a family physician from Orlando, Fla., who is past presi-
dent of the Orange County Medical Society and a member of the
academy's board of directors, and Mr. Mike Miller, a member of our
staff.
The academy is the Nation's second largest medical association,

with a current membership of over 31,000 physicians residing in all
50 States, Washington, D.C., Puerto Rico, and the Virgin Islands.
As academy president, it is with a great deal of pleasure that I ap-
pear before you today to testify in support of H.R. 15793 and its com-
panion bill S. 3418. Although some minor amendments were made to

S. 3418 prior to its recent pasage by the Senate, the American Acad-
emy of General Practice does not feel that these amendments alter
the intent of the legislation.

Gentlemen, in recent years there has been a startling decline in the
percentage of the total physician population which is engaged in the
practice of family medicine. This has been widely noted and efforts
have been made to correct it, but they have not reached their mark.
Even the Health Professional Educational Assistance Act has failed.
This is, in my opinion, a trend which must be reversed if we are to

establish the best possible health care delivery system. The ultimate
beneficiary of this reversal will not be the Federal Government or
the American Academy of General Practice or the individual physi-
cian, but the Nation's people. In the year 1931, three out of every four
physicians in the United States were general practitioners. That is
to say, three out of every four doctors were engaged in providing
health care primarily outside the hospital. The number of physicians
engaged in limited specialty practice in 1931 comprised roughly 15
percent of the total physician population.
By the year 1949, the trend had become obvious. Only 50 percent

of the total physician population was engaged in private practice as
general practitioners. On the other hand the number engaged in private
practice as specialists represented nearly 29 percent of the total physi-
cian population.
As of 1967, the most recent year for which figures are available,

the general practitioner in private practice represented only 21.3 per-
cent of the total physician population, or approximately one out of
every five doctors as compared to three out of every four doctors in
1931.
If I may express these figures in different terms, in 1931, there were

1,097 people for every general practitioner in private practice and
5,551 people for every limited specialist in private practice. In 1967,
there were 3,171 people for every general practitioner in private prac-
tice, and 1,564 people for every limited specialist in private practice.
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I cite these figures not as proof of the need for more family physi-
cians, but as proof of the emphasis on specialization. I think there are
very valid reasons, which I shall presently discuss, why this emphasis
is undesirable, and must be reversed.
I should state at this point, there are several reasons why there

has been a de-emphasis on training family physicians. Advances in
medical science have opened new medical horizons and made feasible
the practice of medicine in many specialized areas. At the same time,
medical schools have focused much of their attention on research aimed
at new discovery and new horizons.
The medical school curriculum has been geared to accommodate

research with the result that few, if any, of the medical school faculty
have been general practitioners with a primary interest in training
family doctors. It is only natural that faculty surgeons would tend to
support programs which would improve the training of surgeons just
as faculty internists would tend to support programs to improve the
training of internists. Once the emphasis switched to research, the
trend toward limited specialization became self-perpetuating.
Allow me to now suggest some of my reasons for previously stating

that the de-emphasis of general practice is undesirable and must be
corrected. Based upon past figures, it can be reasonably estimated that
today only 15 percent of the medical school graduates will enter
private practice as general practitioners. When this is viewed in the
light of the fact that the family practitioner is capable of treating 85
percent of the illnesses which beset mankind, it becomes indeed alarm-
ing. Certainly no one would disagree with the statement that there is
an immediate need to increase the number of physicians providing
patient care. Can anyone possibly disagree with the statement that
this need should first be met by increasing the number of physicians
capable of providing 85 percent of care required?
The role of the family physician in the overall health care picture

is more vital today than ever before. He can treat the vast majority of
illnesses which confront him. In those instances when it is necessary to
refer his patient, the family doctor assumes the role of team quarter-
back. From his vantage point, he can see the whole person as that per-
son relates to his total environment. With the perspective, the family
physician is in the best position to determine the patient's next step in
the health care system.
In this vein, and basic to the system of residencies being considered

under this bill, is the heir to classic general practice—the new broad-
scale specialty of family practice. This new primary specialty became
a fact in February 1969, when the council on medical education of the
American Medical Association and the independent advisory board for
medical specialties approved the creation of a certifying board in
family practice. Where classic general practice was, like all of medi-
cine, crisis oriented, family practice will emphasize keeping people
healthy as well as providing comprehensive, continuing medical serv-
ice. This is a subtle but highly important difference. It is the aim of
preventive health care; the scientific application of the old adage about
an "ounce of prevention." More than ever before, because they now
will be taught, family doctors in this new specialty will treat the pa-
tient within the context of his environment—his family relationships,
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his job, his economic situation—not only when he is sick but before he
gets sick. He will be able to do this because family practice residency
training will orient him in psythology, anthropology, family eco-
nomics, and the interrelationship and availability of community serv-
ices. This family doctor specialist truly will be a new doctor for a new
day. And this, gentlemen, our students today desire.
This specialty board now has had its first examination and has cer-

tificated its first diplomates, some 1,600 of them. Almost all of these
men are practicing family doctors-99 percent are members of the
Academy of General Practice and are the vanguard of this new kind
of physician. The important ones, however, as St. John said, are those
that will come. These will be trained in the residency training pro-
grams supported by this legislation. These doctors are the primary
physicians of the future who will bring medical care back to the Amer-
ican people. The new specialty will give doctors-to-be the incentive to
enter primary care in large numbers. The family practice residency
system—supported by this legislation—will train them in how to
render primary, preventive health care. And, gentlemen, we have as
of this past year six applicants for each residency slot that is available.
Another reason I believe current de-emphasis on family practice

must be corrected is the increased cost of health care. There are obvi-
ous reasons why the decrease in family doctors has contributed to
increased costs and there are more subtle reasons.

Hospitalization costs have risen rapidly in recent years. This is, in
some part, due to the law of supply and demand. With the unavail-
ability of adequate numbers of physicians to treat patients outside the
hospital, the only alternative is to admit the patient to the hospital
where he can be properly cared for. This puts a premium on hospital
space and increases costs.

Health care costs are further increased when, due to the lack of
sufficient numbers of office based family practitioners, people's ill-
nesses reach the point at which they must be treated in the hospital.
I submit the proposition that if there were adequate supply of fam-
ily physicians, where the people need them, many illnesses which
would have eventually required hospitalization could be effectively
treated in the office and, therefore, make hospitalization unnecessary.
The increasing number of malpractice suits, with a resulting increase

in the cost of malpractice insurance, has been a major contributing
factor in the increase in health care costs. The decline in the number
of family physicians has had a subtle but very real impact in this area,.
On November 20, 1969, the Subcommittee on Executive Reorganiza-

tion of the Senate Committee on Government Operations issued a
voluminous report entitled "Medical Malpractice: The Patient Versus
the Physician." The report points out the fact that due to the deper-
sonalization of medicine, individuals are much more likely to instigate
malpractice suits in the present day than they were in the past. Page 9
of the report states:

. perhaps the most overlooked factor in the rise of these claims has been
the slow but constant change in the organization of health care services. Care
by the old family physician has generally diminished. Much of our care is now
In the hands of superspecialists and supersurgeons whom we may see only once
or twice in our lives and in whose hands we entrust our very lives."
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And on page 6 of the subcommittee states:
The breakdown in the physician-patient rapport results, in part, from thegrowing specialization in medicine. Doctors, whose specific professional interestIs a certain medical problem that poses the scientific challenge they have beentrained to deal with, may show—or appear to show—less concern for a patient'semotional needs than does the general practitioner or family physician.
Perhaps one of the most immediate reasons why steps must be taken

to produce more family physicians is because many communities don't
have a doctor or are faced with the possibility of not having a doctor
shortly. Gentlemen, I can document for you that this story is repeated
and repeated in every county in every State of this country. And you
will be receiving shortly from the members of each of the States docu-
mentation of this. It is a fact of life that smaller communities cannot
support a limited specialist, and they rely completely on family physi-
cians. Since the demand for family doctors is greater than the supply,
it follows that many communities are without adequate physician
population.
This point is illustrated by figures published in the November 24,

1969, issue of the Journal of the American 'Medical Association. In
1968, the AMA's Physician Placement Service received 208 requests
from family doctors seeking job opportunities, while, 1,060 opportu-
nities were offered. In the same year, the Placement Service received
448 requests from surgeons seeking opportunities while 170 oppor-
tunities were offered only and 224 requests from obstetrician-gyne-
cologists while 158 opportunities were available.
I would like to make one additional point before discussing the

reasons I believe, and the American Academy of General Practice
believes, that the legislation being considered by this committee is a
necessary first step in increasing the number of physicians providing
patient care as family physicians.
The American public has continued to rely heavily on the family

physician and has made this reliance known by ever-increasing patient
demands on the family physician. According to statistics published
in the January 5, 1970, 

i 
issue of 'Medical Economics, a survey con-

ducted in June of 1969 indicated that general practitioners averaged
179 patient visits per week, whereas general surgeons averaged 116
patient visits per week, ob-gyn specialists averaged 122 visits per week
and pediatricians averaged 155 visits per week.
Further proof of the public's demand for family doctors may be

seen in recent actions taken by State legislatures in New York, New
Jersey, Illinois, Kentucky, and North Carolina. In these five States
laws have been enacted requiring State-supported medical schools to
establish departments of family practice. This in itself can't be seen
as the solution to the problem in view of the fact that funds still must
be provided to establish and maintain these departments. This in itself
can be viewed as a positive indication that the public is demanding
and beginning to demand more and more that appropriate action by
Government be taken to insure the training of additional family physi-
cians. And I can assure you, gentlemen, that one of my greatest jobs
this past year was to try to hold down legislation and give medical
teachinginstitutions an opportunity to do this job themselves. I can
assure you that we have spent a great deal of our time trying to hold
down State legislation for the time being.
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To this point, I have attempted to explain the situation as it exists
and the reasons the present situation is undesirable. I would now like
to make a .few comments regarding the impact which the legislation
under consideration will have on this undesirable situation.
It is imperative that funds be made available on a categorical basis

for training family physcians. I have already spoken of the medical
school trend toward research with a resulting emphasis on limited spe-
cialization which has become self-perpetuating. By simply increasing
the amount of Federal funds available to medical schools, one has no
reason to expect that medical schools will establish departments of
family practice. Rather, the supposition would be that the medical
schools would tend to strengthen those departments and programs al-
ready in existence. Further validity is added to this supposition when
one realized that the country's medical schools are facing a financial
crisis which makes it difficult to maintain currently existing programs
much less establish new programs.
The categorical approach rather than block funding to financing has

been responsible for the greatest advances in government supported
medical endeavors. For example, psychiatry, the kidney area, heart,
cancer, and stroke got no place until they got into categorical financ-
ing, because this provides a specific constituted body of responsibility
with a specific charge.
If the supply of family doctors is going to be increased it must be

done at the level of the medical school and teaching hospital. H.R.
15793 and S. 3418 provide the mechanism for insuring- that more phy-
sicians will receive residency training in family practice at either the
university medical center or the AMA approved teaching hospital,
and also for insuring that more physicians will receive residency train-
ing in family practice at the undergraduate level. This exposure at the
undergraduate level is vitally important if we are to expect medical
students to enter the field of family medicine. I have stated that in
the past, few if any, medical school faculty have had experience as gen-
eral practitioners. Students tend to identify with their instructors.
Consequently, it is understandable that the number entering family
practice training programs after 4 years of medical school is very low.
This legislation makes it possible for medical schools not only to pro-
vide residency training programs in family practice, but to set up de-
partments of family practice with which medical students at the un-
dergraduate level may identify.
And, Mr. Chairman, I have a statement here which I would like to

read into the record which I think is very exemplary:

A poll of the class of 1969 at the Harvard Medical School showed 3 percent of
the freshmen wanting to be general practitioners. The class of 1973 expressed
22 percent in the area. In terms of financial aid, the percentage of funds avail-

able to support this interest is miniscule.

It must be increased as an expression of public concern, and we feel
that emphasis should be on the creation of priorities in medical educa-
tion based on the public need.
Through exposure to these departments during the first 4 years of

medical school, it can reasonably be predicted that increased numbers
of students will enter hospital or medical school residency programs in
family practice.
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Some questions have arisen as to whether the departments of family
practice which would be established by this legislation should be sep-
arate from and equal to the other medical school departments. Those of
us in the general practice area have gone down the blind alley of
trying to produce family doctors in a nonspecialty department and it
simply doesn't work, gentlemen. Family practice must be given the
same prestige as the other medical disciplines if we are to expect young
men and women to become family physicians, not only on the same
quality basis but on an even higher quality basis. Dr. Francis Land, the
director of the division of family practice at the University of Ne-
braska School of Medicine, stated:
I feel that in order for the family practice program to be viable in a medical

school, it is absolutely essential that there be a separate entity of equal stand-
ing in family practice with the chairman or director reporting directly to the
dean. I state this because only in this fashion can the director of the program be-
come a member of the executive faculty and engage in decisionmaking concern-
ing the entire medical school curriculum, including both undergraduate or grad-
uate. This to me is a very essential element in the development of this movement
to provide more clinicians, primarily physicians, for this Nation.

We wholeheartedly agree with Dr. Land, and we could duplicate
this statement. by many other medical educators many, many times
over.
The legislation which you are considering here today provides for

the training of paramedical personnel in family medicine. This is
desirable in that there is a definite need for paramedical personnel
trained specifically to assist family physicians. For the same reasons
that departments of family practice must be established through cate-
gorical grants, the training of paramedical personnel must be done
through categorical grants. And Congressman Rogers, you are so cor-
rect that we must extend the arm of the practicing physician, give him
help, but this training must come along at the same time that the stu-
dent is receiving his education in medical school so that they can in
effect come out as a team, and at the same time we are providing pro-
grams in the academy to teach the physician who has been out of medi-
cal school for some time how to better utilize physician assistants to
extend their effectiveness.
I would now like to touch upon the amount of funds which would be

authorized by these bills. I should preface my remarks with the state-
ment that the figures which I will be using are estimates which are
subject to many variables in different situations.
Based upon an approximate cost of $300,000 for establishing a de-

partment of family practice in a medical school or teaching hospital,
40 medical schools and 130 hospitals could establish programs during
the first year for which funds are authorized. This would cost $51
million.
The cost of maintaining these programs would drop to $250,000

after the first year. Although construction costs will not exist after the
first year, additional residents would be added to the programs, thereby
making the net decrease in funds only $50,000. To maintain the origi-
nal 170 programs during the second year would cost $421/2 million; 20
new medical school programs and 80 new hospital programs could be
added the third year at a cost of $30 million. Total costs for the second
year would be $721/2 million.
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During the third year, it would cost $671/2 million to maintain the
270 existing programs; 15 new medical school programs and 90 new
hospital programs could be added the third year at a cost of $311/2
million. Total cost for the year would be $99 million.
During the fourth year, it would cost $93% million to maintain the

375 programs in existence; 10 new medical school programs and 10
new hospital programs could be added at a total cost of $6 million.
Total expenditures for the year would be $993/4 million.
During the fifth year, it would cost $983/4 million to maintain the

310 hospital programs and 85 medical school programs in operation.
It is not anticipated that there would be any necessity for establishing
new programs during the fifth year.

Based upon a family practice residency program with four residents,
680 physicians will have received residency training after 3 years; an
additional 1,080 will have received their training after 4 years • an ad-
ditional 1,500 after the fifth year; and, an additional 1,580 after the
sixth year. Since no new residency programs were added during the
fifth year, the figure of 1,580 per year would remain constant after the
sixth year.
Six years after the funds authorized by S. 3418 have been made

available, 4,840 physicians will have graduated from family practice
residences; 310 hospital residency programs and 85 medical school
programs will be producing 1,580 family practice residents per year.
This is not an overabundant number of programs which you consider,
for example, the fact that there are 416 residency programs in inter-
national medicine and 393 residency programs in general surgery.
I would like to reemphasize my earlier statement that the figures

of $300,000 for starting a program and $250,000 for maintaining a
program are estimates, subject to several variables. In arriving at these
figures, no amounts were alloted to planning grants or for the train-
ing of personnel to head departments of family practice.
I should further point out that after 3 years, hospital residency pro-

grams will generate income of their own which may reduce the amount
of outside funding necessary. It is hoped, however, that after 3 years,
the hospital residency programs will be expanded to graduate more
than four residents per year. If this happens, much of the self-gen-
erated income will be used to expand the hospital programs.
This is not an overabundant program, when you consider, for

,example, the fact that there are 416 residency programs in internal
medicine, and 393 residency programs in general surgery.
I have attempted today to give you gentlemen some idea of the feel-

ings of the American Academy of General Practice regarding the fu-
ture of family practice in this country. I firmly believe that the enact-
ment of this legislation will prove invaluable in providing additional
doctors whose primary function is the care of people.
Thank you for giving me the time to appear here in behalf of the

academy. If you have any questions, Dr. Coulter and I will be happy
to answer them.
Mr. Chairman, just one last thing. In the testimony in the Senate,

there was asked for a listing of medical schools with departments of
family practice or divisions of family practice. Having just seen this
and recognizing that many of those listed here might give the impres-
sion that there is an overabundance of these departments, I can assure
you that many of these are simply token or paper departments.
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Thank you, Mr. Chairman.
Mr. JARMAN. Thank you, Dr. Kowalewski, for an excellent and

comprehensive statement on this subject.
What do you think the attitude will be of schools of medicine in

the country in terms of setting up a separate department for the teach-
ing of family medicine?
Dr. KOWALEWSKI. I can say, sir, that you show deep understanding

in this because this is very important, the attitude that they would take,
we have at the present time many medical schools which want to get
into this area, who have the interest and the personnel and the con-
viction to do it. But financially they can't do it.
Now, it is a little bit easier in a medical school that is a brandnew

one, just being established. Somehow this can work in. But for the
one that is already established it is a problem.
I can assure you also that there are those individuals in medical

schools willing to support this on the teaching level.
It has been gratifying to us to see the increasing numbers of quali-

fied people appear who want to, who believe in this concept and are
willing to teach. So that I really believe, and we can demonstrate
and document this, that the schools are definitely interested.
The problem always exists, sir, however, we find that if there is

understanding of the concept involved, the problem can be resolved.
Only in those areas where people do not take the time to understand,
do problems occur.
Mr. JARMAN. I certainly think the figures you quote, the percentage

figures at the Harvard Medical School are of real interest. Did you
say 3 percent in one class and 23 
Dr. KOWALEWSKI. Twenty-two in the next class.
Mr. JARMAN (continuing) . In the next class?
Dr. KOWALEWSKI. And in addition to that, sir, I think that the most

convincing proof of all of this is, I have had the opportunity and you
will hear testimony tomorrow from the Student American Medical
Association that indeed the only reason why our accomplishments
have become a reality is because the student in increasing numbers
has been there on the medical school level to demonstrate his interest.
All the attempts that we have tried to make to change medical school
curricula, to make curricula meaningful in medical schools has not,
did not come about until the student came and made the changes. The
student is reflecting and trying to adapt himself to the needs of people,
and he is doing it in the medical school, and I take my hat off to him.
Mr. JARMAN. Thank you.
Mr. Nelsen.
Mr. NELSEN. Thank you Doctor for your appearance. A couple of

things have come to my attention. In rural communities we have
many, many small hospitals supported enthusiastically by little towns,
and which are now operating under standards that do not seem to
meet the new hospital standards that are evolving. Little by little it is
tougher and tougher for these small hospitals to survive. As a result
the doctors go to other hospitals and pretty soon these small town fa-
cilities have little left.
Do you see any merit to trying to work out a system where some of

these smaller hospitals meeting limited standards can serve as a place
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where somebody with a broken arm or some little ailment can go for
help when it is needed. Doctor, do you see any merit to a little change
of policy in this direction?
Now, this may not be true in your State. It may be true in some

States and in other States it is not.
Dr. KOWALEWSKI. I am aware, sir, and this is especially important,

because if you take away in this country that small hospital that you
are talking about and add up the numbers of people that they take
care of—let us say that for some reason they would be closed then—
we are in deep trouble, because they take care of more people per day
than all of our large institutions put together. I think manpower is a
problem in this area, especially primary physician manpower.
Mr. NELSEN. Yes.
Dr. KOWALEWSKI. If we are able as one portion of it to supply the

physicians in that community that are needed, this small hospital is
needed, and it will stay and it will be supported.
Now, we insist that the training of our new family physicians pro-

vide them with the competency in taking care of outpatients as well as
inpatients. And the greatest support to what you are saying, the need
of it is this, that many patients will accept treatment in their own
locality, but if you say to him, "John, I want you to go 200 miles to
New York" or some other big city, they say, "Forget it, Doctor. I will
stay here." And this, gentlemen, to me is very important. Anybody
who practices sees this daily.
Mr. NELSEN. Of course another point, we hear so much talk about

is survival of the rural communities and the need of decentralizing
our larger population centers to bring them to rural areas. Of course
anything we can do to keep the rural doctor and to keep the rural hos-
pital, helps make it possible to keep the rural communities.
Now, one of our former members, Mrs. Bolton, was a very en-

thusiastic supporter of trying to secure good nurses who can do some
of the chores, as we say on the farm. Have you any views on this?
Do you see some merit and need in this area?
I also understand that in the dental profession the doctor is now

thinking of having an aide that can do some of the little things which
would increase his production.
Dr. KOWALEWSKI. Yes. We are very much concerned and very much

involved in this, and I would start to answer your question by saying
this, that the first medical professional who sees the patient, the first
one, should be the most highly qualified person that we can put in
that area because his early direction will determine the rapidity of
the care of that patient, the final cost, and the quality of his care.
Now, supporting this highly qualified man, in all the communities

where the people are, we should have an extension of his arm by spe-
cially trained physician assistants and by all of these people that you
talk about.
Now, in family practice the needs are so different that we are

going to provide special training for those who will be family prac-
tice assistants. Being a family practice assistant requires special abili-
ties, because the concerns so frequently that come to the family doctor
are not only clinical concerns, but we are the people who have to direct
the person as to how he handles many economic and social problems
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also, as for example Medicare. And believe you me, a great deal of our
time is spent in this area. And please, gentlemen, simplify it somehow.
Therefore this man must be trained not only in the clinical areas but

also shall we say in the daily economic areas.
Mr. NELSEN. Another question.
In Minnesota our medical school is a large one, and a large per-

centage of our graduates will leave our State to go to other States
that have no medical school. The dollar burden to our State has
become very extensive, and to expand the production would require
still more dollars which we find difficult to supply. And I have often
wondered when youngsters that come in from other States—say they
come in from the Dakotas to Minnesota—Why that State shouldn't
make some contribution to the cost of producing the doctors that go
back to their State to practice. Maybe by some equalization we could
make it possible for us in Minnesota to do still a better job. I also
see the justification of Federal aid to a medical school because of the
fact so many of them are supplying doctors for other States. The
present situation creates a real tax problem in our State.
Dr. KOWALEWSKL It is very important, and, sir, we have made a,

study of this, and I would like to share this with you, that if the medi-
cal schools in the State are geared to 'answer the medical needs of that
State and if there is sufficiency of residencies in that State prepared to
answer the direct medical needs, the specific medical care needs of that
State, at least 60 percent of the people will stay in that State. If they
do not answer the particular needs of that State, they will leave. And
we must take some examples from Canada. For example, in Dalhousie
Medical School this past year, 72 percent of their graduates this past
year went into family medicine, and 72 percent of them stayed in the
Province. And why? Because they take care of the education, under-
graduate, and postgraduate education which fulfills the needs of the
community.
More specifically, in reference to the financing part of it, all of us,

you gentlemen in Congress and we in organized medicine are con-
cerned and we are working to try to solve this problem, but I have
come to the realization that we are only going to get as far as the peo-
ple of this country put a, priority on health care. If the people do not
provide the means and continue to put other things ahead of medicine,
then only to that degree will we be able to provide care. This is a
fact that the public must be made aware of.
Mr. NELSEN. I might mention that the Mayo Clinic at Rochester

recently contacted both me and this committee, and stated that they are
considering a medical sdhool there that as a part of their total package.
And, of course, they have tremendous expertise. They have great doc-
tors, and this would be quite a contribution to our productive capacity
as far as doctors are concerned.
And I am glad to see the awakening of need of the family practice

doctor, because this, of course, is something I think we need in rural
America. We need a little more attention to this problem. And so many
of the young doctors who become specialists are lost to our rural
communities.
Thank you, Mr. Chairman.
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Mr. ROGERS. Dr. Kowalewski, your statement was excellent pointing
up the problems that we find in the delivery of health care in this
country. I am delighted to see a good Floridian with you, Dr. Coulter,
US well as Mr. Miller, who is not from Florida I presume. But I would
be interested if you could just point out maybe the situation in Florida,
Dr. Coulter.
Dr. COULTER. Thank you, sir. Mr. Chairman, members of the sub-

committee, I am from Orlando, Fla., which has a population of approx-
imately 100,000 people, and if we consider those who live between
Orlando and the Cape and Patrick Air Force Base and so on, I am
sure it quite exceeds perhaps 125,000 to 150,000 people.
I regard these as urban people. I am connected with an 800-bed hos-

pital in Orlando, where we have many excellent specialists, many ex-
cellent subspecialists, and they do a fine job and we appreciate their
presence. We use them. We depend upon them greatly. Nevertheless, in
my office and in the office of my colleagues who are in family practice
in Orlando, we get daily requests from patients for family physicians.
They call and say to me or to my nurse or to my secretary, we have
called six doctors, and these six doctors have said something like this:
What you tell us is not in my field; what you tell us is not in my age
group, and so on and so forth. Can't you give us, please, somebody who
can take care of me and the rest of my family.
And this is what we are up against in the urban areas as well as in

the rural areas. This to us is a tremendous problem. And we hope SOIrle
way can be found to increase the number of family physicians not
only for the rural areas but for the urban as well.
Mr. ROGERS. Thank you.
Actually, what you are telling us is that this has become the age of

the specialist and that what we must do is make a specialty out of gen-
eral practice; isn't that it?
Dr. KOWALEWSKI. That is right.
Mr. Rows. You now want to make a specialty here.
Dr. KOWALEWSKI. Yes, we have as a matter of fact, accomplished

this step.
Mr. ROGERS. So that we can attract people to this specialty, just as

they are attracted to specialties in other areas.
Dr. KOWALEWSKI. That is the point, Mr. Rogers. To us as established

practitioners, specialty is not important, but to the young man it is.
However, I don't wish to leave the idea that that is shallow
Mr. ROGERS. No; I understand.
Dr. KOWALEWSKI (continuing) . Because accompanying this is the

fact—let me put it this way. When we graduated from medical school,
the old idea of medical schools then was to produce an undifferentiated
physician, and by God we were undifferentiated. We were ready for
nothing. It took us 15 to 20 years to learn the techniques of being a
family practitioner. This is how the general practitioner will differ
from the family physician of the future, because built into his medical
school training and built into his residency are the special things that
he needs to know. For example, today a family physician, his ink isn't
dry on his sign outside than a member of the community comes to him
and says, Doctor, we are having a drug problem. Could you help us
do something about it?
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What we are doing for our family practice oriented medical stu-
dents now is to not only teach them the pharmacology of the drugs
and the scientific portion of the drugs, but we are teaching him how to
mount a program in his community to do something about it. And we
will take this approach not only to drugs, but sex, pollution, the prob-
lems of a community, and so forth. And this is the difference between
a general practitioner of longstanding and the new family physician.
When you get right down to it we used to use a lot of times the term
"experience," but we have learned how to break that down. The phy-
sician has learned, how to react with the community and react with
people was what we meant when we said an experienced physician.
Mr. itOGERS. Well, and I think, too, now we are beginning to see that

our system of basically curative medicine must be modified and we must
start preventive medicine.
Dr. KOWALEWSKI. That is right.
Mr. ROGERS. And this, of course, now will emphasize the general

practitioner, whereas curative medicine emphasized the specialist.
Dr. KOWALEWSKI. Yes.
Mr. ROGERS. So I would think that as prevention is now coming to

the fore, that is one reason you are having young men in Harvard who
want to get into this. They want something to prevent it. This is why
group practice is becoming a fad, in being, and because of medical costs
going up. So all of these factors, I think, are coming to your way of
thinking of a general practitioner to begin to keep people out of the
hospital to keep them from being sick; isn't that correct?
Dr. KOWALEWSKI. You are a hundred percent correct, sir. The very

important thing that we must provide is the opportunity for all people
of this country to be able to identify with a family physician, to have
the opportunity to ask that early question, Doctor, do I have a problem
or don't I? Now, that very fact of being able to identify with a physi-
cian is extremely important.
Mr. ROGERS. Yes.
Dr. KOWALEWSKI. We have to make the physician available, and we

have to give that opportunity to each and every person, everywhere.
And we are not in favor of a clinic opening at 9 o'clock and closing at
3 o'clock, for 6 days a week. We feel that the system we want to accom-
plish here will serve the ghetto, will serve the urban and will serve the
rural area.
Mr. ROGERS (presiding) . Yes. Now, I presume, too that as we move

into this general practice, as you say, you will need the paramedical
personnel. I presume people will if they have eye trouble go to the spe-
cialist right off, a lot of them, rather than coming to a general practi-
tioner. But overall care and establishing this rapport with a physician
would be the advisable thing for a family to do, and I can understand
that. I do think we need something to be done.
Now I would think—you have established your board specialty

since What, 1969, only a year?
Dr. KOWALEWSKI. Yes, February 1969.
Mr. ROGERS. Now, this will probably have as much to do with medi-

cal schools beginning to set up departments, will it not 
Dr. KOWALEWSKI. Yes.
Mr. ROGERS (continuing) . As any action we could take, I would think.
Dr. KOWALEWSKI. Yes.
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Mr. ROGERS. SO, of course, it is premature to see that reaction, but
I am sure that will be a great driving force for the medical schools
now to respond to the medical profession setting up a board specialty
in this area. So with that and perhaps some added funds—I think
that is probably even more significant than this legislation, but per-
haps with some added funds here and some emphasis this can be done,
because I think anyone who looks at the problems today knows we
must have more general practitioners, family practice. And I am sure
this committee is very much aware of it.
Dr. Carter.
Mr. CARTER. At the present time I believe that most of the medical

schools in the United States, or all of them get at least 50 percent of
their costs from the Federal Government. Most of these grants are
made from institutes of health for research, is that true?
Dr. KOWALEWSKI. Yes, sir.
Mr. CARTER. You would like to see some of those funds earmarked

for family practice, is that true?
Dr. KOWALEWSKI. Yes, sir; that is correct.
Mr. CARTER. Yes. Of course ageneral practitioner must have train-

ing in different fields, many basic fields, as I see it. To become a mem-
ber of the American Board of General Practice, how many years as
an intern and as a resident would be required?
Dr. KOWALEWSKI. In this change, in this interval change, the in-

dividual has to have 1 year of internship and several combinations
of residencies totaling 3 years plus so many years of active practice,
plus so many years of hours credit of post graduate education. About
1978, if I recall correctly, the only way they will be able to qualify for
the American Board of Family Practice is that they must have the
3 years of prerequisite special residency training in family practice,
but you must recognize that at present we are in an adjustment period.
Mr. CARTER. I certainly think that this—
Dr. KOWALEWSKI. And pass examination. I forgot that. Yes.
Mr. CARTER (continuing). Is a very good program. Of course, they

must have a wide base in internal medicine, basic surgery, noncom-
plicated, and obstetrics, and gynecology; do you agree?
Dr. KOWALEWSKI. Yes, sir.
Mr. CARTER. And also psychiatry.
Dr. KOWALEWSKI. Yes, sir. If there is one thing I have learned, and

I would like to share with you, and all of you gentlemen have experi-
enced this, this is a big country with different geography, with differ-
ent people and different medical needs. We have geared our whole
program to be understanding and flexible to this fact. If the medical
needs of one community are such, there is hopefully sufficient permis-
siveness in that area to shape the program to suit that need.
For example, gentlemen, in many parts of this country if the quali-

fied physician was not doing surgery, there wouldn't be anybody to
do it. On the other hand, there may be another part of this country
where he doesn't have to have that but he darn well better have more
background in psychiatry. So this program is geared to respond to
the peculiar needs of each and every part of this country.
Mr. CARTER. And in many cases physicians or general practitioners

are forced into fields they don't want to be in because of the nature of
their surroundings, is that not true?
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Dr. KOWALEWSKI. This is true. This is extremely true, and again you
as responsible legislators and we in organized medicine, have to have
the community recognize that today each young 'medical family look-
ing for a place to set up practice looks for one primary thing, and that
is, is this a community where I can raise my family the way I always
wanted to? So communities must recognize that they have things to
do to make this community attracive to the young medical family.
Mr. CARTER. Since the field of the general practitioner is so great,

he must be well grounded in many different—well, in medicine, sur-
gery, and obstetrics, psychiatry, as you have indicated in this case.
Now, about our community hospitals throughout the country. Do they
serve a good purpose?
Dr. KOWALEWSKI. I would reiterate what I said a little bit earlier.

Without the community hospital, our medical care system in this
country would fall apart.
Mr. CARTER. Well, I certainly agree. There is a tendency now to-

ward establishment of regional hospitals. Do you agree with that
trend?
Dr. KOWALEWSKI. I would say, sir, that this will end up in a manner

something like this, that in some few areas the regional concept will
work. In other areas, which in my opinion will be the majority, it sim-
ply will not because of the different habits that people have. There is
one fact that we have got to remember. All of us really want to do this.
If we want care for our own immediate family or for ourselves, we
want it pretty much nearby, and we equate the same way with all other
people, also. I believe we have got to recognize that we have got to go
where the people are and serve them where they are and not make the
people go at an inconvenience to an institution a great distance away.
We have many experiences where people will not go to an institu-

tion far away for a simple call. I point out to you that it is a day out
of work. I point out to you that it is the cost of a babysitter. So I think
we must decentralize in medicine and provide medical care where the
people are, with an adequate number of primary physicians, with an
adequate number of community hospitals, but that the small commu-
nity hospital should have a place to refer the specialty problems.
Mr. CARTER. In such hospitals you would think that women could

go and have their babies, and noncomplicated surgery, or in case
they had a board surgeon around he could assist them with more
complicated surgery, and ordinary illnesses could be treated there.
Dr. KOWALEWSKI. Yes.
Mr. CARTER. This is a good service to a community. Some of us—I

would rather not—I am not one of the group, but some people en-
vision regional hospitals replacing the community hospitals. You
are not in agreement with that?
Dr. KOWALEWSKI. I am not in agreement. I think I am a realist. I

think I am out where these things are happening, and it will never
happen.
Mr. CARTER. Yes, sir. Isn't it true that there are general practition-

ers and others in community hospitals who have established lines of
communication and referral to State universities and to medical
centers throughout our country?
Dr. KOWALEWSKI. Yes.



75

Mr. CARTER. Really do we have the manpower necessary to estab-
lish a great number of regional centers?
Dr. KOWALEWSKI. NO, sir.
Mr. CARTER. Actually, would it be possible to build regional centers,

say, for each five-county area in the United States or some such area?
Dr. KOWALEWSKI. That is a big question, and I shouldn't say no, it

isn't possible. I think in some areas this might be possible and might
function.
Mr. CARTER. Yes, sir.
Dr. KOWALEWSKI. But I think in the greatest majority it would

not work.
Mr. CARTER. We have established already our centers of referral

pretty well. Of course, in some cases some regional areas might well
be established with the specialists who are necessarily there.
I have enjoyed your statement. I think you have covered the subject

quite well, and certainly I want to, I am a cosponsor of this bill and
will support it. I want to see the opportunities for the general prac-
titioner to improve and I want to see the possibilities for continuing
education to these men to improve so that they can reach the level of
accreditation which you mentioned.
By the way, facetiously it has been said that the general practitioner

is one who knows less and less about more and more until finally he
knows nothing about everything. On the other hand, someone said a
specialist is one who knows more and more about less and less until
finally he knows everything about nothing.
Dr. KOWALEWSKI. Thank you.
Mr. CARTER. Thank you, Mr. Chairman.
Dr. KOWALEWSKI. And to that, Mr. Carter, I think I can have some

supportive information pertaining to what you have just said about
this business of one physician cannot know it all, and I can document
some of these factors here where we have attacked that program and
can do something about it. I would like to introduce that to the testi-
mony.
(The following speech entitled, "Your Medical Destiny—Does It

Relate to the Needs of the People?" was received for the record with
a request for special notice to the last seven paragraphs.)
YOUR MEDICAL DESTINY—DOES IT RELATE TO THE NEEDS OF THE PEOPLE?

By Edward J. Kowalewski, M.D., President, the American Academy of Gen-
eral Practice, Before the Student Body of George Washington University
School of Medicine, September 14, 1970

Dr. Parks, honored guests, distinguished teachers, future physicians, ladies
and gentlemen:

It is with a great deal of humility that I address you today. I consider it
the highest honor possible to return to George Washington University Medical
School whose teachers and philosophy added so much to the directions of my
efforts on behalf of medicine. It is my sincere wish that each of you students
will experience, as I have, the deep feeling of satisfaction of service which
started here in these halls and was nurtured and guided by many of the teach-
ers who sit about you here today.
I hope you will find that to be a physician is an honored destiny, a destiny

of fulfillment of our Maker's compassion, and that you as individual physicians,
or hopefully, as leaders of physicians, will realize that you have a responsibility
that can only be measured in terms of the ultimate success of our culture
and the civilizations which will follow it. I am convinced that your vital
contribution to the health of this Nation, will ultimately determine, to a great
degree, the moral and social direction of this country.

51-381 0-70-----6
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Since I left these halls, much good fortune in experience has come my way.
I have experienced practicing family medicine as a solo practitioner, and
then organized one of the first group family practices, and became involved
with preventive health measures outside of what used to be considered the
physician's proper role.
I have become involved in organized medicine because of my deep convic-

tion that to meet the growing medical needs of our people, changes had to
be brought about. I have had the opportunity in the past twenty years to see
medical needs and medical practice in all parts of this country, from the rural
to the big city, to the ghetto, to the suburban, to the Indian and the Eskimo
villages. I have been closely involved with medical students, their leaders
and their problems. I have had the opportunity to visit and to appreciate the
problems of the medical schools and the medical educator. At the same time,
I have been in the position to hear directly from the people as to their medical
needs, had the opportunity to see first hand the needs and concerns of the
practicing physician, and had the opportunity to see the at-first gradual and
now mounting medical wishes of the people being translated into governmental
concern and legislation. I have had the opportunity to consult and advise in
many governmental medical programs; to see the changes in regards to financial
support for medical education; to see medical change from an unbalanced
approach of rigid cold science to its more balanced state of medicine as a
service. And finally, I have had the opportunity to participate in the estab-
lishment of primary medicine as a new, much needed, equal science and special-
ty with equal educational opportunities. It was these experiences that have
given me a balanced view of the medical needs of this country and which
have motivated whatever effort I have made on behalf of their resolution.
I didn't come here just to reminisce, though. But reminiscing does give one

perspective on how things have changed, everything. Washington certainly is
different from 25 years ago. Medicine is different, too. We were only on the
threshold of the "miracle age" of medicine then. Penicillin and antibiotic therapy
were brand new. Most of the drugs used today weren't even discovered yet. We
didn't know nearly as much about heart disease, cancer, renal disease, etc.
Organ transplants were Buck Rogers stuff then. So was ecology and environmen-
tal health. So were the health expectations of the American public. In this light,
then, people have changed too. They are sharper, more attuned to the uses of
power, less docile, more demanding, more expectant of fulfillment of "the good
life" than ever before in the history of the world. Tradition everywhere is em-
battled, cornered, up against the wall, and traditional medicine is no exception.
That brings me to the subject of my talk here today "Your medical destiny—

does it relate to the needs of the people?" I want to discuss what I believe your
medical destiny, and mine, to be. I want to talk about what's in, it for you, be-
cause your first consideration has got to be you and yours. I want to talk about
what's in. it for the people, because you have an obligation to them. And, I want
to disenss what's in it for medicine, because the profession is the repository of the
art and science of healing without which there can be nothing in it for anyone.
Beyond these things, I wish to discuss, in terms of your medical destiny, the

role of organized medicine (the functional body that has the power to make
things happen) in curing its ills; the role of medical education (that part of
organized medicine concerned with reproduction of the species) and, lastly, I
want to talk about what I believe you can do to match up your medical destiny
with the needs of the people.

Let's analyze the question. First, we must define what I believe your medical
destiny to be.
I believe you will be the generation of doctors who will lead a renaissance in

American medicine, who will re-establish medicine as a social institution, sensi-
tive to the needs of the people it serves, instead of a sterile, more and more frag-
mented technology.
I believe you will be the first group to begin generally re-orienting medical

practice away from crisis care and toward health maintenance, and that you'll
not only re-educate the profession, but the public in this direction.
I believe yours will be the first medical generation to emphasize primary care

as the basic element in medicine and, in doing so, you will begin to re-balance
the ratio between primary physicians and consultants.
I believe you will see a complete revamping of our health care delivery struc-

ture, to incorporate systems that will re-emphasize the validity of private
practice.
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Finally, I believe you will see a decline in relative health-care costs as the
shift in the primary—to consulting-physician-ratio begins to take hold, as new
systems begin to function, and as ambulatory care regains pre-eminence over
institutionally-based care.
It also is your destiny, as it is mine, to suffer the uncertainties, insecurities,

anxieties and true injuries resulting from the lag between a revolving culture
and an evolving profession, for I believe there is a true revolution afoot in our
nation today, a revolution just slightly less than violent in attitudes, mores, the
things of the spirit. I am intensely hopeful that a more beautiful butterfly will
emerge from our national cocoon, but in the meantime, as the popular songs says,
it's "hang on Snoopy, hang on'."
Dire or near-dire predictions serve a purpose, but only up to a point. There

has to be a payoff, too. There has to be something more than Osier had in mind
with this aphorism: "as perplexity of soul will be your lot and portion, accept
the situation with a good grace." What is in it for you, in realistic terms?

First, as always, a very good living, with the income and the time to pursue
the re-creational things of the body, the mind and the spirit. The large incomes of
the last decades probably will even out somewhat but Pm sure that's bad; high
demand will dictate plenty for each doctor and, because there will be a more
equitable distribution of physicians, none will be worked to death.
At the same time, the re-emergence of medicine as a social institution will

begin to restore its "heart" in the eyes of the public and, along with greater
availability of medical service, help relieve the pressure from the governmental
sector. The emergence of the philosophy and the attitude of health maintenance,
on the part of the profession as well as the public, will bring a new excitement
to medicine, a new challenge that will give a broader base to health in America
and contribute to lowered health care costs. This, of course, implies new sys-
tems of delivery, including health teams, new modes of prepqyment, nPw at-
titudes on the part of insurance carriers, and dozens of other ideas only just
beginning to form now—but it's the thrust of the immediate future.
I think it's implicit in this discussion that the blessings of medicine ahead

for you as practitioners also will be more abundant for the American public.
Demand for service will be better satisfied than ever before, greater numbers of
primary doctors, and greater emphasis on preventive and ambulatory care, will
reduce the cost of sickness, which will be more readily and more broadly covered
by insurance carriers.
Medicine will tend to leave the hospital medical center and return to where

the people are. There will be a need, under certain circumstances, for doctors'
offices' to be situated in medical center complexes. However, the emphasis even
then, will be on the office, not on the hospital's emergency room, which has un-
fortunately by default and dire necessity, become the impersonal, cold, ineffi-
cient "family doctor" to many. In addition to benefiting doctors and the public,
I believe it's obvious how medicine as a profession will benefit from this evolu-
tionary process. It will again become the humane, concerned profession.
We've talked at some length about the rewards of an emerging new posture in

American medicine, its destiny and yours and mine. Part and parcel of this, of
course, is that the health-care structure has to be made more sensitive to the
needs of the public it serves. I have already implied the means to this end but I
believe they should be stated clearly and amplified.
No. 1—Relieve the doctor shortage. All possible ways must be sought and,

when found, pursued to increase the gross number of qualified practicing physi-
cians in this country. This is such a pervasive need that it requires all possible
talent, application and haste, as well as the attention of organized medicine,
medical education and government. The public has the pressure on. The
government is applying pressure in response to the demands of the public.
Organized medicine has taken some important steps aimed at increasing produc-
tion. Now the burden is on medical education, which is where the chain reaction
has to end, and begin. I'm pleased with the thing medical education is doing in
this direction but I honestly believe the problem is more fundamental than it's
been treated 80 far. Solution, or an approach to solution—the right track, will
come only with a complete rethink of the nature of medicine's and medical edu-
cation's role in society.
No. 2—The other side of the doctor-shortage coin is the artificial imbalance

in the ratios of primary-care physicians and consultants, and city-based doctors
and those who serve the rest of the nation. These imbalances have to be rectified
on the basis of the needs of all the people, not just the affluent classes, and deft-
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lately not solely on the wishes of physicians and individuals. Now I don't
mean here that I'm advocating totalitarian manipulation. I mean that the re-
quirements for medical service must be allowed to be the primary governor of
the type of doctor produced and place he will practice. Of course, one tends to
take care of the other to an important degree when supply and demand is al-
lowed to function. The "new" generation, with its concern for people and its dis-
taste for hypocrisy, will help the new medical professional to serve the rural
as well as the urban ghetto in a more effective way than government programs
ever could, though new forms of Federal assistance to the individual physician
will continue to be an important factor. At the same time, the community will
have to recognize its responsibility to institute the means and corrective meas-
ures required to attract and maintain, on a continuing basis, those adequately
trained physicians and ancillary medical personnel who are motivated and dedi-
cated to provide medical services in such areas. Broadly speaking, each com-
munity must answer that first question in the minds of each young physician
and his wife—that is, "is this a community in which we can raise our family
the way we want to?" I can assure you that many communities have been by-
passed by the young physician because they could not fulfill this need. Unless
this need is promptly recognized by all communities, no amounts of money and
no new drawing board fancy programs or systems will ever succeed.
No. 3—Hand in glove with redistribution physicians by type and by place of

function must go a heightened spirit of cooperation, not just in a practical sense
but also philosophically, 'between primary doctors, consultants and research
physicians. To some degree, this will come with increased respect for the new
generalist as a qualified specialist in his own right. However, there will need
to be a more finely drawn distinction among the roles of the three spheres of
medical activity, a distinction which I personally believe will be the primary
divisions of medicine in the future, as opposed to the narrow specialty frag-
mentation of the present and near past.
No. 4—More and more research effort, and I don't mean R & D (re-

search and development), but basic investigative activity, must be focused
on delivery of health service, the great medical challenge of the 70's. This
must 'be based primarily in the centers of learning and in organized medi-
cine, with the ear of the insurance industry readily available, rather than
in government or in such special-interest areas as labor unions. The latter
can contribute but cannot be expected to make determinations that are
sound, either medically or fiscally, or impartial. True research needs to be
carried forward at full speed in the areas of health teams to serve disadvantaged
urban and rural areas, prepayment programs, medical communications, com-
puter diagnosis, multiphasic screening and related methods, regional planning,
and a host of other systems and sub-systems.
No. 5-1 have already stated that public and professional attitudes have to

change in many 'aspects of medical activity. Primary among these is preventive or
pre-emptive health care and the payment for it. Traditionally, though cognizant
of the adage "an ounce of prevention is worth a pound of cure," people have been
reluctant to seek health services when they felt good. By the same token, the
physician, sensitive to this attitude, has not actively advocated preventive
measures, except in certain narrowly-defined areas. Not many physicians have set
up fee systems for preventive maintenance, although some third-party groups
have with varying success. Nor has there been much action in this area from the
blues or other traditional carriers. But if health care is going to be worthy of
being considered a right, its got to be comprehensive, and comprehensive means
preventive as well as episodic. The carriers exist ultimately to serve the people.
Over time, they will be allowed to exist only to the extent that, and so long
as, they serve the needs of the people. The new challenge in health care is com-
prehensive, continuing, preventive, the maintenance of health rather than,
solely, the treatment of disease. Properly packaged, the people will accept it,
and pay for it, and will bless the medical profession for bringing it about.
As I noted earlier, medical schools bear the primary burden for correcting the

doctor shortage, just as GM and Ford and Chrysler would bear the burden if we
had a motor car shortage in this country.
The answer to our health care crisis is: more well qualified high quality physi.

cians, with assistants that can extend their effectiveness, and not mass produced
second rate physician substitutes for the underprivileged. One high class medical
care for all must be our goal. There must be no compromise on this standard.
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There are a number of factors involved here, but I believe there are certain
things that can be done that would increase our physician production measur-
ably right now. Let me outline them.
Great numbers of highly qualified, dedicated young people want to be physi-

cians, but are denied entry into medical schools every year, because there is no
room for them. Each of our medical schools must reaffirm that its main pun
pose for being is to educate physicians. In addition, changes are long overdue
in the methods used by medical school admission committees. Antiquated ad.
mission methods have proven to be stumbling blocks to adequate student
selection.
To more adequately utilize all the facilities and teaching manpower in OM

medical schools today, we should have two concomitant classes running staggered.
Actually, this one step alone, and without the addition of one new brick, would
enable us to almost double the output of physicians today. Efforts toward estab-
lishing new medical schools, and for additions and replacement of old schools,
should be pursued at the same time.
It is important to understand that there are basically two types of medical

school candidates and interests. One is oriented basically to the "care area of
medicine", and the other toward "research or academic areas." Both are neces-
sary interests and must be pursued, but the research/academic interest does not
require as much of the clinical materials and clinical facilities as the care area.
Also, the degree offered in the research/academic area need not be an M.D. de-
gree.
Because time spent by the student in school is a most essential consideration,

why not permit him to progress at his own rate and capability? Let him fulfill
the established requirements and graduate sooner, rather than adhere to a fixed,
time-honored period that is totally unrealistic because people do not all learn at
the same rate.

All of organized medicine, especially practicing physicians, must openly work
for the financial support of our medical schools so that medical schools do not
have to rely solely on "research funds" for support. At the same time, medical
schools must put their financial houses in order. Presently many a them can not
support requests for funds because of this deficiency.
I know, as do most practitioners, that medical schools are having a rough time

of it now. GWU is among them. As I noted, practicing physicians, the cogs of
organized medicine, must support medical schools as never before. But they know
that the reason schools are having trouble is because the government's research
well has run dry. They believe a school's job is to educate and train doctors
for the public's needs. They are not convinced a school should allow a teacher to
devote the majority of his time to his bench instead of his students, regardless of
where the money comes from. Nor do they think a university medical center's
primary job is to provide health service to the public. I believe sincerely that the
practicing doctors of America would support the schools to a degree not believed
possible, if they felt the schools were honestly doing their basic job. We need
to close the credibility gap and have real understanding and an honest relation-
ship between gown and town all the time—not just at "money" time. We've
talked about what I believe is your destiny in medicine. We've discussed how it
will relate to the people of this nation. Now perhaps we should explore what you
as students can do to have a hand yourself in making your destiny jibe with the
needs of the people.

First, I would ask you to remember back before you started medical school.
Recall to mind the thoughts and feelings which motivated you toward a medical
career. I'm sure the ideal of service played a role. Also, try to formulate in your
mind in summary fashion—say, about 200 words—what you believe a physician
should do, what you think his job in life is. Then, on the basis of these pretty
fundamental thoughts about yourself and about the profession, begin to engage
in the mental processes necessary to determine whether you want to enter patient
care or research teaching as your career in medicine, if you have not already done
so. Take as much time as you need but keep it in your mind. If you finally decide
for patient care, begin thinking then whether your real interest is primary care
or if you would prefer to function as a consultant. And, I mean a true consultant,
not a primary doctor masquerading as a consultant. Then, when you finally make
your mind up on this, vow to bring real conviction to your choice of career. Also,
vow that you will support your career choice while in school and later, in practice,
and demand for it sufficient facilities and support to keep it strong and viable.
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But don't ever forget the other career areas are important, too, and must not be
allowed to atrophy, if your school is to be truly great.
As medical students you have several areas of great opportunity to make vital

contributions to the overall development of more meaningful medical education.
You have the opportunity of "elective periods"—in which you can to a consider-
able degree, mold your own educational needs. In many schools you are important
parts of "curriculum committees". I plead with you to use these opportunities
wisely and meaningfully. Use whatever opportunity available to you to see the
needs of medical care all over this great big diverse country of ours. Try to come
to a decision earlier in your educational experience as to where and how you
will eventually settle down to practice and use your electives to fulfill your and
the communities specific medical needs.
I applaud and respect the medical students expressed sincere commitment to

care for the basic medical care needs of his fellow man. I envy yoa for the in-
creasing educational opportunities that are being made available to you to better
prepare you for such services. You have the opportunity to transfer philosophy
to service. The future is yours and so is your responsibility to provide for the
medical needs of the people. Talk as much as you will about medical care systems
and methods of financing such systems, no talk is meaningful in any system of
care you discuss unless it is backed up by physicians, by bodies, by numbers
actually providing, not talking about services.
As students, let me give you some encouragement for those moments when you

will be lost and frustrated by there being too much to know in medicine today
for anyone to attempt to learn it all. This is a half-truth. There is too much to
know for any one person to know it all, but what physician needs to know it all?
Dean Robert Carter of the University of Mississippi said:
"There is no valid direct evidence that the increase in scientific knowledge

precludes good practice of medicine. In fact, the opposite may be true as new
knowledge replaces clinical empiricism and as treatment becomes more effective.
The old saw, 'You can't learn it all' is perfectly true, but it is equally true that
a 'physician need not master every item of medical knowledge to treat a patient
well. This is an area where some teachers seem unable to distinguish essential
from nonessential information at different levels of training and practice. In-
efficient, poor teaching is apt to be confused with an impossible amount of
information to be taught."
I am happy to report that more and more medical schools and teachers are

recognizing and fulfilling this need which will make your task surmountable
and more easily manageable.
You as the student, in cooperation with your medical school and your teachers,

supported by the practicing physician and his medical organizations, will deter-
mine the future destiny of medical care in this country. I know you will be
responsive and I know that together we will bring about the best care system
the world has yet seen, because you are concerned.

Dr. COULTER. Mr. Chairman.
Mr. ROGERS. Yes.
Dr. COULTER. If I may, sir. I neglected to say, sir, that in my own

locality many of our specialists, friends of mine continuously are
telling me and telling us family doctors, for heavens sakes, why don't
you get more of you because we are having to do some of the general
practice. We don't like to do it. We don't have the patience with it.
We don't do it well. And this past year when the Florida Board of
Medical Examiners met to examine applicants for State licensure there
was a hospitality room set up with a big sign saying please, general
practitioners, come to Florida. We need more.
Mr. ROGERS. I am sure this is true, and I have heard specialists say

this very same thing.
Now. Mr. Kyros.
Mr. KYROS. Thank you. Mr. Chairman. Dr. Kowalewski, I certainly

want to welcome you and the other gentlemen here today. I am de-
lighted to hear your testimony, and I am glad that it has been brought
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to the attention of our committee so that we can bring it to the atten-
tion of our colleagues.
I am interested in a few points which have not been touched on yet,

although most of the things I was interested in have been covered very
well by my colleagues.
I notice that you are on the regional medical programs review com-

mittee, a program that has been before this committee several times.
It seems to me that in that program particularly, the general prac-

titioner, family practitioner in the rural area, plays an integral part.
Would you tell us how the family practitioner fits into the regional
medical program?
Dr. KOWALEWSKI. Yes. I served on this committee from the very

beginning until last year when my term was up, and we fought it
through the difficult parts when it was the DeBakey Report, and so
forth. But as time goes on the measure of success of the regional medi-
cal programs will depend to a great degree on how that individual
program was able to reach the grassroots.
For example, let us take the area of cancer. Some believe that we can

do everything—in the case of cancer with surgery, irradiation and
chemotherapy. But you have got to have young physicians out there
finding the possible cancer early. We have put out the challenge to
translate new scientific medical findings into practical usage, and there
is a great difference, gentlemen, there is a great difference in what the
newspapers report every day on scientific findings and ,what actually
can be used, so we put the challenge to the regional medical programs:
if there are new things, let's see what they are and how we can use
them.
For example, we are just concluding, with the aid of the United

States Public Health Department, a study on L6 million Papanicolaou
smears.
Now, we have learned a lot scientifically from this, but what has hap-

pened is that because we mounted a study we have introduced and
encouraged the woman to get into the habit of an annual physical
examination, so this is a preventive measure. It is an early measure.
Unless the physician is in it on the ground floor and unless he can
reflect the peculiar needs of that community, regional medical pro-
grams will not succeed. But I must say in all sincerity there are some
parts of this country where they have applied themselves, and they
are successful.
You must recognize that the biggest problem in RMP was to make

it different from simply a university medical school research concern.
There is a great need to bring care all the way down to where the
people are, not just in medical centers; if RMP does this then it will
succeed.
Mr. KYROS. Yes, I thought the thrust before this committee was to get

the best possible health care right out there to the people and I am glad
to hear that.
Dr. KOWALEWSKI. For example, one other specific to that is what they

have done in the coronary care area. Now, the important part of
coronary care is what happens in the first few hours, right where you
are, in that small community hospital or right in the home. And they
have made a very good contribution, very good contribution to this
aspect of coronary care.
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Mr. KYROS. That is where you can transmit the information into a
medical center and a specialist can then read the cardiograms and
send information back?
Dr. KOWALEWSKI. This is about the third step. The first step is that

they have helped to educate, continue to educate, and update the
ability of the physician who first sees that patient. They have also
helped to train some of the nurses who can assist him, and then about
the third stage would be the consultation—communication that you
can have with others.
Mr. KYROS. I am glad to hear that in your opinion the regional

medical program is effective and that the family practitioner is an
integral and important part of it.
I was also interested in the point that you made about the change in

attitude of students in medical schools. It was surprising to hear you
say, I think, that the number of students interested in family practice,
or general practice, had gone from 3 percent to as high as 22 percent
over a period of the last 4 to 5 years. What explanation can you give for
that, Doctor?
Dr. KOWALEWSKI. Well, I think this is a reflection of the student's

general concern for his fellow man, whether it is in medicine or
other areas. I have been intimately involved with this in visiting and
participating in almost every medical school in this country, and they
want to relate specifically to the needs of the people. They want to live
with the people. And it is this basic component by which I think they
are going to do something meaningful that our generation has failed in.
They might be in a state of upheaval now, but I think there is going
to come out of it a more beautiful cocoon, and I think we are going to
get out of this a reflection of the need of family and reflection of the
need of community. It is going to take a little while and we might be
frustrated with it but the nidus is there. It is working.
Mr. KYROS. This program calls for the training of paramedical per-

sonnel and personnel other than doctors. Isn't that right?
Dr. KOWALEWSKI. Yes, sir.
Mr. KYROS. Now, is there some problem with any State medical act,

regarding the using of physicians' assistants? Do we get into a problem
legally sometimes?
Dr. KOWALEWSKI. Yes, there are legal problems. And the State leg-

islators and Federal legislators are going to have to shape up to this,
because what we might have, gentlemen, which would be a terrible
thing, we might educate and prepare a lot of people and find them
completely illegal and no place to go. We have got to be very careful
about this. We have got to set the stage.
Mr. KYROS. With regard to the doctor shortage, when I visited the

Soviet Union last year I found that they use the system of "felshners,"
people who are not trained doctors and they are not nurses, but are
between nurses and doctors. They do suturing and those kinds of things
under the supervision ostensibly of a doctor. Is there some role for that
kind of person in the United States.
Dr. KOWALEWSKI. Well, this is very interesting because I can update

you. As of now the felshner system is being pushed out. They ran into
the problem that these people were not sufficiently trained, and they
were running into many problems of people dissatisfaction. So they
are going to a higher grade of intermediary at the present time.
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Mr. KYROS. With regard to felshners, What was the particular
problem?
Dr. KOWALEWSKI. Well, the average care provided in areas of

Russia is about on the level of what a good mother provides in the way
of first aid for her family in her home in this country. And our people
won't stand for that our people want high quality medical care.
Mr. KYROS. I have no other questions at this time except to thank

you again for your testimony and to welcome you here, Dr.
Kowalewski.
'Dr. KOWALEWSKI. Thank you, Mr. Kyros.
'Mr. ROGERS. Thank you, Mr. Kyros. Mr. Preyer.
Mr. PREYER. Thank you Mr. Chairman. I notice the bill provides

funds to construct such facilities as may be ,a,ppropriate, and you
mentioned something about construction costs. Haw extensive would
the construction aspect of establishing the family practice program be?
Dr. KOWALEWSKI. This is a, very good question. It varies. It varies

whether it is a new school, a new construction and able to build it in
as part of it. We have had some very interesting experiences. Some
medical schools have been so eager to do this that they have taken the
old laundry, an old laundry building, a steam laundry area and com-
pletely redone it and remodeled it, and that is the family practice
department. And that is new, I mean that is reconstruction, and that
is one kind of cost.
The other thing that is being done is that old buildings are being

purchased in adjoining medical schools, and they are revamped so
that they look and function completely like a family physician's office.
This kind of revamping frequently is more expensive than a new
building.
Now, this is very important 'because we found that you must have

a separate distinct area which the student can identify with. Most
of our schools now are just simply bulging at the walls.
This leads me to another point, that in order to answer this need of

the great numbers of students who want to go into medical school,
qualified medical schools, we have to somehow, for example, maybe
have two concomitant classes running staggered to answer this need,
because there is an inequality here that disturbs me. We have the
kids who are interested. We have the need. Why can't we get these two
together?
Mr. PREYER. You have mentioned the figure here of 4,840 physicians

which would be turned out at the end of 6 years. Are these 4,800
physicians in addition to the normal number medical schools would
turn out at the end of 6 years, or is that 4,800 physicians who are
specializing in general practice but you are turning out the same
general number, overall number of physicians?
Dr. KOWALEWSKI. You are correct. We can only turn out as many

as are permitted to come into medical schools. They would be a portion.
They would not be in addition. We would love to see that in addition.
Mr. PREYER. But this program doesn't contemplate building new

buildings and putting an additional number of students into medical
schools so much as it does contemplate getting more of the people
who are going to medical schools to specialize in general practice?
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Dr. KOWALEWSKI. Your second point is the immediate one. The
other one we must work on, because when you review the qualifica-
tions and desires of the student applicant you find that we have very
many excellent students who might be 99.3 AMCAT average instead
of 99.4 scientific average but who might be 100 percent concerned
about the social needs of people, and most go into the care area of
medicine. So we have to somehow learn to measure to allow that
student to come into medical school.
Mr. PREYER. Well, I am glad to hear that it is the latter alternative,

because right now construction funds are awful hard to come by.
And if all of this money went into construction I think it would be
very hard to get.
I appreciate your comments very much and just one final comment

on the motivation side of things for doctors. I certainly agree with
you as to the importance of that. I have got one small county in
my district which is a four-county district where there is one doctor
only, and he is very old, very elderly, and wants to retire. But we can't
get new doctors in there because the new doctor, particularly if he
brings his wife with him, and she looks at the schools and looks at the
whole social environment then they move someplace else.
Dr. KOWALEWSKI. That is right.
Mr. PREYER. So maybe you will need a course for wives in your

program also—
Dr. KOWALEWSKI. That is right.
Mr. PREYER (continuing). To let them know what they are getting

into.
Thank you very much.
Mr. ROGERS. Thank you, Dr. Kowalewski.
Mr. CARTER. Mr. Chairman, I have a question or two, if I may.
Mr. ROGERS. Certainly.
Mr. CARTER. It seems to me—you mentioned that we certainly have

young men who want to get into medical schools and only one out of
six that's been accepted. We have the manpower and we have got the
need, but we have got to face up to the fact that we must have con-
struction. We have to have more schools, and larger schools, larger
medical schools. There is no question about it.
And about the paramedical personnel, I think it is important for

the general practitioner to have more, they have got to have more
people, more X-ray technicians who are a great help to these people,
more laboratory technicians, to make the diagnoses easier to come
by. And more nurses, of course. And these are things that are neces-
sary. And with the mountainous paperwork that we have, we need
people trained for clerical work.
Dr. KOWALEWSKI. That is right.
Mr. CARTER. We absolutely have to have them. I know that in most

clinics there are people who are used just for this, in this field alone,
and it takes a great deal of time.
Then the smaller hospitals now to retain their accreditation must

also have the services of radiologists. Sometimes they come only a,
half a day or a day a week, but this is necessary. They are also re-
quired to have pathologists. And some way or other we have got to
supply the community hospitals with the pathologists and radiologists
that are needed.
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Dr. KOWALEWSKI. That is right.
Mr. ROGERS. Thank you very much.
Mr. CARTER. Yes, sir.
Mr. ROGERS. Thank you. And thank you, Dr. Coulter and Mr. Miller,

for being here. We appreciate very much your testimony.
Our next witness is Dr. Amos Johnson, who will present the state-

ment of Dr. Gerald Bassett, assistant professor, School of Medicine,
University of Washington, Spokane, Wash.
We have three witnesses. I hope we can get to all three this morning.
Dr. Johnson, I think, has been a driving force in this legislation as

much as anybody I know. I have had the pleasure of visiting with
him before. I know his intense concern, and I think he is to be com-
mended for the fine work he has done. The committee is pleased to
receive your statement.

STATEMENT OF DR. AMOS JOHNSON, GARLAND, N.C. ; ALSO PRE-
SENTING THE STATEMENT OF DR. GERALD BASSETT, ASSISTANT
PROFESSOR, SCHOOL OF MEDICINE, UNIVERSITY OF WASHING-
TON, SPOKANE, WASH.

Dr. JOHNSON. Thank you, Mr. Rogers, gentlemen of the committee.
I am reading today a statement that was supplied by Dr. Gerald
Bassett who is a professor in the University of Washington School
of Medicine. Because of the rather short time to come and present
this paper, Dr. Bassett was unable to make the arrangements and with
your permission I will read it for Dr. Bassett.
"My name is Gerald Bassett. I am a staff physician for the MEDEX

program in the State of Washington." And I would like here to di-
gress a minute. This MEDEX refers to what Dr. Kowalewski so aptly
spoke to awhile ago about extending the arms of the physician. This
MEDEX is the physician's assistant and this program at the Univer-
sity of Washington is the second program university-associated in the
United States. The other one is in my State at Duke University.
This program at the University of Washington is this year being

implemented in some 10 other States, and there is a very definite move
to create this very needed person. And I will speak a little more to that
in a minute.
"As deputy director of MEDEX, one of my primary responsibilities

is curriculum development and teaching of MEDEX trainees during
the university phase of the program. Since the MEDEX program has
as its objective the extension of physicians practicing family medicine,
I appreciate the opportunity to add support for the much needed leg-
islation which you are considering today.
"We hardly need authoritative commissions to point out what many

people already experience in seeking medical care; difficulties in obtain-
ing appointments for routine health care; long periods in waiting
rooms; seemingly hurried examinations and explanations; impersonal
emergency room care on nights and weekends. Clearly our supply .of
sufficiently qualified physicians is not sufficient alone to meet the in-
creasing health expectations and future demands of an expanding
population.
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"The State of Washington shares in this national problem. In the
rural heart of the State physician numbers are declining as doctors
migrate to cities or towns to specialty practices rural areas cannot
support. Rural doctors are not being replaced and the age of the few
practitioners left behind is steadily rising. Both large and small com-
munities without medical practitioners constantly advertise for help
in professional journals. Today, there are more than 80 towns and
some of these communities asking for more than one practitioner.
"Truly, then, one of the more serious problems facing our Nation in

the health field is the manpower shortage. The shortage cuts across the
entire range of health occupations but is perhaps most acutely felt by
patients seeking the help of physicians for themselves and their fami-
lies. There is a critical need for family physicians.
"There are, in the main, three ways to tackle this relative lack of

family physicians: (1) We strive to increase enrollment and graduates
of medical schools."
Here I would like to digress for just a minute. We see so much writ-

ten in the literature, now, that there is an identified need of 50,000 more
physicians. Perhaps we do need 50,000 more physicians, but if we are
going to feed into the education process the way it operates 50,000
additional people to be trained to become doctors in the United States
without relating the productivity of medical education needs of the
people in this country, then 50,000 additional doctors will do us very
little good. Already today we have three or four times as many sur-
geons as we need in this country, and if the 50,000 additional physi-
cians are going to be productive of an additional 4,000 or 5,000 general
surgeons, then we have thrown away that productivity. And I know
of no place where medical education in general or any medical school
in particular has evaluated its productivity as relates to the specialty
output to the needs of the area in which the school operates in any
given State.
"(2) We attempt new allocational patterns that will utilize more

efficiently the services provided by existing family physicians and
"(3) We help develop new professionals whose job will be to extend

the family physicians' capacity to provide medical services.
"I am pleased to note that both H.R. 15793 and S. 3418 help solve

the problems in each of these areas.
"In the first instance, medical schools are already in the process of

opening their doors to more students. This action is well and good, but
will not answer the problems of students specializing in areas other
than family practice. This legislation contains far-sighted proposals
that will work within the overall goal of increasing total physician
manpower, at the same time helping solve the distributional problem
caused by specialization. By actively recognizing and financing my-
port programs in family medicine, students will now have a choice
of and a chance to enter a field of practice not readily available to them
in the recent past.
"In case there is any question of the interest of medical students in

the field of family medicine, I can tell you, for example, that 42 junior
medical students at the University of Washington have applied for
summer fellowships in family medicine sponsored by the Washington
Academy of General Practice." And let me here digress and say that
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the population of each class in this particular medical school proxi-
mates around 90. So this is about a 50-percent interest at the present
time there.
"From my personal considerations with students I have the distinct

impression that many of them have assessed and understood the im-
portance of the family practitioner—or, in other words, they know
where the action is.
"The second and third instances are, however, the areas of most

interest to me as a worker in the field of training paramedical per-
sonnel. For example, we find that our MEDEX—and I am speaking
of MEDEX only because I know best who they have been and what
they are doing—we find that our MEDEX and their family phy-
sician preceptors are putting together new organizational patterns for
covering the medical service needs in their rural communities. Several
preceptors and MEDEX teams are working together to cover locales
which, by force of circumstances, were formerly left with pretty much
episodic and near-emergency-only care. Most clearly, the proposed
legislation would aid in the development of new professionals whose
job will be to help physicians meet increasing demands for medical
services. In addition, I see an especially strong commitment of these
bills being the provision for training paramedical personnel specifi-
cally in the field of family medicine. To me this provision would have
two very important results: (1) It is training for the greatest need;
and (2) it makes explicit in teaching-learning situation the connection
between medical and paramedical team members.
"The opportunity will now exist for future co-workers to jointly

learn and develop professionally. I suggest a triple benefit from this
kind of potential for team learning: (1) For the patient, who will
have more skilled people to help him; (2) for the student physicians,
who will learn not only what family practice can be, but also that it
can be a way of life shared with others instead of a 'one-man-slave-to-
the-practice' situation; and (3) for a whole cadre of interested, dedi-
cated individuals, who will have an opportunity to find satisfying
employment in a career not readily available to them in the past.
"My closing remarks are brief. Both my State medical association

and the medical school are deeply committed to the idea of family
practice and the training of paramedical personnel to assist family
physicians. Evidence of this commitment is the offering of a family
practice pathway recently instituted at the medical school, and joint
sponsorship of the MEDEX program by both the Washington State
Medical Association and the University of Washington School of
Medicine.
"As deputy director of the MEDEX program, and as an individual

physician, I enthusiastically support and recommend enactment of
this legislation as a positive step that will help meet the Nation's
health manpower shortage."
If I may be allowed to say one or two other words.
Mr. ROGERS. Yes, sir.
Dr. JOHNSON. This medical, MEDEX, physicians' assistant para-

medical personnel I know from experience can permit me to see at
least 30 to 50 percent more patients effectively and provide quality
health care for these people.
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Thirty-one years ago, I hired a man out of high school to work in
my practice in a little community, in Garland, N.C. One month ago,
that man was given an honorary degree by Duke University as being
the first physicians' assistant in the United States. Their program
there was developed around the study of the function of this person
who worked in my office, so I am very familiar with what can be
accomplished by the training of adequate assistants of the various
kinds that Mr. Carter spoke about, not only the physicians' assistant
but the nurses and the laboratory assistants, and most important right
now those who are trained to work with the patients to see that they
receive the benefits that were intended for them by federally sponsored
programs, medicare, medicaid. Every day in my office we find a person
who has been in a hospital, and I have all of them bring their records,
their expenditures, their canceled checks, their receipts, and we find
that over 50 percent of the people who have come back from an ex-
perience in the hospital under medicare and medicaid have been over-
charged or not given adequate credit for that which was deserving
to them by these programs, not that they were intentionally taken
away by the hospital, but by the hospital employees who administer
the technical work in the business office not knowing and not under-
standing what is available. Usually we recover anywhere from $25
to as high as $500 for patients who have been through this experience.
Mr. Rogers, that represents the testimony.
Mr. ROGERS. Thank you, that is very helpful. In this MEDEX

program now, is it the thrust of the program that in the summer
the students go out with practicing physicians ?
Dr. JoHNsoN. The MEDEX program is considerably different from

the program at Duke University. The MEDEX program gives the
student 3 months extensive training in the University of Washington
Medical School in the basic sciences, and then the remaining months
of the 1-year program is a one-on-one training experience, on-the-job
training with the physician who prior to this person's entry into the
program has agreed that he would like to have this person. He then
works with the physician for 9 months in his training program.
Then the physician can hire this person to stay with him, and

presently 14 out of 15 in the first class are employed, and 10 States
are getting new programs and about 20 other States want them.
Mr. ROGERS. I think it would be good for our record if we could get

a rundown of the program at Duke and Washington.
Dr. JomrsoN. I will see that that comes.
Mr. ROGERS. As to how it is run, the responsibility and the success.
Dr. JOHNSON. One brief word. The program at Duke is a much more

sophisticated program. It is a 2-year intensive program, almost all
of it in the Duke Center. The last 3 months are spent out getting
experience. I had one (student) this summer. But it is a much more
sophisticated program, and these trainees are much better able to
work in the rural hospitals with the intensive care units, and the
electronic equipment. They are taught how to handle all of this. The
people in Washington are taught to provide, to dirty their hands
by giving health care to people at a level of the community needs.
Mr. ROGERS. I understand. Yes. Thank you.
(The following information was received for the record:)
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Physician's Assistant Program Calendar 1970-1971

1970
September

14 Monday—Registration 8:30 a.m. Mandatory for all students; 1:00
p.m. Orientation for new students.

15 Tuesday—Classes begin
28 Monday—Board examinations begin, second year students

October
1 Thursday—Board examinations end
2 Friday—Graduation ceremonies
21 Wednesday—Classes end, Phase One
22 Thusday—Examinations begin, Phase One
24 Saturday—Examinations end, Phase One
26 Monday—Classes begin, Phase Two

November
25 Wednesday—Thanksgiving recess begins, first year students only*
30 Monday—Classes resume

December
18 Friday—Christmas recess begins, first year students*

1971
January

4 Monday—Classes resume

March
26 Friday—Spring recess begins

April
5 Monday—Classes resume
24 Saturday—Classes end, Phase Two
26 Monday—Examinations begin, Phase Two

May
1 Saturday—Examinations end, Phase Two
3 Monday—Classes begin, Phase Three
10 Monday—Rotations schedule posted

June
9 Wednesday—Classes end, Phase Three
10 Thursday—Examinations begin, Phase Three
12 Saturday—Examinations end, Phase Three
14 Monday—Vacations .oegin, first year students only*

25 Friday—In-hospital rotations end, second year students

*A two-week vacation period will be scheduled for each student during the month

of June. Arrangements for additional time off including Thanksgiving, Christmas,

New Year's, Easter, and other holidays must be made with the faculty in charge of

each rotation.
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Officers of the Administration

General Administration
Terry Sanford, LL.B., President
Barnes Woodhall, M.D., Chancellor pro tern
Marcus E. Hobbs, Ph.D., Provost
Charles B. Huestis, Vice President for Business and Finance
William G. Anylan, M.D., Vice President for Health Affairs
Frank Leon Ashmore, A.B., Vice President for Institutional Advancement
Gerhard Chester Henricksen, M.A., C.P.A., Vice President and Treasurer
Everett Harold Hopkins, M.A., LL.D., Vice President for Regional Pro-

grams
Harold W. Lewis, Ph.D., Vice Provost and Dean of Faculty
John C. McKinney, Ph.D., Vice Provost and Dean of the Graduate School
James L. Price, Jr., Ph.D., Vice Provost and Dean of Undergraduate

Education
Craufurd David Goodwin, Ph.D., Vice Provost and Director of Inter-

national Programs
Benjamin Edward Powell, Ph.D., Librarian
Clark 11. Cahow, Ph.D., University Registrar
Rufus H. Powell, LL.B., Secretary of the University
Stephen Cannada Harward, A.B., C.P.A., Assistant Secretary and Con-

troller
Edwin Constant Bryson, L.L.B., University Counsel.

Duke University Medical Center

Thomas D. Kinney, M.D., Director of Medical Education and Professor
of Pathology

E. Harvey Estes, Jr., M.D., Professor and Chairman, Department of Com-
munity Health Sciences

D. Robert Howard, M.D., Assistant Professor and Director, Physician's
Assistant Program

51-381 0 - 70 - 7
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Physician's Assistant Program Technical Stag
Eugene A. Stead, Jr., M.D., Professor of Medicine, Chief Advisory Con-

sultant
David E. Lewis, B.A.,• M.A. in Ed., Associate and Director of Education,

Physician's Assistant Program
James C. Mau, B.S., Administrative Director, Department of Medicine

and Physician's Assistant Program
Louis R. Pondy, Ph.D., Associate Professor of Business Administration;

Associate Professor of Community Health Services; and Director of
Evaluations, Physician's Assistant Program

Martha Ballenger, LL.B., Research Associate, Department of Community
Health Sciences and Director of Legal Research, Physician's Assistant
Program

C. William Smith, B.S., Administrative Director, Department of Com-
munity Health Sciences and Director, Medical Center Data Pro-
cessing

C. Emil Fasser, B.A., Physician's Assistant, Administrative Assistant, De-
partment of Community Health Sciences, Program Development,
Physician's Assistant Program

Paul S. Toth, B.S., Physician's Assistant, Coordinator of Surgical Services,
Physician's Assistant Program

John A. Braun, Physician's Assistant, Coordinator of Medical Services,
Physician's Assistant Program

John J. McQueary, Physician's Assistant, Coordinator of Pediatric Serv-
ices, Physician's Assistant Program

Clinical Advisory Council
Arthur C. Christakos, M.D., Associate Professor of Obstetrics and Gyne-

cology
F. Maxton Mauney, M.D., Associate Professor of Surgery and Associate

Professor of Community Health Sciences
Lois A. Pounds, M.D., Associate in Pediatrics
Marvin J. Short, II, M.D., Assistant Professor of Psychiatry
Thomas T. Thompson, M.D., Associate in Radiology
Malcolm P. Tyor, M.D., Professor of Medicine, Chief of the Division of

Gastroenterology
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Faculty and Staff

W. Banks Anderson, Jr., M.D. (Harvard, 1956), Associate Professor of
Ophthalmology

William G. Anlyan, M.D. (Yale, 1949), Professor of Surgery
Stanley H. Appel, M.D. (Columbia, 1960), Associate Professor of Medicine

and Professor of Neurology and Chief of the Division
Jay Morris Arena, M.D. (Duke, 1932), Professor of Pediatrics
John A. Braun, Physician's Assistant (Duke, 1968), Coordinator of Medical

Services, Educational Assistant
Rubin Bressler, M.D. (Duke, 1957), Professor of Medicine and En-

docrinology and Pharmacology; Director, Diabetic Clinic
Irwin A. Brody, M.D. (Pennsylvania, 1956), Assistant Professor of Neu-

rology
George W. Brumley, Jr., M.D. (Duke, 1960), Assistant Professor of Pedi-

atrics
Ewald Busse, M.D. ( Washington University, 1942), J. P. Gibbons Pro-

fessor of Psychiatry and Chairman of the Department

Arthur C. Chandler, Jr., M.D. (Duke, 1959), Assistant Professor of Oph-
thalmology and Associate in Anatomy

Arthur C. Christakos, M.D. (South Carolina, 1955), Associate Professor of
Obstetrics and Gynecology

James R. Clapp, M.D. (North Carolina, 1957), Associate Professor of
Medicine

Franklin P. Dalton, M.D. (Duke, 1960), Associate in Medicine
E. Harvey Estes, Jr., M.D. (Emory, 1947), Professor of Community Health

Sciences and Department Chairman; Professor of Medicine
C. Emil Fasser, B.A., Physician's Assistant ( Duke, 1969), Administrative

Assistant, Department of Community Health Sciences and Assistant,
Program Development, Physician's Assistant Program

James F. Glenn, M.D. (Duke, 1953), Professor of Urology and Chief of
the Division

J. Leonard Goldner, M.D. (Nebraska, 1943), Professor of Orthopaedic
Surgery and Chief of the Division
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Leonard G. Goldwater, M.D. (New York University, 1928), Professor of
Community Health Sciences

J. Caulie Gunnel's, M.D. (South Carolina, 1956), Associate Professor of
Medicine

Siegfried Heyden, M.D., (Univ. of Berlin, 1951), Associate Professor of
Community Health Sciences

D. Robert Howard, M.D. ('Wisconsin, 1962), Assistant Professor of Com-
munity Health Sciences and Director, Physician's Assistant Program

William R. Hudson, M.D. (Bowman Gray, 1951), Professor of Otolaryn-
gology and Chief of the Division

Thomas A. Huff, M.D. (Emory, 1961), Associate in Medicine and Associ-
ate in Endocrinology

Charles Johnson, M.D. (Howard, 1963), Clinical Associate in Medicine
Samuel Lawrence Katz, M.D. (Harvard, 1952), Professor of Pediatrics and

Chairman of the Department
Walter Kempner, M.D. (Heidelberg, 1927), Professor of Medicine
Grace P. Kerby, M.D. (Duke, 1946), Professor of Medicine
Betty W. Kernodle, RRL, A.B. (Duke, 1940), Director, Medical Record

Department
Kaye H. Kilburn, M.D. (Utah, 1954), Associate Professor of Medicine
Thomas D. Kinney, M.D. (Duke, 1937), Director of Medical Education,

Professor of Medical Education, Professor of Pathology, and Cha-
man of the Department of Pathology •

Johannes A. Kylstra, M.D. (Leiden, 1952), Associate Professor of Medicine
and Assistant Professor of Physiology

Harold E. Lebovitz, M.D. (Pittsburgh, 1956), Associate Professor of
Medicine and Director of the Endocrine Service

John C. LeMay, D.V.M. (Georgia, 1959), Associate Professor of Veteri-
nary Medicine and Chairman of the Department

Richard G. Lester, M.D., (Columbia, 1948), Professor of Radiology and
Chairman of the Department

David E. Lewis, B.A., M.A. in Ed. (Northern Michigan, 1968), Associate
in Community Health Sciences and Director of • Education, Physi-
cian's Assistant Program

E. Croft Long, M.B., B.S., Ph.D. (London, 1952, 1957), Associate in
Pediatrics, Associate Professor of Physiology, Professor of Community
Health Sciences, and Associate Director of Undergraduate Medical
Education

James C. Mau, B.S. (Iowa, 1957), Administrator of Department of Medi-
cine, Administrative Director, Physician's Assistant Program, and
Associate Director, Medical PDC

F. Maxton Mauney, Jr., M.D. (Duke, 1959), Associate Professor of Sur-
gery and Associate Professor of Community Health Sciences

James A. McFarland, M.D. (Johns Hopkins, 1956), Assistant Professor of
Community Health Sciences
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Henry D. McIntosh, M.D. (Pennsylvania, 1950), Professor of Medicine
Harry T. McPherson, M.D. (Duke, 1948), Associate Professor of Medicine
John J. McQueary, Physician's Assistant (Duke, 1968), Coordinator of

Pediatric Services, Physician's Assistant Program
Richard A. Mladick, M.D. (Northwestern, 1959), Assistant Professor of

Plastic Surgery
James J. Morris, M.D. (State University of New York, 1959), Associate

Professor of Medicine
A. Wendell Musser, M.D. (Indiana, 1956), Associate Professor of Path-

ology and Chief of Laboratory Services, V.A. Hospital, Durham,
N. C.

Marc J. Musser, M.D. (Wisconsin, 1934), Professor of Medicine and Di-
rector, Regional Medical Program of North Carolina

Blaine S. Nashold, M.D. ( McGill, 1954), Associate Professor of Neuro-
surgery

Guy L. Odom, M.D. (Tulane, 1933), Professor of Neurosurgery and Chief
of the Division

Suydam Osterhout, M.D. (Duke, 1950), Ph.D. (Rockefeller Institute,
1959), Associate Professor of Microbiology, Associate Professor of
Medicine, and Assistant Director of Admissions

Roy T. Parker, M.D. (Medical College of Virginia, 1944), Professor of
Obstetrics and Gynecology and Chairman of the Department; Pro-
fessor of Endocrinology

F. M. Simmons Patterson, M.D. (Pennsylvania, 1939), Assistant Professor
of Surgery

William P. J. Peete, M.D. (Harvard, 1947), Professor of Surgery
John B. Pfeiffer, M.D. (Cornell, 1942), Associate Professor of Neurology
Kenneth L. Pickrell, M.D. (Johns Hopkins, 1935), Professor of Plastic and

Maxillofacial Surgery and Chief of the Division
Louis R. Pondy, Ph.D. (Carnegie Institute, 1966), Associate Professor of

Community Health Sciences and Associate Professor of Business
Administration

Richard M. Portwood, M.D. (Southwestern, 1954), Director of Student
Health, Assistant Professor of Medicine, and Assistant Professor of
Community Health Sciences

Jose Ramirez Rivera, M.D. (Yale, 1953), Associate Professor of Medicine
John B. Reckless, M.B. Ch.B. ( University of Birmingham, England, 1954),

Associate Professor of Psychiatry and Chief of the Division of Psy-
chosomatic Medicine

Roscoe R. Robinson, M.D. (Oklahoma, 1954), Professor of Medicine and
Chief of the Division of Nephrology

R. Wayne Rundles, M.D. (Duke, 1940), Professor of Medicine
Jerome Ruskin, M.D. (Albert Einstein, 1960), Associate in Medicine
David C. Sabiston, Jr., M.D. (Johns Hopkins, 1947), Professor of Surgery

and Chairman of the Department

(
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Herbert A. Saltzman, M.D. (Jefferson, 1952), Professor of Medicine
B. F. Sherwood, D.V.M. (Georgia, 1959), Assistant Professor of Veterinary

Medicine
William W. Shingleton, M.D. (Bowman Gray, 1943), Professor of Surgery,

Chief of the Division of General Surgery and Chairman, Under-
graduate Cancer Training Program

Marvin J. Short, M.D. (Duke, 1962), Assistant Professor of Psychiatry
James B. Sidbury, Jr., M.D. (Columbia, 1947), Professor of Pediatrics,

Director of Clinical Research Unit, and Professor of Endocrinology
Herbert 0. Sieker, M.D. (Washington University, 1948), Professor of

Medicine
Harold R. Silberman, M.D. (Washington University, 1956), Associate Pro-

fessor of Medicine
C. William Smith, B.S. (Virginia, 1956), Administrative Director, Depart-

ment of Community Health Sciences and Director, Medical Center
Data Processing

David T. Smith, M.D. (Johns Hopkins, 1922), Professor Emeritus of Com-
munity Health Science, Associate Professor Emeritus of Medicine,
and James B. Duke Professor Emeritus of Microbiology

Wirt Smith, M.D. (Texas, 1951), Associate Professor of Experimental Sur-
gery

George H. Spooner, Ph.D. (North Carolina, 1958), Associate Professor of
Clinical Pathology

Eugene Anson Stead, Jr., M.D. (Emory, 1932), Florence McAlister Pro-
fessor of Medicine

Juan Tomasini-Flores, M.D. (Madrid, 1962), Associate in Medicine
Howard K. Thompson, M.D. (Columbia, 1962), Associate Professor of

Medicine and Associate Professor of Biomathematics
Thomas T. Thompson, M.D. (Medical College of Virginia, 1964), Associ-

ate in Radiology
George T. Tindall, M.D. (Johns Hopkins, 1952), Associate Professor of

Neurosurgery; Chief, Neurosurgical Service, Veterans Hospital,
Durham, N. C.

John P. Tindall, M.D. (Duke, 1959), Assistant Professor of Dermatology
Paul Toth, B.S., Physician's Assistant (Duke, 1968), Coordinator of Sur-

gical Services, Physician's Assistant Program
Malcolm P. Tyor, M.D. (Duke, 1946), Professor of Medicine
javad Vakilzadeh, M.P.H., D.V.M. (Tehran, 1952), Associate in Veterinary

Medicine
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General Information

History and Development

Duke University's concept of the Physician's Assistant Program de-
veloped in the early 1960's following an unsuccessful attempt to initiate
a postP•raduate education program for physicians. When Dr. Eugene A.

Stead, then chairman of the Department of Medicine at Duke and
founder of the Physician's Assistant Program, analyzed the reasons for the
failure, he discovered that practicing physicians had no time they could
reasonably set aside for the purpose of education. Dr. Stead felt that
perhaps ancillary health personnel could be trained to competently
assume many of the physician's tasks, thereby giving them more
time. During the ensuing months of research Dr. Stead became aware
that ancillary personnel were being trained to do many technical jobs
within the Medical Center which had previously fallen within the sole
realm of physician responsibility.
As a result of Dr. Stead's observations, on April 17, 1965, Dr. Barnes

Woodhall, then Vice Provost for Medical Affairs at Duke University,
appointed an ad hoc committee chaired by Dr. Andrew G. Wallace,
Assistant Professor of Medicine, to evaluate the existing pr6grams and
the manpower needs. This committee met on four occasions during the
spring of 1965 and came to the following conclusions: (1) the need for
extensive numbers of highly trained technical personnel existed both
within and outside the Medical Center; (2) two types of allied health
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personnel were needed, one veiy highly skilled and limited to a specific
area and the other a more advanced individual with a broad and
sophisticated background; (3) there existed the need for a core curricu-
lum to allow for academic advancement and variation in careers; (4)
there must be an attempt to define the specific needs to resolve the
individual manpower problems; and (5) there must be a method of
attracting career oriented, qualified applicants and providing them with
a functional and compact curriculum.
On July 1, 1965, initial limited funding was made available by the

National Heart Institute to further evaluate the prospect of the phy-
sician's assistant. On October 4, 1965, four candidates, all of whom were
ex-Navy corpsmen, were chosen as the initial students.
On February 1, 1966, a second ad hoc committee was appointed by

Dr. William G. Anlyan, then Dean of Duke University Medical School,
which was chaired by Dr. Stead. The purpose of this committee was to
further explore the development of physician's assistants, including the
types of projected roles, the educational background requirements, and
the scope of their responsibilities and activities. Five days later Dr. Stead
read a preview of the program before the 62nd Annual Congress on
Medical Education, sponsored by the American Medical Association in
Chicago.
This second committee first met under Dr. Stead's chairmanship on

February 16, 1966, at which time the progress of the program was re-
viewed, and three primary questions were raised. These were: (1) How
much of the plan for personnel training is practical and possible? (2)
What sort of certification should be given to the student? (3) What pro-
visions should be made for additional training for the student, as deter-
mined by his ultimate employment?
At the committee's second meeting the following month, three criteria

were cited as the main determining factors in the ultimate success of
the concept. These were: (1) physician's acceptance of physician's assis-
tants, (2) society's acceptance of physician's assistants, and (3) the phy-
sician's assistants' individual competence.
•Throughout 1966, meetings of the second committee were spent in

providing a continuing review of the program, researching possible
sources of funding, and beginning an in-depth search into the legal
aspects in the use and development of such personnel.
On April 13, 1966, in response to an inquiry from the committee, the

Attorney General's Office ruled in reference to the Medical and Nursing.
Practice Acts that "Nothing . . . shall be construed in anyway to prohibit
or limit performance by any person of such duties as specified mechanical
acts in the physical care of a patient when such care and activities are,
performed under the orders or directions of a licensed physician,
licensed dentist or registered nurse." It was the committee's recommenda-
tion at the time that regardless of this interpretation, efforts should be
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made to move in the direction of modifying the Medical Practice Act so
that it would allow the physician more leeway in the delegation of cer-
tain tasks.
With this information in mind, tasks that could be accomplished by

an assistant were defined and a seemingly appropriate curriculum was
developed. Also considered in the development of the program and
curriculum was the fact that each physician is different from every other
physician to such a degree that the ultimate definition of the role of an
assistant would be impossible. The emphasis was, therefore, placed on
developing a training program that would provide a core of vocabulary
and skills for physician's assistants with the clinical emphasis on the
.development of an assistant for the general practitioner or general
internist. It was recognized that the final training of each physician's
assistant would be provided by the physician with whom he worked.
In September, 1967, the Department of Community Health Sciences

assumed administration of the Physician's Assistant Program under the
direction of the department chairman, Dr. E. Harvey Estes, Jr. On
October 1, 1967, the program graduated its first three students, all of
whom were employed in the Medical Center to facilitate evaluation
studies. In April, 1968, Dr. D. Robert Howard became the first full-time
director of the program. Because of numerous other activities within the
Medical Center, Dr. Stead now serves as the chief advisory consultant
to the program.

Although the primary goal of the program was to provide the general
practitioner and general internist with an assistant, because of pressure
from other physicians who participated in the teaching of these in-
dividuals, the program has since expanded its scope to include radiology,
pediatrics, pathology, and medical and surgical subspecialties, with plans
for further expansion to include psychiatry, geriatrics, obstetrics and
gynecology, and industrial medicine.
Along with expansion of the scope of training, major in-roads have

been made toward the development of an effective educational system
(to include the use of programmed learning), investigation of state
licensure laws for the development of model legislation to encompass
the physician's assistant, and procurement of professional liability cover-
age for the physician, the hospital, and the university-trained physician's
assistant. In addition, the last twelve months have shown a marked
expansion in the size of the student body from fifteen students in the
second year of training to forty students in the first year, with a planned
expansion to 100 students per class by 1971. •

Since the program's inception, a total of twenty-nine graduates have
completed the course of instruction, of which fifteen are employed out-
side the Medical Center, and fourteen remain at Duke. Of those remain-
ing in the center, three are engaged in activities which are predominantly
of a research nature, and the remainder are engaged in activities pri-
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manly associated with patient care. Most of the graduates assume
considerable administrative duties beyond their clinical duties.
The value of these professional assistants has been readily demon-

strated by their skill and attainments applicable to the specialty they
serve, be it in general medicine or in some limited subspecialty. Because
the assistant has been trained to supplement skills available to the health
team rather than compete with the other participants, they have been
readily accepted by virtually all other team members at the working
level. To be sure all members of the health team including the radio-
logical technician, medical technician, medical record librarian, physical
therapist, occupational therapist, dietician, nurse, and many others have
provided assistance to the physician for a more effective and efficient
provision of care to a greater number of patients. The physician's assis-
tant, however, created to support the physician in his roles in the office,
the home, and the hospital has served to develop a closer liaison between
the physician and the other allied health team members.

Specifically the physician's assistant is trained as a data gatherer. He
can elicit detailed patient histories, do complete physical examinations,
collect specimen data through intricate technical procedures such as gas-
tric analyses, venous and arterial punctures, lumbar punctures, pulmonary
function studies, and electrocardiography, and can provide accurate rou-
tine patient analyses. In addition, the physician's assistant provides such
patient care services as cast application and removal, superficial wound
suturing, dressing changes, and after-hours laboratory studies. The phy-
sician's assistant also aids the physician by being an extension of the phy-
sician in several locations through available communication. When the
physician is in his office, the physician's assistant can be in the hospital
doing routine workups, narrative summaries, and can schedule and ex-
plain diagnostic procedures to hospital patients; in the office, the physi-
cian's assistant can provide efficiency to the patient care system by col-
lecting data for the physician ahead of time so that actual physician/
patient contact can be used in a more meaningful manner. In the home,
the physician's assistant can provide his physician with an extra set of
sensory organs and also aid in routine management of invalid patients.
Perhaps the greatest value of the physician's assistant to the physician
lies in the fact that the physician has a well-trained, virtually unrestricted
assistant to whom he can teach those skills and functions that will allow
his particular practice to function in a more efficient, effective, and
economical manner.

Relationship to the University

The students in the Physician's Assistant Program are currently reg-
istered as special students and not as Duke University undergraduate
students. Access to all graduate and undergraduate library facilities is
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available through the presentation of the Duke University Identification
Card. After the completion of the two-year training program, the students
receive transcripts of their grades and a certificate of accomplishment
from Duke University Medical Center. Although this is not a degree,
the credits are applicable toward a degree at other institutions.
In order to provide qualified students with the option of furthering

their academic achievements so that career mobility can be more than
a phrase and the career ladder can become a reality, )he incorporation
of an optional baccalaureate degree into the program is under consid-
eration at this time. In addition to the successful completion of the
Physician's Assistant Program, this professional training would be
coupled with a broad background in liberal arts in compliance with the
standards of education at the baccalaureate level.

Legal Status and Professional Liability

When the Physician's Assistant Program was initiated, it was recog-
nized that the use of a new type of manpower in the health field might
present legal difficulties in view of the licensing schemes for medical
personnel. Under their power to legislate for the protection of the health
and safety of their citizens, all states have enacted licensure laws to reg-
ulate the practice of medicine. These laws are typically phrased to
authorize qualified physicians to perform all health care functions.
Various other categories of health professionals are granted more cir-
cumscribed licenses enabling them to perform certain of these functions
for which they are qualified by training and experience. Although the
licensure laws for the allied health professionals were often merely per-
missive when first enacted, preventing only the use of a given title by the
unlicensed, in many instances they have subsequently become manda-
tory, making criminal any action within the scope of a licensed profes-
sion by one not licensed by that profession. The initial question posed
by the new program was, therefore, whether the graduates would, by
their activities, infringe upon the sphe're of persons performing under
such mandatory licenses. The problem was considered by the North
Carolina Attorney General, who in 1966 issued his advisory opinion that
the performance of the projected physician-supervised activities would
not contravene the licensure laws of the state. The program has operated
thus far in reliance on that opinion and no difficulties have been en-
countered.

If it were contemplated that the physician's assistants would perform
any independent functions, it would be necessary that some explicit ex-
ception to the Medical Practice Act be provided by the legislature to
authorize such activities. Otherwise the performance of such functions
would constitute the unlicensed practice of medicine, leaving the phy-
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sician's assistant subject to criminal action. In addition, the physician-
employer of the assistant would be subject to criminal action for aiding
and abetting and possible license revocation for unprofessional conduct.
The duties of the physician's assistant are, however, solely dependent,
under the supervision of the physician, and thus developing custom and
usage may be relied upon to furnish the necessary legal sanction. The
physician is the party actually "practicing medicine" in this situation.
In view of the expertise required in such practice — an expertise which
legislatures and courts do not have — the medical profession is able to
set its own standards by reference to the ordinary practices of the pro-
fession. If employment of such dependent personnel is a customary
practice, even among a respectable minority of physicians, there should
be minimal danger of criminal liability. The more physician's assistants
are used and accepted within the medical community, the safer their
position and that of the employing physician becomes.
A major concern of physicians with respect to such personnel relates

to possible civil liability for their actions. Under the doctrine of respon-
deat superior, the physician is responsible for negligent actions of any
person in his employ or under his supervision. The physician's liability
for the actions of the physician's assistant would be similar, therefore,
to his current liability for the actions of his nurses and other office
personnel. It is felt that his supervision should insure against negligence
on their part, and his liability for their actions is indirect or vicarious.
There is a possibility that the physician himself will be found negligent
in delegating a particular function to the physician's assistant and will
therefore be directly liable for anyone injured. If, however, the particular
delegation is one customarily made, the very fact that such delegation
is an ordinary practice within the profession is evidence that it was not
negligent. The question of negligence vel non is one for the jury to
answer in the particular case, on the basis of the evidence before it.
The greatest danger exists initially before the practice is established as
custom and usage but decreases with acceptance by the profession. In
a recent Washington case, action by an unlicensed nurse, viewed against
the background of the state's licensure scheme, has given rise to an in-
ference of negligence against which custom and usage was not admissible
for jury consideration. Allowing such an inference to be drawn from
the mere failure to be licensed is definitely a minority approach;
in North Carolina and the majority of other states, the law currently
seems to be that the failure to be licensed is immaterial on the issue of
negligence.
The question of professional liability coverage was investigated. Initial

coverage, in 1966, was limited to coverage of the student in the Medical
Center. They were found to be automatically included under the existing
policy carried by the Medical Center. When the students were sent out-
side the Medical Center for community-based experience, companies
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that provided coverage for the physician involved extended coverage to
the student at the same rate the physician paid for his other employees.
From 1966 to 1969 all students and graduates, while away from the
Medical Center, were associated in their training or employment with
physicians who carried their professional liability insurance with these
companies.
In 1969, as the expanded class was assigned to physicians from coast

to coast, the issue of professional liability was raised once more. As a
result of these inquiries and because the issue was relevant to all re-
lated programs, various aspects of this issue were placed before the
major professional liability carriers listed by the American Medical
Association. These carriers expressed a willingness to furnish professional
liability coverage to the physician and hospital at a negligible rate, and
to the university-trained physician's assistant at a rate approximately 50
percent of that charged the employing physician.
As with any new program, there are uncertainties and unanswered

questions. Although no actual legal problems have materialized in the
practical operation of the program or in the use of the graduates thus
far, there has been a continuing effort to clarify the issues and resolve
any remaining uncertainties. A conference relating to the legal status of
physician's assistants was held in Durham in the spring of 1968, and the
issue was again considered at a general conference on the program held
in the fall of that year. Recently funding was made available to finance
a study to develop model legislative proposals which, if enacted by the
state legislatures, would further regularize the position of the physician's
assistant.
On October 26, 1969, a third conference, sponsored by the Department

of Health, Education and Welfare in conjunction with the Department
of Community Health Sciences, was held to determine the most de-
sirable and feasible means of accommodating emerging groups of allied
health professionals into the legal framework of medical practice.

Five alternative courses of action were presented for consideration:
(1) maintaining the status quo (i.e., doing nothing); (2) licensing phy-
sician's assistants; (3) enacting a general statute authorizing supervised
delegations by physician's; (4) special licensing of physicians to utilize
physician's assistants; and (5) establishing a Committee on Health Man-
power Innovations to control the development and utilization of new
personnel.
During the course of the proceedings several variations of the original

proposals were presented, which were discussed in conjunction with
the respective proposals. The ultimate consensus of opinion was that
efforts should be directed initially towa:d the drafting of a general
statute authorizing supervised delegations by physicians, with the re-
sponsibility for determining which persons may accept such delegations
vested in the State Board of Medical Examiners.

(
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It was acknowledged that in practical fact this limited legislation
might prove adequate and that it may not be necessary to proceed
further. It was suggested, however, that in drafting this initial legislation
as much consideration as possible be given to questions which may
arise pertaining to the development or need for further regulation, should
that prove necessary.

It may be that these efforts are inspired by an overabundance of cau-
tion, as the physician's assistant seems to be fitting harmoniously into the
scheme of health care delivery. A definite legislative sanction would,
however, go far toward curbing any lingering doubts as to the risks
inherent in employing such innovative personnel.

Attitudinal Studies

With the creation of this new role within the established health care
system, questions concerning the degree of self-acceptance, role-set
acceptance, patient acceptance, physician acceptance, and financial
savings directed toward medical expenditures were raised. The evalua-
tions of these points have been done or have been undertaken by the
Graduate School of Business Administration.

Generally speaking, both patient and physician acceptance of the
twenty-nine graduate physician's assistants has been high. From an initial
study in self and role-set acceptance of eight graduate physician's assist-
ants, it became evident that self-acceptance was necessary to maintain
the career commitment with role acceptance being equally necessary for
generating a maximum effectiveness within the system. The area of grad-
uate self-identity developed as an important issue. The graduates felt
they could not achieve identity or individuality in the medical center
resulting because of competition for responsibilities with medical stu-
dents, interns, and residents. Because of this need for identity and
individuality, the drive to enter practice with physicians remains high.
From this initial evaluation, the necessity of other evaluations became

evident. The second study was concerned with patient acceptance of the
physician's assistant. Among the patient groups studied, there were no
patients who exhibited a negative attitude toward the incorporation of
the physician's assistant into the health team. The degree of acceptance
correlated with the patient's understanding of the physician's assistant's
role and his level of high educational attainment. Thus, no patient with
six years of education or less enthusiastically accepted the physician's as-
sistant. The second extreme dealt with those patients having at least a
college education, none of whom were ambivalent (low acceptance) to-
ward the physician's assistant. This group saw a need for him and viewed
the physician's assistant as beneficial to the system. The greatest accept-
ance occurred between these two levels of education. The patient either
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identified more with the system, or created a connection between the
system's efficiency and his own personal benefit.

Patients on the lowest income levels showed a less enthusiastic accep-
tance, which was correlated with poor understanding and educational
background. Those on the highly educated, affluent levels also felt some
loss in status when they paid for "just a physician's assistant." Thus
acceptance was greatest in the middle socio-economic group — $5,000 to
$8,000 annual income per year. They felt sure of their status, unlike the
lower income group, and were more free in judging the situation and
assessing the value of this individual to themselves. This group was also
fairly well informed and sophisticated concerning health affairs. The
study also showed patient acceptance to be highest in the small com-
munity clinic. Interestingly enough, it is in just this area that the doctor
shortage is the most severe.
An economic analysis revealed that the yearly expenditure required for

training physician's assistants is approximately the same as the expendi-
ture required for training medical students. Of course, their training is
two years as compared with the five to ten years it takes to train a
physician, consequently the total cost is markedly below that for training
M.D.'s. The degree of augmentation of a physician's patient care output
by a physician's assistant is under objective study at this time. Aug-
mentation figures of 75 percent have been reported from most physicians
using the graduates. One assistant working in an exceptionally busy
family practice group has produced nearly 100 percent augmenta-
tion. The increased income generated is used in part to pay the assistant's
salary, and it is hoped that in many cases the presence of a physician's
assistant will delay or prevent an increase in the cost of physicians'
services to the patient.

Physician acceptance cannot be answered on the basis of present
experience because all physicians who have employed such individuals
were favorable to the concept. It was of interest that most physicians
using physician's assistants were not particularly concerned about setting
limits on their potential activities. Most felt that this would be an in-
dividual matter, though it was conceded that it was currently a legal
matter as well.

Opportunities for the Graduate

Skills and Functions

The training in the development of specific skills which the Physician's
Assistant Program offers its students is directed toward making them
stable and productive members of the health team and thereby provide
opportunities for a career and for future growth in many health-related
areas.
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Graduates of the program can be employed by a physician or by a
group of physicians. Within the Duke University Medical Center, grad-
uates are needed in research laboratories, clinical areas, diagnostic lab-
oratories, and special areas such as the renal center and the hyperbaric
chamber. Outside the Medical Center there are infinite opportunities for
employment by community-based physicians and clinics. In any case the
physician's assistants' clinical endeavors will always be under the super-
vision of a phy'sician.

Employment Opportunities

The need for the 'physician's assistant can be measured and evaluated
in many ways, but perhaps one of the most significant ways is in viewing
the employment opportunities. The available positions outnumber the
graduates by over five-to-one. Almost daily, requests from all over the
country are received for physician's assistants; however, as with requests
for physicians, many of these must go unfilled. Even though the primary
objective of the program is to fulfill the needs of the first line community
physician, it is easy to realize how every segment of medical practice can
function more efficiently by utilizing these intermediate level professional
assistants. r..

Salary. Range

At the time of the program's inception, the question of salary range
was raised. It was felt that a professional person of this caliber would
command an economically attractive income, which in itself would be
capable of encouraging career stability. However, two related items were
quickly realized — if the income of the physician's assistant was too far
out of line with that of the nurse, hard feelings could possibly arise, and
in order to command a respectable income, the physician's assistant would
be on a schedule closely resembling that of a physician. On the basis of
these and other factors it was felt that a justifiable starting salary would
be in the range of ten thousand dollars a year. The ultimate income of
a physician's assistant will undoubtedly be based on his actual value to
his physician-employer.

Utilization and Role 
In order to fulfill the desired role, a physician's assistant must be able

to participate in every setting in which his physician-employer functions.
There is nothing to preclude the use of physician's assistants in the
hospital setting as indicated by the status of the following three issues
relating to such use of trained physician's assistants.

First, existing legislation in most states is compatible with utilizing
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physician's assistants in the hospital setting so long as the assistant is
under the supervision of a physician and functions within the limiting
legal framework.
Second, the current position of the Joint Commission on Hospital Ac-

creditation is compatible with the use of physician's assistants in the
hospital setting. So far as is known, no health related professional or-
ganization has taken any stand in opposition to this issue.
Third, in all existing situations the issue of professional liability cover-

age has created no difficulty for the hospital, the physician, or the
physician's assistant.
A procedure has evolved for implementing the necessary steps for

adequate legal and ethical support. This procedure involves both the
physician and the hospital as follows:

1. The physician who employs a physician's assistant and wishes to
utilize him in the hospital setting should make a formal request
to the hospital director for individual limited privileges for his
assistant. This document should include: (a) information on the
assistant's background, character, education, and training; (b) a
detailed breakdown of the proposed functions of and desired
privileges for the assistant; and (c) the proposed measures of con-
trol to be utilized and the limitations to be observed.

2. The hospital director, upon receipt of his request, should first
check with the hospital legal counsel to determine what changes,
if any, are necessary in the hospital charter and bylaws. The re-
quest would then be handled in accordance with the existing rules
of operations.

3. After approval by the necessary committees and individuals within
the organization, appropriate notifications can be made.

In the judgment of the administration, every physician's assistant
should be employed by and be responsible to. a physician. Such an
assistant can be used by more than one physician, but one physician's
assistant per two physicians is felt to be maximum ratio by all who have
been instrumental in the training program to date. The reasons for this
are many but are based primarily on two factors — the need for identi-
fication of the physician's assistant with a physician, and the realization
of the responsibility required on the part of the physician toward the
physician's assistant. To be sure, many needs could be fulfilled by using
this type of assistant exclusively in a hospital setting, but such a utiliza-
tion must include a bond of responsibility between the physician's assis-
tant and his physician-employer.

51-381 0 - 70 - 8
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Academic Information
Curriculum

The educational curriculum for the training of physician's assistants
covers a period of twenty-four months. Even though applicants may
have taken some similar courses in their previous training they are re-
quested to take all of the courses in the program. The reasons for this are
to ensure uniformity of the graduates; because the emphasis of the
content is directed toward the program goals and may, therefore, be
different than other courses; and because experience has demonstrated
that the courses serve as a good means for review. In those situations
where an applicant seems so well qualified that nothing would be gained
by participation in a course, he is given the opportunity to take the
necessary examinations and upon satisfactory completion of these is
allowed to omit the course. The educational program, though similar
in many respects to other medically related programs, is intended to
provide the necessary background for the development of a career as
a physician's assistant and should not be considered as a stepping stone
toward the eventual realization of a Doctor of Medicine degree.

Preclinical Curriculum

The preclinical curriculum covers an academic period of thirty-six
weeks and is divided into three phases rather than two semesters. The
first and third phases are each six weeks in duration and the second
phase, _twenty-four weeks. See the section on Courses of Instruction in
this Bulletin.
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Preclinical Schedule
Hours Hours Total

Course Number Lecture Laboratory Hours Credits

Phase I (six weeks)
PA 101 History, Philosophy,

Ethics of Medicine 18 0 18 1
PA 103 Basic Clinical

Laboratory 36 36 72 2
PA 105 Medical Terminology 18 0 18 1
PA 107° Inorganic Chemistry 18 0 18 1
PA 109° Introduction to

Animal Experimentation 30 0 30 1
PA 185 Community Health 24 0 24 1

Phase 11 (24 weeks)
PA 131 Clinical Microbiology 24 0 24 1
PA 133 Anatomy 48 48 96 2
PA 134 Physiology 72 0 72 2
PA 135° Chemical Biology 72 0 72 3
PA 137 Clinical Medicine 240 0 240 6
PA 139 Pharmacology 48 0 48 2
PA 141 Physical Evaluation 24 24 48 1
PA 143° Clinical Chemistry 16 32 48 2
PA 145 Diagnostic Procedures 16 32 48 2
PA 147 Animal Surgery 16 32 48 2
PA 193 Clinical Psychiatry 54 0 54 3

Phase III (six weeks)
PA 181 Electrocardiography 24 0 24 1
PA 183 Radiology,

Introduction 24 0 24 1
PA 189 Patient Evaluation 12 60 72 2 .
PA 187° Data Processing 18 12 30 1

Total (36 weeks) 812 244 1124 38
°See radiology curriculum.

Clinical Curriculum

The clinical curriculum of fifteen months consists of nine months
( thirty-six weeks) of required rotations, and six months or twenty-four
weeks of elective rotations. It is during this aspect of the training pro-
gram that the student is expected to develop expertise in the application
of his preclinical learning. See the section on Courses of Instruction for
general course descriptions.
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Clinical Schedule — Example
Duration Credits

Inpatient Service 2 months 6
Outpatient Service 2 months 6
Pulmonary Function 1 month 3
Administration 1 month 3
Health Clinic 1 month 3
Library Research° 1
Outside Physician 2 months 6
Elective t 2 months 6
Elective t 2 months 6
Elective t 2 months 6
°Successful completion of a library research project is required of all students.
fElectiyes selection in accordance with specialty training guidelines.

Clinical Specialty Training
General Medicine

Course Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Administration 207 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Elective 2 months 6 s.h.
Elective 2 months 6 s.h.
Elective 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

General Pediatrics
Pediatric Inpatient Service 215 2 months 6 s.h.
Pediatric Outpatient Service 216 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Administration 207 1 month 3 s.h.
Outside Physician 213 2 months. 6 s.h.
Electivet 2 months 6 s.h.
Electivet 2 months 6 s.h.
Electivet 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

fRotation selection from PA 511-520, 416.
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General Surgery

Course Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
General Surgery 412 2 months 6 s.h.
Surgical Outpatient Clinic-ER 233 2 months 6 s.h.
Infectious Disease 800 1 month 3 s.h.
Acute Care Unit 420 1 month 3 s.h.
Plastic Dressing Room 418 1 month 3 s.h.
Elective* 2 months 6 s.h.
Elective* 2 months 6 s.h.
Elective* 2 months 6 s.h.
Library Research 211 1 s.h.

°Elective selection from PA 312, 314, 315.
15 months 46 s.h.

Internal Medicine

Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.13.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Administration 207 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Elective* 2 months 6 s.h.
Elective* 2 months 6 s.h.
Elective* 2 months 6 s.h.
Library Research 211 1 s.h.

*Elective selection from PA 311-323.

Allergy and Respiratory Disease

15 months 46 s.h.

,
Course Section Duration Credits

Medical Inpatient Service 201 2 months 6 s.h.
Medical 'Outpatient Service 203 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Administration 207 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Allergy & Respiratory Dis. I 311 1 2 months 6 s.h.
Allergy & Respiratory Dis. II 311 2 2 months 6 s.h.
Allergy & Respiratory Dis. III 311 3 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 4b s.h.
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Cardiology

Course Section Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Pulmonary Function 209 1 month 3 s.h.
Health Clinic 205 1 month 3 s.h..
Administration 207 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Cardiology I 312 1 2 months 6 s.h.
Cardiology II 312 2 2 months 6 s.h.
Cardiology III 312 3 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

Dermatology

Course Section Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Health Clinic 205 1 month 3 s.h.
Pulmonary Function 209 1 month 3 s.h.
Health Administration 207 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Dermatology I 323 1 2 months 6 s.h.
Dermatology II 323 2 2 months 6 s.h.
Dermatology III 323 3 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

Endocrinology

Course Section Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Administration 207 1 month 3 s.h.
Outside Physician 213 2 mohths 6 s.h.
Endocrinology I 314 1 2 months 6 s.h.
Endocrinology II 314 2 2 months 6 s.h.
Endocrinology III 314 3 2 months 6 s.h.
Library Research 211 _ 1 s.h.

15 months 46 s.h.
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Gastroenterology

Course Section Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Administration 207 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Gastroenterology I 315 1 2 months 6 s.h.
Gastroenterology II 315 2 2 months 6 s.h.
Gastroenterology III 315 3 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

Hematology

Course Section Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Health Administration 207 1 month 3 s h.
Outside Physician 213 2 months 6 s.h.
Hematology I 316 1 2 months 6 s.h.
Hematology II 316 2 2 months 6 s.h.
Hematology III 316 3 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

Hyperbaric Medicine

Course Section Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.

Health Administration 207 1 month 3 s.h.

Outside Physician 213 2 months 6 s.h.
Hyperbaria I 317 1 2 months 6 s.h.

Hyperbaria II 317 2 2 months 6 s.h.

Hyperbaria III 317 3 2 months 6 s.h.

Library Research 213 1 s.h.

15 months 46 s.h.
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Industrial Medicine

Course Section Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Rehabilitation 419 2 months 6 s.h.
Environmental Health 701 1 month 3 s.h.
Industrial Hygiene Lab. 702 2 months 6 s.h.
Industrial Hygiene Survey 703 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

Nephrology

Course Section Duration Credits
Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Administration 207 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Nephrology I 319 1 2 months 6 s.h.
Nephrology II 319 2 2 months 6 s.h,
Nephrology III 319 3 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

Neurology

Medical Inpatient Service 201 2 months 6 s.h.
Medical Outpatient Service 203 2 months 6 s.h.
Health Clinic 209

.
1 month 3 s.h.

Pulmonary Function 205 1 month 3 s.h.
Administration 207 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Neurology I 320 I. 2 months 6 s.h.
Neurology II 320 2 2 months 6 s.h.
Neurology III 320 3 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

•
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Radiology

First Year

Regular Course Replacement
PA 143 PA 160

PA 145

PA 183

Second Year

Rotations

PA 161

PA 162

PA 163

Gastrointestinal Radiology I
Gastrointestinal Radiology II
Uro-Radiology
Trauma-Soft Tissue and Bone
Chest Radiology I
Chest Radiology II
Chest Radiology III
Outside Physician
Library Research

°See Prerequisites #5.

Neurosurgery

Medical Inpatient Service
General Surgery
Surgical Outpatient Clinic-ER
Acute Care Unit
Neurology
Endocrinology
Orthopedics
Neurosurgery
Library Research

Course Name
Pharmacology 8c
Physiology of
Contrast Materials
Principles of
Radiation Physics
Principles of
Radiobiology
Basic Radiation
Protection

Course
601
602
603
604
605
606
606
607
211

Course
201
412
233
420
320
314
415
413
211

Hours Credits
48 1

48 2

72 2

24 1

192 6

Section Duration Credits
2 months 6 s.h.
3 months 9 s.h.
2 months 6 s.h.
1 month 3 s.h.
1 month 3 s.h.

1 2 months 6 s.h.
2 2 months 6 s.h.

2 months 6 s.h.
1 s.h.

15 months 46 s.h.

Section Duration Credits
2 months 6 s.h.
2 months 6 s.h.
2 months 6 s.h.
1 month 3 s.h.
2 months 6 s.h.
2 months 6 s.h.
2 months 6 s.h.
2 months 6 s.h.

1 s.h.

15 months 46 s.h.
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Ophthalmology

Surgical Inpatient Service 231 2 months 6 s.h.
Surgical Outpatient Set-vice 233 2 months 6 s.h.
Health Clinic 209 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Health Administration 207 1 month 3 s.h.
Outside Physician 213 2 months 6 s.h.
Ophthalmology I 414 1 2 months 6 s.h.
Ophthalmology II 414 2 2 months 6 s.h.
Ophthalmology III 414 3 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.,

Orthopaedic Surgery

Medical Inpatient Service 201 2 months 6 s.h.
General Surgery 412 2 months 6 s.h.
Surgical Outpatient Clinic-ER 233 2 months 6 s.h.
Infectious Disease 800 1 month 3 s.h.
Anatomy Lab 421 1 month 3 s.h.
Rheumatology 322 1 month 3 s.h.
Neurology 320 2 months 6 s.h.
Orthopedics 415 2 months 6 s.h.
Neurosurgery 413 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

Otolarynology

General Pediatrics 511 2 months 6 s.h.
General Surgery 412 2 months 6 s.h.
Surgical Outpatient Clinic-ER 233 2 months 6 s.h.
Infectious Disease 800 1 month 3 s.h.
Plastic Dressing Room 418 1 month 3 s.h.
Pulmonary Function 205 1 month 3 s.h.
Neurology 320 2 months 6 s.h.
Neurosurgery 413 2 months 6 s.h.
Otolaryngology 416 2 months 6 s.h.
Library Research 211 1 s.h.

15 moni hs 46 s.h.
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Plastic Surgery

Medical Inpatient Service 201 2 months 6 s.h.
General Surgery 412 2 months 6 s.h.
Surgical Outpatient Clinic-ER 233 2 months 6 s.h.
Infectious Disease 800 1 month 3 s.h.
Nephrology 319 2 months 6 s.h.
Plastic Surgery 418 2 months 6 s.h.
Otolaryngology 416 2 months 6 s.h.
Neurosurgery 413 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.

Urology

Medical Inpatient Service 201 2 months 6 s.h.
General Surgery 412 2 months 6 s.h.
Surgical Outpatient Clinic-ER 233 2 months 6 s.h.
Infectious Disease 800 1 month 3 s.h.
Nephrology 319 2 months 6 s.h.
Urology 417 2 months 6 s.h.
Elective* 2 months 6 s.h.
Elective* 2 months 6 s.h.
Library Research 211 1 s.h.

15 months 46 s.h.
°Elective selection from PA-412 to 418.
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Resources for Study

Libraries

The new Perkins Library, among the first seventeen university libraries
in the country, contains 1,940,146 volumes and 4,000,000 manuscripts.
About 80,000 volumes are added annually. Separate departmental and
professional school libraries provide notable collections in the several
disciplines.
More detailed information may be obtained in a Student's Guide to the

General Library, available upon request to the Librarian of the Univer-
sity.
The Medical Center Library, located in the Davison Building, attempts

to provide all services and collections necessary to further educational,
research, and clinical activities in the medical field. Extensive reference
and bibliographical services are provided. The collection exceeds 90,000
volumes, and 1,700 periodicals are received currently.
The Trent Collection on the history of medicine is an unusually fine

one, rich in manuscripts and rare books, and provides an opportunity
for study and research as well as casual reading in the field.

Hospitals

Duke Hospital is an integral part of the Medical Center and currently
has 800 beds and 23 bassinets. The hospital performs the dual functions
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of professional education and patient care. Comprehensive diagnostic
and treatment facilities are provided. Different levels of patient care are
provided, ranging from the intensive care units, through the conventional
treatment sections to minimal care units. Private, semiprivate, and ward
accommodations are available. Over 20,000 patients are admitted each
year. The approximate daily census by service is as follows: Surgery,
including the surgical subspecialties, 310; Medicine, 205; Pediatrics, 55;
Psychiatry, 50; and Obstetrics-Gynecology, 50. Surgical facilities include
18 operating rooms where over 15,000 surgical procedures are per-
formed annually. Four obstetrical delivery rooms are maintained. Special
diagnostic and treatment units are also available, such as the recovery
room, cardiac catheterization laboratory, hemodialysis laboratory, and
hyperbaric oxygenation chamber.
.The outpatient services are comprised of the public clinics, the private

patient clinics, the employee health office, and the emergency service.
Over 250,000 visits are made each year to these units. Close working
relationships between Duke Hospital and other various outside health
agencies enhance continued care of the patients.
The clinical faculty of the Duke University School of Medicine forms

the medical staff of Duke Hospital. Thus this group not only participates
in both undergraduate and graduate medical education but also in active
medical practice within the hospital and the private diagnostic clinics.
Duke Hospital is approved for internship and residency training by the
Council on Medical Education and Hospitals of the American Medical
Association and conducts an active educational program involving ap-
proximately 340 house staff members. The hospital .is fully accredited by
the Joint Committee on Accreditation of Hospitals.
The Durham Veterans Administration Hospital is located within walk-

ing distance of the School of Medicine. The full-time professional staff
are all members of the faculty of Duke University School of Medicine.
This 489-bed general hospital provides an opportunity for closely inte-
grated student teaching and house staff training.
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Administration and Registration

Admission Requirements

New students are admitted for the acadmic year of school beginning
in the fall. Since the enrollment is limited, the Committee on Admissions
selects students who, in its judgment, are best qualified to benefit from
the educational advantages which the program offers. Selection is based
on the academic record of the candidate, on test scores, and on satisfac-
tory evidence of good character and general fitness. Because of the aca-
demic demands on the student during the two year training program,
certain prerequisites have been established for qualification as a candi-
date for the program.

Prospective students are urged to broaden their reading and to make
the acquaintance of a broad variety of books and magazines. At the same
time they should make every opportunity to increase their competence in
writing. Those who cannot write simple, clear, grammatical English
prose will be progressively at a serious disadvantage in the competition
for admission and also the general work of the program. Careful atten-
tion to correct English in all correspondence and on application blanks
cannot be too seriously stressed for candidates for admission.

Prerequisites

1. A high school diploma or its equivalent by examination. Preference
is given to candidates with two or more years of successfully completed



121

general college course work. All applicants should have some science
courses in their academic background.

2. Previous experience in the health field with at least one year in-
volving extensive direct patient contact.
3. Three character references and personal evaluations. These should

be completed on the forms provided by the Committee on Admissions.
One form should be completed by a physician with whom the applicant
has worked, one by a commanding officer or supervisor, and one by an
unrelated acquaintance of five years or more.

4. Completion of the Scholastic Aptitude Test and the Math Achieve-
ment Test Level I of the College Entrance Examination Board. These
tests are given on the first Saturday of March, May, November, • "and
December, and on the second Saturday of January and July. Arrange-
ments for taking these examinations can be made through the Educa-
tional Testing Service. Applicants from the west, southwest, and all
foreign countries should address their correspondence to: College En-
trance Examination Board, P. 0. Box 1025, Berkeley, California 94701.
Applicants from the east, midwest, and south should address their cor-
respondence to: College Entrance Examination Boards, P. 0. Box 592,
Princeton, New Jersey 08540. Information can also be obtained through
local high schools, military education offices, and local Educational
Testing Service offices in many cities. When taking the examinations the
student will have to fill in the college that is to receive the test results.
Our code number is 5174. Do not fail to take that number with you
when you take the examination.

5.. Applicants seeking admission to the radiology curriculum must
submit evidence of the satisfactory completion of a certified, two year
radiology program plus a minimum of two years experience as a regis-
tered radiological technician.

6. Candidates should allow at least three weeks for the receipt of
requested information and applications must be received by the testing
center one month prior to the date of the examination. Applicants should
therefore begin preparation for the examinations at least two months
prior to the examination date. Because final student selection begins in
the spring all applicants must take their examinations no later than
May of the year they wish to begin.

It should be noted that the Scholastic Aptitude Test given in the
mornings consists of both verbal and math sections. The math section
of the Scholastic Aptitude Test should not be confused with the Math
Achievement Test Level One which is given in the afternoon. This latter
test is also required.

7. Application files must be complete by April 15 ( except for test
results which are due in May) of the year for which admission is re-
quested. To be considered complete they must contain the following:
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a. A completed application form with photograph.

b. Transcript records from high school, college, military schools,
and all other academic training.

c. Three completed personal evaluation forms.

d. Appropriate College Entrance Examination Board test results.

Application for Admission

Application forms may be obtained by writing to the Physician's As-
sistant Program, Committee on Admissions, P. 0. Box 2914, Duke, Uni-
versity Medical Center, Durham, North Carolina 27706.

Selection.

Selections are made prior to' July 1 for the students entering the follow-
ing September. The data on each candidate are carefully screened by
the Committee on Admissions and a personal interview will be arranged
at Duke University for those with satisfactory credentials. Final notifi-
cation will be made by July 1 as to whether or not an applicant has
been accepted for admission. Applicants will be considered without
regard to race, creed, sex, or national origin.

Registration and Orientation

Students will be registered on the first day of classes. Registration
begins promptly at 8:30 a.m. Students who report at a later time will
be required to pay a $10.00 late registration fee. In no case will regis-
tration be considered after the end of the first week of classes. Orienta-
tion will immediately follow registration procedures and will last the
remainder of the day. During orientation, each student is required to
undergo a physical examination under the program's direction. Students
whose condition needs further observation may be admitted tentatively,
but must cancel their applications if findings prove them physically
unable to pursue the progam.

Identification Cards

On registration day each student is issued an identification card which
is to be carried at all times. The card secures library privileges, health
services, entry into certain athletic events, and admission to other func-
tions entitled by special student status. A student is expected to present
the card at the request of any authorized official of the University.
These cards are not transferable and their loss should be reported im-

mediately to the Program Director's office. The cost of a new identifica-
tion card is $5.00.
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Academic and Non-Academic
Regulations

Academic Regulations

An over-all indication of the quality of student performance is pro-
vided by assigning quality points per semester hour of a course as
follows:

Grade Quality Points

A+ 4.0

A 4.0

A — 3.7

B+ 3.3
3.0

B— 2.7

C+ 2.3

C 2.0

C— 1.7

D+ 1.3
1.0•

D— 1.0
0.0

.51-381 0 - 70 - 0
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The course grade is not based on examinations alone but also on the
quality of the student's classroom work and written work throughout the
didactic phases of the program.
A—Excellent. An A indicates achievement of distinction. It involves

excellence in several, if not all, of the following aspects of the work —
completeness and accuracy of knowledge, intelligent use of knowledge,
independence of work, and originality.
B—Good. A B indicates general achievement superior to the ac-

ceptable standard defined as C. It involves excellence in some aspects of
the work as indicated in the definition of an A.
C—Average. A C indicates the acceptable standard for graduation

from this program. It involves such quality and quantity of work as may
be fairly expected of a student of normal ability who gives to the course
a reasonable amount of time, effort, and attention. Such acceptable
standards should include the following factors — familiarity with the
content of the course, familiarity with the methods of study of the course,
full participation in the work of the course, and the ability to write
about the subject in intelligible English.
D—Lowest Passing Grade. A D indicates work which falls below the

acceptable standard defined as C but which is of sufficient quality and
quantity to be counted in the hours of certification if balanced by
superior work in other courses.
F—Failure. An F indicates failure that may not be made up except

by repeating the course. All failures in the preclinical section must be
made up before the student is eligible to participate in the clinical section.

Students with failing grades in any of the preclinical courses will be
ineligible to continue in the clinical portion until the failures have been
made up.

Students must have a quality point ratio of at least 2.0 before starting
the clinical portion of the Physician's Assistant Program.

Grading

Final grades of performance in academic work are sent to the stu-
dents at the end of each phase of the preclinical portion and after each
clinical rotation while enrolled in the program. Students will be notified
of any unsatisfactory performance. Progress through each phase of the
program is monitored by the faculty in charge. Further evaluations are
based on writen and oral examinations. The student is certified as a
physician's assistant upon successful completion of all preclinical and
clinical material along with passing scores on the written, oral, and
practical board examinations at the end of the twenty-four month period.

Incomplete Work
If because of illness or other emergency a student's work in a course is

incomplete, he may receive an / for the course instead of a final grade.
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Incomplete courses must be completed before the close of the succeding
phase; otherwise, the I is converted to an F and the course must be
retaken before the student can receive any credit for it. In case a stu-
dent whose work is incomplete is also absent from the final examination,
an X is received for the course.

Class attendance regulations specifically place the responsibility for
class attendance upon the individual student. A student is expected to
attend his classes regularly and punctually. It should be recognized that
one of the most vital aspects of a residential college experience is
attendance in the classroom, and that the value of this academic ex-
perience cannot be fully measured by testing procedures alone. The
members of the student body are considered sufficiently mature to
appreciate the necessity of regular attendance, to self-discipline essential
for such performances, and conversely, to recognize and accept the con-
sequences of failure to attend. Instructors are privileged to refer to the
Program Director for appropriate action any student who in their opinion
is causing his work or that of the class to suffer because of absences
or lateness.

Absences from classes due to illness will be excused when certified by
a proper medical official. Absences from classes due to authorized rep-
resentation of the University may be excused. Officials in charge of
groups representing the University are required to submit the names of
those persons to be excused to the Program Director's office forty-eight
hours in advance of the hour when their absences are to commence.

_.,Non-Academic Regulations

Accepting admission to the • Physician's Assistant Program obligates
the student to all Duke University regulations. The regulations, rights,
and responsibilities of the student are incorporated in a student hand-
book issued to the students at the time of registration.

Certification

Student's progress through the course is carefully monitored by the
faculty. During the clinical experience the students are evaluated by
the faculty and staff in charge at the completion of their rotations.
The final week of the twenty-four month program is set aside to allow
the student the opportunity for demonstrating his abilities in oral,
written, and practical evaluations. Upon satisfactory completion of the
requirements, the student is then certified by Duke University as a
physician's assistant.
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Financial Information

Tuition and Fees

At the present time students of the Physician's Assistant Program are
classified as Duke University Special Students and are therefore not
required to pay tuition. The only required fees are the $5.00 application
fee, and a $10.00 registration fee payable each year for participation in
the Student Government Society. The application fee must accom-
pany the application, and the other fees will be collected on the day of
registration. An additional fee of $10.00 will be charged to students who
do not register at the designated time.

Student Expenses

The following table represents an estimate of a student's necessary
expenses for the twelve month academic year. Allowances for clothing,
travel, and other miscellaneous expenses must be added to this estimate.
These of course will vary considerably depending on the needs and
tastes of the individual.

Room — Single   $ 720
Room — Married   $1450
Board     $ 720
Books   $ 150
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Equipment   $ 250
Uniforms   $ 30

Financial Assistance

The Physician's Assistant Program is approved for veterans educa-
tional benefits (G.I. Bill) for those who are eligible.

Limited funds are available for student support and are granted on
the basis of needs as determined by application to the Director. Applica-
tions for assistance will be considered only after registration. Students
should not anticipate financial assistance by the program as a means of
support.

Employment Opportunities

Part-time employment for students is available in many areas of the
Medical Center. Employment that can net the student about $100.00
per month and yet not jeopardize his education is generally available.
Students must comply with the academic schedule and are prohibited
from working more than fifteen hours per week.
Employment for students' wives is available in or near the University.

Typical salaries are three to five hundred dollars per month for secre-
taries, practical nurses, and other technically trained people; and four
to seven hundred dollars per month for registered nurses, medical tech-
nologists, and other professionally trained people.
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Student Life

Living Accommodations

Housing

Single students are responsible for making their own arrangements.
Even though no campus housing is available, suitable quaiters can be
rented in areas near the Medical Center.
The University contemplates continuing its lease for 104 two- and

three-bedroom apartment units for use by married graduate and pro-
fessional students including married students in the Physician's Assistant
Program. As compared with similar apartment properties in the Durham
area, rental of the Duke-leased units provides a financial advantage to
most students accepting leases through the University Department of
Housing Management.

Detailed information about University housing facilities for married
students, including rental rates, will be provided on request by the
Department of Housing Management, Duke University, Duke Station,
Durham 27706.

Dining Facilities

Several dining facilities located in and near the Medical Center are
available to the students. In the Duke University Union Building there
are two cafeterias offering multiple-choice menus and a dining area, the
Oak Room, which offers full menus and a la carte items.
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The Hospital offers a cafeteria service with multiple-choice menus
for employees and professional students.

Student Health Services

Students are treated through the Employee Health Clinic and Faculty
Health Clinic during the day and in the Emergency Room after 5:00 p.m.
They have the opportunity of obtaining health coverage through the
North Carolina Blue Cross & Blue Shield Association policy made
available to students and employees of the University and Medical
Center. Students will be given a complete physical examination at the
beginning of the first year, which includes a roentgen examination of the
chest and various other laboratory studies. Annual physical examinations
thereafter are also required.

Organizations

There are two organizations open to students enrolled in the Phy-
sician's Assistant Program. Participation in one of these, the Student
Government Society, is mandatory and costs $10.00 per year. In the pro-
fessional organization, the American Association of Physician's Assistants,
participation is on a voluntary basis by both students and graduates. Fees
for participation in the latter organization are $12.00 per year to stu-
dents and $20.00 per year for graduates.
The Student Government Society officers include the president, a sec-

retary, and class presidents and representatives from each class elected
by the student body and the individual classes respectively. An executive
committee, chaired by the president and composed of the secretary and
the class presidents, serves as the official student voice of the Physician's
Assistant Program. The responsibilities of the Student Government
Society include the ability to represent student views and express opin-
ions on various subjects to the faculty and administration; to act as a
service organization for the student body responsible for student services
deemed feasible by the organization and approved by the Physician's
Assistant Program administrators; and to assist in the orientation of the
freshman students.
A major responsibility of the Student• Government Society is the

preservation of the honor code which is a proud tradition of the Duke
University Medical Center. The prevailing opinion has been that if a
student cannot withstand the relatively minor stresses and temptations
arising during his training, he can never be expected to act with in-
tegrity under the much greater demands and responsibilities he will
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encounter as a physician's assistant. Thus, a strong honor system exists
to develop and maintain honesty during the course of training. Each
student, on or before entering the program, is required to sign a state-
ment expressing his understanding and familiarity with the honor code
and his willingness to abide by its provisions. The Student Government
Society maiptains an Honor Council, chaired by the president and com-
prised of the secretary and the class presidents and representatives to
try students accused of any infringements of the honor code. The pro-
gram administration serves to recommend the disposition of a student
found guilty by the Honor Council.
The professional organization, incorporated in 1968 as the American

Association of Physician's Assistants (AAPA), provides an active profes-
sional program with the cooperation of the students and graduates di-
rected toward the objectives of program development, professional ethics
and guidelines, and continuing education.

Motor Vehicle Registration

Each motor vehicle operated on the Duke University campuses by
students must be registered within five days after operation on the
campus begins, and thereafter must display the proper registration
emblem.
To register a vehicle, the student must present the following docu-

ments: (1) a state vehicle registration certificate; (2) a valid driver's
license, and (3) satisfactory evidence of automobile liability insurance as
required by North Carolina — $10,000 per person, $20,000 per accident
for personal injuries and $5,000 property damage.

Parking, traffic, and safety regulations will be given each student who
registers his vehicle. Students are expected to abide by these regulations.

University Regulations

Possession and Use of Alcoholic Beverages
In the State of North Carolina, it is unlawful for the persons under

twenty-one years of age to purchase, possess, or use certain beverages
containing alcohol. The University neither condones the illegal purchase
or use of such beverages by its students nor countenances the serving of
them to students under age. Moreover, it prohibits the consumption by
any person or persons of these beverages on the University grounds or in
its non-residential buildings. Within these limits, the University is pre-
pared to leave to the individuals directly concerned the decision whether
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or not lawfully to possess or drink the beverages in question in the resi-
dential limit. The living group remains responsible for the general tone
of each area of residence, however, and may by majority vote adopt
house regulations more limiting than the laws of the State.
The attention of all students is called to sections of the General Statutes

of North Carolina (see Appendix A).

Possession and Use of Certain Drugs

Duke University prohibits its members to possess, use, or distribute
illegal drugs, including opiates, barbiturates, amphetamines, marijuana,
and hallucinogens, except for legally authorized medical purposes and
scientific research. Both federal and North Carolina laws forbid un-
authorized possession and distribution of drugs of the classes specified.
In addition, the presence and use of many of these drugs within the
University community are contrary to the intellectual and educational
purposes for which the University exists.
The University recognizes that ignorance or innocence concerning

such drugs threatens the safety of members of its community. It there-
fore seeks to provide as much information as it can concerning conse-
quences of harmful drugs. The University recognizes also that the illicit
use of drugs may reflect emotional problems and is prepared to assist
its members involved in their use through medical and psychiatric coun-
seling. Nevertheless, the University considers a violation of the drug
prohibition a serious matter and reserves the right to take action ap-
propriate to the circumstances of each case.

Action taken by the University in all cases of drug violation will be
guided by a concern both for the emotional and physical welfare of the
person involved and for the maintenance of a suitable educational en-
vironment for all members of the University.

Rules. Alleged violations of the policy stated in paragraph 1 above
will be adjudicated by the appropriate deans, or in the case of non-
students, by comparable authorities, and their appointed delegates. It is
expected that deans' staffs will exercise professional judgment in re-
ferring indicated cases to University health and counseling services, in
keeping with paragraphs 2 and 3 of the policy stated above.
The two gounds which may constitute occasion for the assessment of

penalties are:
a. Conviction of a member of the University on a drug charge by a

court of law.
b. A finding by the appropriate University Tribunal, in conformity

with the principle of due process, of sufficient evidence that a
member of the University has violated the drug policy.

The maximum penalty to be imposed within the University upon a
student for the possession or use of marijuana shall be suspension; for
the possession or use of other illegal drugs, or the distribution of any

(
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illegal drug, the maximum penalty of the University is expulsion. Other
members of the University shall be liable to appropriate comparable
penalties.
See section B and C of the Appendix for federal and state statutes

pertaining to the possession and use of certain drugs.

Nondiscrimination and Off Campus Facilities

As University policy prohibits discrimination in any way on the basis
of race, creed, or national origin, it is required that University personnel
and campus organizations govern themselves accordingly. This covers
the official activities sponsored, financed, and controlled by these groups
whether the activities are held on or off campus. If they are held off
campus, the use of facilities where discrimination is practiced is pro-
hibited. Individual students, faculty members, or private groups are free,
of course, to conduct their personal affairs as they see fit.

Pickets and Protests

Disruptive picketing, protesting, or demonstrating on Duke University
property or at any place in use for an authorized University purpose is
prohibited.
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Courses of Instruction

Preclinical Courses

PA- 101. History, Philosophy, and Ethics of Medicine. An eighteen
hour lecture course designed to provide knowledge and understanding
of current ethical standards by means of historical development and the
orientation of these ethical standards into the current framework of the
health team structure provides students with the ability to observe and
apply these standards in the various settings and relationships in which
they function. In addition, emphasis is placed on an historical overview
of significant medical facts in the development and use of non-physician
members of the medical team. The remaining portion is delegated to
analysis and application of medical and paramedical roles toward the
fulfillment of current and future medical needs of society. 1 s.h. Howard

PA 103. Basic Clinical Laboratory. A seventy-two hour lecture-lab-
oratory course designed to introduce the use of laboratory equipment
and the obtaining and processing of various specimens. Each student
develops the capability of accurately performing numerous fundamental
laboratory procedures including a complete blood count, urinalysis, and
Gram stain. The interpretation and usefulness of laboratory data in
physical diagnosis and treatment is stressed. In addition, during the
laboratory portion, students develop a proficiency with such procedures
as collecting needed chemistry samples. 2 s.h. McQueary
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PA 105. Medical Terminology. An eighteen hour lecture course that
(1) formulates a working knowledge of medical etymology through
the study of Greek and Latin word roots and the evaluation and correc-
tion of medical records and other forms; (2) develops an early under-
standing of the accepted methods for recording significant historical,
physical, and clinical data; and (3) emphasizes the necessity of proper
spelling, correct punctuation, and legible penmanship. 1 s.h. Kernodle
PA 107. Inorganic Chemistry. An eighteen hour lecture course

which teaches the student fundamental concepts, measurements and
problem-solving, miter and its classification, periodic classification of
the elements, chemical bonds, writing chemical formulas, empirical and
molecular formulas, equations and mass relationships, the gas laws, the
mole and volume relationships of gases, solutions, particles, acids and
bases, pH and salts, standard solution and titration, and chemical equilib-
rium. This accomplishes a fundamental systematic study of the nature
of matter and its properties, combining theoretical and applied chem-
istry. 1 s.h. Spooner
PA 109. Introduction to Animal Experimentation. A thirty-hour lec-

ture course that presents (1) the extrinsic and intrinsic causes of disease
due to a nutritional excess of deficiency; ( 2) the zoonodic management
of disease transmission to man and the necessity for food hygiene; (3)
the transmission of disease and the basics of epidemiology; (4) the
common and specific diseases transmitted from animal to man to include
rabies, leptospirosis, salmonellosis, brucellosis, and the mycoses; and
(5) the selection and handling of various experimental animals. 1 s.h.
Vakilzacleh
PA 131. Bacteriology. A twenty-four hour course designed as an

introduction into the clinical applications of bacteriology and micro-
biology. A study is made of the common bacteria, fungi, and viruses that
cause disease in man. The student becomes acquainted with the proper
methods of specimen collection, handling, and identification and the
methods and procedures employed in bacteriological laboratories. The
instruction is designed to give the student a clear concept of: (1) how
organisms gain entrance to the body; (2) the types of toxins which they
produce; (3) the nature of the immune bodies which are produced by
the host; and (4) the methods of preventing the disease by active and
passive immunization. 1 s.h. Osterhout
PA 133. Anatomy . The core course in• anatomy constitutes ninety-

six hours during a twenty-four week period in Phase II. The gross
anatomy of the head, neck, trunk, back, pectoral and pelvic girdles, and
the limbs as well as the interior of the cranium, including the gross
anatomy of the ear, orbit, oral and nasal passages, paranasal sinuses, and,
finally, neuroanatomy is presented. Instruction is designed to be as in-
formal and as nearly individual as possible. General principles and the
functional viewpoint of living anatomy are stressed in the hope that the
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student may be stimulated to secure a working knowledge of anatomy
in the broadest sense. Patients exemplifying anatomical principles are
presented, some within the classroom, others over live television or
videotape at the appropriate time in the students' learning process. All of
the above is integrated with the physiology, patho-physiology, and clinical
medicine taught during Phase II. 2 s.h. Anatomy Staff
PA 134. Physiology. The core course in physiology consists of

seventy-two hours of lectures over a twenty-four week period in the
second phase. The course includes the following topics: (1) theory of
diffusion of metabolizing systems; (2) osmotic • equilibrium and trans-
port processes; (3) cellular basis of activity in skeletal, cardiac, and
smooth muscle; (4) ionic properties of muscle membranes; (5) molecular
basis of contraction; (6) cardiac electrophysiology; (7) development of
cardiac action potentials; (8) processing and exchange of gases with the
atmosphere, transport of carbon dioxide and oxygen, and exchanges of
gases in the pulmonary and systemic capillaries; (9) mechanism of action
of hormones, their effect on cell membrane permeability, enzyme sys-
tems activity, growth regulation, osmoregulation, and reproduction; (10)
neurophysiology to include neurone synaptic interrelationships and trans-
mitter substances. Instruction is on a formal basis with no laboratory
experience. This course is integrated with the anatomy, pathology, and
clinical medicine courses during Phase II. 2 s.h. Physiology Staff

PA 135. Essentials of Chemical Biology. A twenty-four week seventy-
two hour lecture presentation of the fundamentals of inorganic, organic,
and biological chemistry through lectures, laboratory exercises, and dem-
onstrations. The course is outlined to focus attention on the basic theories
and laws of chemistry and physics as applied to the structures and func-
tion of living cells, tissues, organic systems, and the whole organism,
particularly man. Students become acquainted with more frequently
used medical laboratory equipment, chemicals, techniques, and the
mathematical calculations used in handling chemical problems. Students
perform those qualitative procedures essential for understanding basic
concepts of these two areas of chemistry as they apply to physiological
mechanisms and processes. An introduction to metabolic processes is
considered by a study of the environment and nutrition of man, respira-
tion and energy requirements, and the mechanisms necessary for regu-
lating and maintaining homeostasis. Consideration is also given to the
pathological interruption of these control mechanisms. 3 s.h. Spooner
PA 137. Introduction to Clinical Medicine. A twenty-four week, 240

hour course providing the basic direction for the core curriculum of
Phase II. Its purpose is to acquaint students with the common pathologic
and psychosomatic disorders seen in clinical medicine. Lectures are
given by physicians, nurses, dieticians, physical therapists, and specialists
in other related disciplines, for the purpose of developing techniques of
planning total patient care based on the knowledge and understanding
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of a disease's etiology, pathology, signs and symptoms, clinical course,
complications, prognosis and prophylaxis as well as the personal circum-
stances surrounding the patient. Each student is exposed to the patient,
his family, and the ward staff. He follows the patient's course for several
days, and then develops a written and oral presentation in accordance
with hospital guidelines, presenting the patient to the class, at which
time he directs the class discussion concerning the prognosis, therapeutic
plan, and future therapy. 6 s.h. Staff
PA 139. Pharmacology. A forty-eight hour lecture course taught

during the core phase that: (1) introduces the student to the scope of
pharmacology and its relation to other sciences; (2) develops an analyti-
cal approach to drugs, i.e., indications for actions, side effects, pre-
cautions, contraindications, usual dosage, toxic effects, and related
treatment; and (3) teaches the student to evaluate each drug with the
patient in mind. Drugs are presented according to their reactions and
correlated with the diseases concurrently being studied in the clinical
medicine course. Consequently, drug therapy is covered regarding com-
mon diseases seen in the following systems: skeletal, skin, cardiovas-
cular, respiratory, renal, endocrine, neurology, and eye, ear, nose, and
throat. 2 s.h. Staff
PA 143. Clinical Chemistry. The purpose of this course is to famil-

iarize the student with the equipment, reagents, values, and implications
of numerous clinical testings. The students are given the methods to
develop an understanding of blood banking, immunohematology, hepatic
metabolism, enzymes in cardiology, gastroenterologic studies, and rheu-
matoid studies. The student becomes knowledgeable in the performance
of ABO and RH typing; PSP, BSP, and creatinine clearance testing; blood
urea nitrogen and electrolytes; sulkowitch testing; sedimentation rates,
lupus preps, schilling tests, and histalog testing. This exposure helps
develop a knowledge of normal and abnormal test values and the ability
to assist those that may be doing them on an emergency basis. 2 s.h. Staff
PA 145. Diagnostic Procedures. Provides the student with the fun-

damentals of the more unusual and detailed laboratory and clinical
procedures including applied sterile technique, basic physical therapy
exercise, demonstration of cast application and splinting, cutdowns,
spinal taps, thoracentes, paracenteses, tracheotomies, nasogastric in-
tubation, gastric analysis with histalog, bone marrow taps, gastroscopy,
sigmoidoscopy and proctoscopy, skin testing, glucose, insulin, and orinase
tolerance testing; catheterization, visual fields and acuity, and audiom-
etry. The time is divided between lecture and demonstration with
laboratory and bedside participation by the student. Each lecture demon-
stration and participation phase is conducted by a specialist in that area
being studied. To achieve the most complete effect from each topic or
procedure presented, each is correlated with practical experience. 2 s.h-
McQueary
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PA 147. Animal Surgery. An eight-week laboratory course allowing
students to apply the knowledge of aseptic and surgical technique, as
well as the preparation of the operative site and draping of the sterile
field. Students accomplish this through the performance of minor and
major procedures to include pre- and post-surgical management of ex-
perimental animals for the purpose of developing a knowledge of the
systems' behavior to surgery and infection. The necessity of correlating
laboratory data with patient behavior is also presented. 2 s.h. Simpson
and Staff

PA 160. Pharmacology and Physiology of Contrast Materials. A de-
tailed twenty-four hour study of commonly used radiologic contrast
media. Emphasis is placed on chemical ingredients, excretion rates by
body systems, patient preparation, dosage calculation and administra-
tion and the recognition and initial management of hypersensitivity and
chemotoxicity of various contrast media. In addition, the student is

exposed, to the individual actions of the various radiological compounds
as they pertain to specific radiological procedures. 1 s.h. Thompson

PA 161. Radiation Physics. Presentation of the history, fundamental
concepts and production and nature of roentgen rays. Emphasis is on
modern X-ray tubes; generators; video tape recorders; and video systems
including orthicon, vidicon, plumbicon, and eine. An in-depth experience

is provided with the mechanisms and mechanics of an X-ray department.
2 s.h. Thompson

PA 162. Radiobiology. An introduction to energy transfer from

radioactive materials to living tissue and basic cellular reactions to

irradiation. The genetic and medical hazards of ionizing radiation to

man, its relative biological effectiveness and latent biological reactions

are stressed. Emphasis is also placed on the sources of natural radiation,

dosimetry, dosage calculation of radiopharmaceuticals, and patient prep-

aration and precaution. 2 s.h. Thompson

PA 163. Radiation Protection. A course designed to present a broad

knowledge of irradiation. Emphasis is placed on nuclear science and
radiographic terminology, natural radiation, radiation dosimetry and

detection, maximum permissable radiation levels and dosages, protective

shielding and its design, care of radiation workers and personal protec-

tion. 1 s.h. Thompson

PA 181. Fundamentals of Electrocardiography. Is designed to teach

the student the principles of electrocardiography and use of the necessary

equipment and to develop the student's ability to detect and diagnose

abnormalities in the twelve lead electrocardiogram, and to recognize

cardiac arrhythmia from a rhythm strip and/or on a monitoring cardiac

oscilloscope. Through the use of audiovisual aids, slides, EKG tracings,

bedside monitor readings, cardiac pacemaker units, and practical ex-

perience in the resuscitation of induced cardiac arrest in animals, the
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student develops the ability to rapidly detect (via early warning signs
with a complementary clinical picture) impending cardiac difficulty
with the emphasis on precaution against complications. 1 s.h. Staff
PA 183. Introduction to Radiology. Introduces the student to

modern radiology and its many procedures as they pertain to the diag-
nosis and treatment of certain illnesses. Students are exposed to various
radiologip diagnostic techniques including procedural indications, patient
preparation, procedural accomplishment, interpretation, limitatons, and
possible side effects. Simultaneously the student receives an in-depth
exposure to the radiologic interpretation of roentgen examinations of
the chest. 1 s.h. Thompson
PA 185. Community Health. Twenty-four hours of seminars, discus-

sions, and field trips to the community health organizations to acquaint
students with local, state, and federal health agencies for the purpose of
developing a sociological appreciation of communinty living, public health
education for disease detection and prevention, and financial aid available
to the community population for the acquisition of health care. 1 s.h.
Staff
PA 187. Basic Principles of Data Processing. An introduction for the

student with no previous exposure to the field of data processing. It
presents the impact and future involvement of computers and data pro-
cessing in medicine. Exposure to various hardware (computers and
auxiliary machines) facilitates his learning the fundamentals of digital
computers, the basic mathematical and numerical systems needed to
utilize the computer, and the principles of flow charting and program-
ming so as to enable students to develop simple programs at the com-
pletion of the course. 1 s.h. Smith
PA 189. Patient Evaluation. For the student with a background in

anatomy, physiology, and pathology, the course provides an understand-
ing of the historical development of a disease process through the proper
methods and techniques of eliciting a patient history and accomplishing
a physical examination. The relationship of patient historical and physical
data is presented by repeated exposure to in-hospital patients upon whom
a complete history and physical examination is accomplished with the
completed work-up presented and evaluated by the physician in charge.
2 s.h. McFarland
PA 193. Growth and Development. Introduces the student to cur-

rent theories of knowledge, particularly as they relate to the special
complex problems of empirical meaning, objectivity, measurement, and
the mind-body problem. Changes in personality due to biologic matura-
tion and the influence of life roles are presented with emphasis on early
childhood development, adolescence, and adulthood. The lecture ma-
terial is correlated with the development of patient interview techniques,
integrating both psychodynamic techniques and psychophysiological
methods for handling psychosomatic diagnostic problems. 1 s.h. Short
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Clinical Courses

Required Clinical Rotations

Students participating in medicine, surgery, pediatrics, and their sub-
specialties must take one inpatient and one outpatient rotation plus all
other rotations listed in this group. Those students participating in
radiology, pathology, or industrial medicine are required to take the
courses outlined in the section on curriculum.
PA 201. Medical Inpatient Service. During this two month rotation,

the student is expected to attend all work rounds, teaching rounds, noon
conferences, and grand rounds of the Medical Service. He is responsible
for taking complete medical histories and complete physical examinations
on incoming patients; recording progress notes and performing inpatient
diagnostic and evaluation procedures including: ( 1 ) lumbar puncture,
( 2 ) drawing pertinent blood samples, ( 3 ) insertion of venous intra-
catheter, ( 4 ) patient catheterization, (5) nasogastric intubation, and
( 6) intravenous medication and infusion. The scheduling of technical
diagnostic and management procedures and performance of discharge
physical examination with dictation of narrative summary for chart
completion is accomplished by the student. All examinations and
procedures performed and scheduled are subject to the ward resident's
approval. 6 s.h. Chief Medical Resident
PA 231. Surgical Inpatient Service. During this two month rotation

the student receives exposure to a wide variety of surgical problems. He
attends all rounds and conferences required by the service. He must
evaluate surgical patients by appropriate history and physical examina-
tion techniques and perform routine pre- and postoperative laboratory
studies, suture removal, postoperative respiratory therapy, removal of
cavity drains, intravenous medication and infusion, and pre- and post-
operative patient care. He becomes knowledgeable of general surgical
disease and the application and limitation of postoperative rehabilitation
by following patients from admission to discharge. 6 s.h. Surgical Resident
PA 203. Medical Outpatient Service and Emergency Room. The stu-

dent is responsible for the accomplishment of routine histories and physi-
cal examinations on both new and return patients to the medical clinic.
He develops impressions of the patient's condition, suggests diagnostic
tests, and directs the patient's therapy under the auspices and super-
vision of the medical resident assigned. The student becomes acquainted
with emergency procedures and has the opportunity to discuss and
understand the necessity for these procedures by association with the
resident-in-charge. He is exposed to the emergency procedures required
in status epilepticus, status asthmaticus, cardiac arrest, respiratory failure,
and acute traumatic shock. The students are required to learn and under-
stand the functions of equipment present in the emergency room. In

51-381 0 - 70 - 10
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addition, the students are exposed to and develop a knowledge of patient
triage in multiple emergency situations. 6 s.h. Lessen
PA 233. Surgical Outpatient Clinic and Emergency Room. A two

month rotation which exposes the student to a broad spectrum of surgical
pathology, from both a clinical and emergency standpoint. The student
assists the surgical staff by taking histories and completing physical ex-
aminations on clinic patients and initiating emergency care relating to
patient triage. He undergoes exposure to the emergency procedures
required in acute trauma and emergent surgical illness. He is required
to learn and understand the type of equipment present in the emergency
room, including an understanding of the procedures involved in venous
cutdown, intravenous infusions, nasogastric intubation, lumbar puncture,
paracentesis, thoracentesis, and tracheotomy. In addition, the student
is exposed to and develops the ability to triage in multiple surgical
emergencies. 6 s.h. Mauney
PA 205. Pulmonary Function/Inhalation Therapy. A one-month ro-

tation which exposes the student to pulmonary disease and allows him
to develop and display competence in the area of pulmonary functions
and the procedures used in inhalation therapy, so that he may develop
an understanding of the limitations and importance of these procedures.
The students make rounds and attend all conferences required by the
department. He participates in pulmonary function studies and in the
follow-up of these studies by doing laboratory procedures associated with
the studies. The student is expect to see patients, take histories and do
physical examinations ( with special emphasis on problems concerning
patients with chronic respiratory disease), .and to follow the patient
through daily rounds; recording progress notes, throughout the entire
rotation. In addition, the student becomes proficient at drawing venous
and arterial blood samples and in performing blood gas evaluation on
arterial samples. 3 s.h. Ramirez-Rivera
PA 207. Health Administration. A one month rotation divided into

two sections: one of one-week duration and the other of three-weeks
duration. The segment of three-weeks duration is spent with various state
agencies. This includes one week in the agency offices to develop an
understanding of their services (to whom they are available, the tech-
niques of engaging those eligible into the system, and the administration
and resources necessary for the delivery of these services to the popula-
tion). The remaining two weeks of the three-week segment takes the
student into the field for the purpose of observation and participation in
the actual carrying out of the agencies' operations. The last week is used
to investigate the application of health insurance through various types
of insurance organizations. 3 s.h. Howard
PA 209. Faculty Health Clinic. A one month rotation for the pur-

pose of exposing the student to the operation of a private patient health
clinic which is operated by the Department of Community Health Sci-
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ences. The students further develop and apply the knowledge and skills
of patient evaluation under the direction of a physician. Patient workups
are presented to the physician for evaluation and final patient disposition.
In addition, the students are exposed to and participate in the use of
pre-planned questionnaires for the purpose of converting the data to
computer language. This data is developed further for use in a com-
puterized approach for initial patient screening. 3 s.h. McFarland
PA 210. Employee Health Clinic. A one month rotation exposing the

student to an employee health clinic population, functioning under the
direction of the Department of Community Health Sciences. He further
develops and applies the knowledge and skills of patient evaluation
under the direct supervision of a physician. The student is exposed to a
broad spectrum of occupational disease and injury and participates in the
triage of injuries and the screening and referral of ill employees. 3 s.h.
Staff
PA 211. Library Research. A library experience where the student

is required to readily familiarize himself with the amassed medi-
cal knowledge and its locations and methods of access to it in the
medical library. The student compiles historical, statistical, and medical
research for a previously selected and approved topic. The data are
scrutinized, selected, compiled, and finally developed into a paper
for future seminar presentation. The rough-draft paper undergoes screen-
ing for sentence structure, grammar, and composition prior to being sent
to physicians whose interest is specific to the area. The topic is then
further reviewed prior to final preparation for seminar presentation.
1 s.h. Staff
PA 213. Outside Physician. A two-month clerkship that exposes the

student to all the aspects of the practice of medicine, to include adminis-
tration, in a community setting. In the hospital setting, the student rounds
with the attending physician taking and recording notes, accomplishing
and recording medical histories and physical examinations, and com-
pleting discharge summaries. He is responsible for initial and return
patient visits after explaining the relationship in the clinic setting. In
the performance of those duties outlined, the assistant, through the
use of his education, knowledge, and time, aids in a more efficient and
beneficial practice of medicine and has the opportunity to do those
tasks for which he is trained while the physician, can evaluate the
advantages of using a well-trained assistant in his practice. 6 s.h.
Clinical Staff
PA 215. Pediatric Inpatient Service. A two-month rotation develop-

ing an awareness and understanding of the spectrum of medical and
surgical disease and its management on an inpatient basis. Through his-
torical review, physical examination, and participation in patient
management, the student becomes familiar with the variable therapeutic
regimens and dispositions for the pediatric inpatient. He is responsible
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for recording progress notes, drawing blood samples, nasogastric intuba-
ton, catheterization, insertion of intravenous catheters and infusion of
intravenous medication, routine urinalysis, and complete blood counts.
6 s.h. Pounds and Staff
PA 216. Pediatric Outpatient Service/Emergency Room. A two-

month rotation exposing the students to a broad spectrum of disease and
its management for both clinic and emergent patient populations. The
student accomplishes third person histories and physicial examinations
on new and return outpatient clinic patients. The formulation of an im-
pression, suggestion of diagnostic procedures and the direction of patient
therapy are accomplished under the auspices and direction of the pedia-
trician assigned for the purpose of becoming acquainted with the num-
erous patient disposition of both clinic and emergency patients. 6 s.h.
Pounds and Staff

Elective Clinical Rotations
During the preclinical year, detailed accounts of the content of each

rotation are made available to the students. After counseling with the
students, schedules for clinical experience are developed.

Medical Elective Rotations

PA 311. Allergy and Respiratory Disease. A two-month rotation that
provides an in-depth exposure to patients with respiratory and allergic
conditions through evaluation by special history and physical examina-
tion techniques, diagnostic and therapeutic management procedures to
include allergy skin testing and eosinophilic nasal smear counts. The
student participates in daily rounds and teaching conferences on res-
piratory disease and gains a knowledge of the therapeutic regimens, their
indications, availability, reliability, and limitations in the treatment of
respiratory and allergic disease. 6 s.h. Sieker
PA 312. Cardiology. A two-month rotation during which the stu-

dent is taught the indications, limitations, and methods of accomplishing
the necessary cardiologic diagnostic procedures and therapeutic regimens
for the evaluation of these disorders. He attends all daily rounds and
conferences, as indicated by the physician-in-charge, while on the
cardiology service. Students evaluate patients by initial history and phys-
ical examination, performing certain diagnostic and therapeutic studies
including the performance and interpretation of electrocardiograms and
phonocardioscans. They follow patients from admission to discharge
providing care and analysis of the hypertensive and infarct patient, re-
cording progress notes, discharge physical examinations, and narrative
summaries under the guidance of the physician-in-charge. 6 s.h. Ruskin
PA 313. Cardiovascular Laboratory. A two-month rotation during



143

which the student attends all required daily rounds and conferences. He
is taught the indications, limitations, and methods of cardiac catheteri-
zations and other cardiovascular diagnostic studies. He becomes
acquainted with the electronic and laboratory equipment and is able
to utilize this equipment with competence and skill. The student
participates in the catheterizations of patients, performs cardiac cathe-
terizations on laboratory animals, and does complete work-ups on clinic
patients to develop a knowledge of the cardiac disease spectrum and the
diagnostic role that cardiac catheterization plays. He participates in the
management of cardiac patients in the postoperative state and provides
treatment of procedural complications. Students are permitted to follow
patients from admission to discharge in order to become acquainted with
the variable dispositions for cardiovascular catheterization patients. 6
s.h. Morris
PA 314. Endocrinology. A two-month rotation designed to expose

the student to endocrinological disease with the emphasis placed on
the diagnosis and treatment of these diseases. Students attend all daily
rounds and conferences while on the service. They are taught the
indications, limitations, and methods of 'performing certain diagnostic
procedures to include: glucose; insulin and tolbutamide tolerance testing;
thyroid function studies, and nasogastric intubation for gastric analysis.
The students evaluate and care for the endocrinologic patient by history,
physical examination and narrative summary under physican super-
vision. 6 s.h. Lebovitz
PA 315. Gastroenterology. A two-month rotation designed to provide

the student with an in-depth exposure to gastroenterology with emphasis
on diagnosis and treatment of gastroenterologic conditions. Each student
attends all conferences and daily rounds as required by the service. He
becomes knowledgeable in history taking, physical examination, and
diagnostic and management procedures. The student participates in
inpatient care and takes progress notes on assigned patients. A pro-
ficiency at nasogastric intubation and gastric analysis; both with and
without fluoroscopy, secretin tests, rectal and small bowel biopsy, proc-
toscopy, sigmoidoscopy, and gastroscopy is developed. A proficiency for
the care of endoscopic instruments, biopsy instruments, and biopsy speci-
mens is acquired. In addition, the student follows patients from admis-
sion to discharge with completion of the discharge physical examination
and narrative summary subject to physician approval. 6 s.h. Tyor
PA 316. Hematology. A two-month rotation designed to acquaint

the student with the broad spectrum of hematologic disorders. The stu-
dent is required to attend all daily rounds and conferences while on the
hematology service. Through patient evaluation by special history and
physical examination criteria, he learns the indications, limitations, and
methods of performing the necessary diagnostic procedures and thera-
peutic measures for treating these disorders. These procedures include a
thorough understanding of the performance and screening of routine
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blood work, blood culture, bone marrow biopsy, and electrophoresis. In
addition, skills in paracentesis, thoracentesis, blood transfusion and blood
banking and the intravenous infusion of chemotherapeutic agents are
developed. Scheduling procedures in X-ray and nuclear medicine, col-
lecting data from laboratories, finding X-rays and tracing reports, or-
ganizing ward charts and techniques in expediting patient studies are
also required (luring this rotation. 6 s.h. Silberman

PA 317. Hyperbaric Medicine. A two-month rotation providing the
student with the opportunity of developing techniques for the accom-
plishment of detailed patient work-ups specifically related to patients re-
quiring the services of the hyperbaric chamber. He learns the indications,
limitations, and scope of services provided and develops an understand-
ing of the principles of hyperbaria. The student receives the necessary
opportunities to develop competence and skill in the proper use of the
hyperbaric chamber. He also evaluates and records the progress of
patients under and/or following hyperbaria including pre- and post-
treatment rounds. 6 s.h. Saltzman

PA 319. Nephrology. A two-month rotation exposing the student to
nephrologic disorders with emphasis on diagnosis and treatment of
chronic renal disease. Each student is required to attend all daily rounds
and conferences. He develops an insight into the indications, limitations,
and methods of accomplishing renal biopsies. The student receives ex-
posure to a broad spectrum of acute and chronic renal disease by patient
evaluation through history and physical examination, daily progress
notes and evaluation of routine problems of a nephrology service, and
follow-up on rehabilitation of nephrologic patients, with emphasis on
determining guidelines for renal dialysis. 6 s.h. Robinson

PA 320. Neurology. A two-month rotation that provides the student
with an in-depth exposure to neurological conditions through the in-
patient and outpatient care and evaluation of patients by appropriate
history and physical techniques during examination. The student per-
forms certain diagnostic and therapeutic procedures including lumbar
punctures, tolerance testing, intravenous infusion of medication as well
as complete blood counts, spinal fluid analyses, and blood cultures. Sched-
uling procedures in X-ray, nuclear medicine, and EEG, lab, collecting
data from laboratories, finding X-rays and tracing reports, organizing
ward charts, and techniques in expediting patient studies is required
during training. The student develops an understanding of miscellaneous
neurologic procedures, including electroencephalography, brain scan,
pneumoencephalography, and central nervous system radiologic dye
studies. The performance of discharge physical examinations and narra-
tive summaries to ensure chart completion are carried out as directed.
The student attends all daily private, public, teaching rounds, and con-
ferences. 6 s.h. Appel
PA 321. PsychosoL.atic Medicine. A two-month rotation exposing
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the student to conditions with a primary psychosomatic ideology. Each
student becomes acquainted with the broad spectrum of psychosomatic
disorders and develops an understanding of the indications, limitations,
and scope of diagnostic procedures for the psychosomatic patient. The
student formulates techniques for patient evaluation and becomes
knowledgeable of the therapeutic regimens, their indications, availability,
reliability and limitations in the treatment of psychosomatic disorders.
The above being accomplished through lectures and clinical experience.
The student also follows the patients from admission to discharge and
becomes acquainted with the various possible dispositions for the
patient. Each student is required to attend all specified rounds and
conferences. 6 s.h. Reckless
PA 322. Rheumatology. A two-month rotation that provides the stu-

dent with an in-depth exposure to rheumatology for the purposes of: ( 1 )
developing techniques specifically related to rheumatology in ac-
complishing a detailed patient work-up and ( 2) providing the stu-
dent with the necessary samples and equipment to develope competence
and skill in accomplishing the diagnostic procedures required for
the complete and accurate evaluation of the rheumatologic patient.
The service exposes the student to the therapeutic regimens, their indi-
cations, availability, reliability, and limitations in the treatment of rheu-
matologic diseases. He is required to follow patients from admission to
discharge to become acquainted with their possible and variable dis-
positions. The student attends daily rounds and teaching conferences as
designated by the service. 6 s.h. Kerby
PA 323. Dermatology. A two-month rotation exposing the student

to a broad spectrum of dermatologic disease from both an inpatient and
outpatient standpoint. The student takes histories and performs physical
examination, with special emphasis on problems concerning the patient
with dermatologic disease. The performance of KOH preps, skin biopsies,
and tissue scrapings is carried out by the student on prescribed
patients. The student thus becomes familiar with the therapeutic regi-
mens, their indications, availability, reliability, and limitations in the
treatment of dermatologic disease. In addition, he follows patients from
admission to discharge, and becomes acquainted with the various possible
dispositions for the dermatologic patient and attends all daily rounds
and conferences required by the service. 6 s.h. Tindall

Surgical Elective Rotations

PA 412. General Surgery. A two-month rotation designed to expose
the student to a wide variety of surgical problems. Each student is
provided the opportunity to gain facility in patient care through the
management of patients. The student is expected to use his initiative
under supervision in carrying out preoperative and postoperative care
of the patient through history taking, physical examination, emergency
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room and operating room exposure, and classroom learning in order to
facilitate patient recovery. The student is required to attend all rounds
and teaching conferences as designated. & s.h. Mauney
PA 413. Neurosurgery. A rotation designed to expose the student to

the spectrum of neurological disease and methods of neurosurgical inter-
vention. The student takes histories and performs physical examinations,
participates in pre- and postoperative care, performs numerous routine
laboratory studies, participates in the operating room, and assists with
the special procedures as needed. The care of neurosurgical instruments
and photographic and electronic equipment is required. Participation in
stereotactic research studies is also required of the student. In addition,
he attends all rounds and teaching conferences. Prerequisite: PA 320.
6 s.h. Nashold
PA 414. Ophthalmology. A two-month rotation to expose the stu-

dent to a wide spectrum of ophthalmologic diseases. Through lecture,
teaching rounds, and performance of special history and physical ex-
amination techniques, the student becomes proficient at determining
visual fields, visual acuity, oculotonometry, and optical prescriptions. He
becomes knowledgeable in the basic principles of refraction and the
numerous medical and surgical therapeutic regimens available for the
treatment of ophthalmologic disorders. In addition, the student partici-
pates in the routine care of ophthalmologic inpatients and outpatients.
6 s.h. Anderson
PA 415. Orthopaedic Surgery. A two-month rotation in which the

ultimate goal for the student is to obtain the highest degree of knowledge
and skill in caring for the many problems of the orthopedic patient, which
is accomplished through adequate historical review and physical ex-
amination, delivery of emergency care to patients suffering from acute
trauma, pre- and postoperative care of the surgical patient as desired by
the attending physician, and the ability to maintain good sterile technique
and operating room technique. He develops an understanding of the
pathophysiology and the complications of bone and joint injury as well
as the ability to fabricate and apply a variety of splints, traction, and
casts. 6 s.h. Goldner
PA 416. Otolaryngology. A two-month clinical exposure to ac-

quaint the student with a broad spectrum of ENT disease. The student
becomes proficient in the recognition of emergency problems and initi-
ates the first steps in the management of such problems. Evaluation of
the ENT patient by history and physical examination, seeing the follow-
up patient, following the course of the disease process, and evaluating
the response to treatment for the physician is required of the student.
The student learns and performs tracheostomy care, assists with the
management of the pre- and postoperative patients, participates in the
operating room, assists with special operating room procedures, and
performs special audiometric techniques and testing. 6 s.h.. Hudson
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PA 417. Urology. A two-month rotation that exposes the student to
the broad spectrum of urologic disease through the performance of a
history and physical examination on clinic and hospital patients. He
participates in all clinical rounds and teaching conferences to develop
an understanding of the therapeutic regimens, their indications, avail-
ability, reliability, and limitations in the treatment of urologic disorders.
The student develops an understanding of the applications of urologic
disorders and the indications for cathetherization, cystoscopy, renal func-
tion studies, intravenous pyelograms, retrograde pyelograms, and urine
chemical evaluations. He participates in the pre- and postoperative care
of the urologic patient and the performance of discharge physical ex-
aminations and the writing of narrative summaries on patients assigned.
6 s.h Glenn
PA 418. Plastic Surgery. A two-month experience exposing the stu-

dent to a wide variety of patients subdivided into head and neck surgery
categories, including cancer patients and patients with facial anomalies.
He acquires a broad exposure to patients with burns of electrical, chemi-
cal, and thermal origin. The objectives are many; however, the majority
of these are covered in the preoperative and postoperative care of these
patients consisting of preoperative history and physical examination,
laboratory tests, and associated studies. Monitoring the postoperative
course, following the patient closely during surgery, as well as perform-
ing numerous duties for the postoperative patient in the plastic dressing
room is required of the student. Finally, the student develops an in-depth
understanding of fluid and electrolyte balance as well as dressing changes.
6 s.h. Thompson

Pit 419. Rehabilitation. A two-month rotation exposing the student
to a broad spectrum of post-treatment disease and injury as it relates
to the patient undergoing rehabilitation. The student receives training
in patient rehabilitation through historical and physical evaluation; par-
ticipation in both inpatient and outpatient physical and occupational
therapy services and weekly medical-surgical-rehabilitation conferences.
Instruction is oriented toward the early return-to-work of disabled em-
ployees and toward matching physical capabilities with job demands.
6 s.h. Goldwater
PA 420. Acute Care Unit. A one month rotation which teaches the

student post-operative care of the surgical patient who has undergone
major and complex surgical procedures or suffered massive and severe
trauma involving multiple organ systems. Special emphasis is centered
on ventillatory assistance problems, open heart cases, neurosurgical prob-
lems and trauma cases. Though the student's activities are somewhat re-
stricted in actual patient management, this area provides the student with
an indepth exposure to the complicated surgical patient and allows him
to develop an understanding of the pathophysiology, physiology and rea-
soning for making major clinical decisions. 3 s.h. Chief Surgical Resident
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student's exposure to anatomy for the purpose of becoming familiar with
the anatomy that will be most useful during his clinical rotations. The stu-
dent will work at his own pace under the direction of the physician in
charge using the vast teaching aids in the anatomy department and sup-
plementing this with selected readings. In addition, the student will at-
tend all surgical and orthopedic conferences while on this rotation. 3 s.h.
Anatomy Staff

Pediatric Rotations

PA 511. General Pediatrics. A two-month pediatric experience di-
vided into three sections: newborn nursery, inpatient service, and out-
patient clinic. The student attends all general pediatric conferences and
those pertinent to the current area of experience. Emphasis is placed on
the performance of peripheral venopunctures; starting and regulating
intravenous infusions; complete blood counts; urinalyses; blood, stool,
urine, and umbilical cultures; immunizations, PKU screening, vision
screening, and electrocardiograms as they pertain to children and infants.
The student is exposed to the spectrum of childhood illness and normal
variations of growth and development through history taking and ex-
aminations. In addition, the student observes and examines normal new-
borns and through observation and experience in the intensive care
nursery, learns techniques specific for the care of the immature and E'_ck
newborns. 6 s.h. Pounds
PA 512. Newborn Nursery. A two-month rotation that exposes the

student to the evaluation of the newborn child and to those diseases and
conditions which are prominent in the pediatric patient. The student
further develops techniques specifically related to proper evalua-
tion of a newborn child and in the performing of a detailed pediatric
evaluation. The student has available the necessary samples and equip-
ment to develop competence and skill in the accomplishment of routine
pediatric diagnostic laboratory procedures. He is permitted to follow
patients from admission to discharge for the purpose of becoming
knowledgeable of therapeutic regimens and the various dispositions of
the newborn. Prerequisite: PA 511. 6 s.h. Pounds and Brumley
PA 513. Clinical Research Unit. A two-month rotation that exposes

the student to a diversified research patient population. The student de-
velopes a proficiency in a wide variety of research and routine clinical
procedures as applicable to the evaluation of each patient. He attends
all daily morning and evening clinical rounds of each service and
carries out the studies on patients as denoted by the attending staff. These
tests include: routine laboratory analyses, tolerance testing, including
intravenous glucose, insulin and tolbutamide studies; intravenous cathe-
terizations, venous cutdowns on pediatric patients; nasogastric intubation
of the pediatric patient and gastic analyses. The student is responsible for
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recording and reporting clinical laboratory data while acquiring experi-
ence in the correlation of clinical signs and symptoms with laboratory
data. 6 s.h. Sidbury
PA 514. Pediatric Cardiology. A two-month rotation exposing the

student to the broad spectrum of cardiovascular disease, particular to the
pediatric population, through the evaluation of patients by physical
examination, assisting in the performance of diagnostic and therapeutic
studies, and the interpretation of electrocardiograms and radiographic
procedures. He follows patients from admission to discharge assisting
in the care and analysis of patients with congenital and rheumatic heart
disease, recording results of laboratory data and keeping progress notes
under the guidance of the physician. Emphasis is placed on the origin,
indications, and prognosis of disease states and the indications, limita-
tions, and reliability of the methods available for the diagnosis and treat-
ment of varying cardiovascular disorders. 6 s.h. Porter
PA 515. Chest and Allergy—Pediatrics. A two-month rotation pro-

viding the student with an in-depth exposure to patients with allergic
and respiratory conditions through evaluation by special physical and
diagnostic techniques. This exposure allows the student to compound a
knowledge of the therapeutic regimens, their indications, availability,
reliability and limitations in the treatment of respiratory and allergic
disease. The student develops a proficiency at collecting the necessary
diagnostic samples and carrying out numerous indicator studies on the
involved pediatric population. 6 s.h. Pounds

Radiology Rotations

PA 601. Gastrointestinal Radiology I. A one-month rotation which
reviews exposure factors, image formation and intensification, hypersen-
sitivity and chemotoxicity of contrast media, patient preparation and
precautions, and procedural methods involved in radiographic examina-
tion of the gastrointestinal tract. Emphasis is placed on proper study
performance and the fluoroscopic and radiographic anatomy of the gas-
trointestinal tract and biliary tree with consideration given to the iden-
tification of normal and pertinent pathophysiologic abnormalities. 6 s.h.
Thompson and Staff
PA 602. Gastrointestinal Radiology II. A three-month clerkship dur-

ing which the student performs barium swallows, upper G.I. series with
follow-through and barium enemas using cine and fluoroscopy for the
identification of both normal and pathophysiological abnormalities in the
anatomy of the gastrointestinal tract. The student, under radiologist
supervision, is responsible for the study and preliminary interpretation of
all procedures performed. Pertinent radiographic anatomy and pathologic
abnormalities are presented to the student in conferences and by lecture
from the radiology house staff. 9 s.h Thompson and Staff
PA 603. Uroradiology. A two-month experience in the performance
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of intravenous urograms. Sufficient radiographic anatomy and patho-
physiology is given to assist in the presentation of the completed intra-
venous urograms to the raiiologist. Consideration is given to patient
preparation, study technique, patient precautions, and the dosage calcu-
lation and administration of contrast media. 6 s.h. Thompson and Staff
PA 604. Trauma of Soft Tissue and Bone. A one-month rotation

placing emphasis on the recognition of changes in bone density, presence
of excessive bone destruction, soft tissue injury and infection and the
dislocation and fracture of bones and joints. In addition, the student
develops an in-depth understanding of boney maturation and the patho-
physiological influences on bone growth. 3 s.h. Thompson
PA 605. Chest Roentgenography I. A one-month review of basic

techniques for the roentgenographic examination of the chest. Emphasis
is placed on patient preparation and the proficient performance of lamina-
graphic, tomographic, fluoroscopic, and isotopic examinations of the chest.
An introduction to lobar and segmental anatomy, silhouette signs, lobar
and segmental collapse, and pleural signs is presented to the student.
3 s.h. Thompson and Staff
PA 606. Chest Roentgenography II and III. Two two-month seg-

ments during which the student performs numerous fluoroscopic, lamina-
graphic, roentgenographic, angiographic, and isotopic examinations of
the chest. Emphasis is placed on procedural techniques, radiographic
quality, patient management, recognition and prevention of toxic re-
actions due to overexposure and hypersensitivity, and the recognition of
normal and abnormal radiographs based on lobar and segmental changes,
silhouette signs, and pleural and extrapleural signs. All preliminary
screenings of abnormal radiographs and interpretations are subject to
approval by the radiologist. 6 s.h. Thompson and Staff
PA 607. Outside Radiologist. A two-month experience with a com-

munity-based physician in the private practice of radiology. Participation

in and the performance of numerous roentgenographic studies via

fluoroscopy, laminagraphy, cine, nuclear scanning, and radiotherapy is

required of the student. Emphasis is placed on initial screening and

interpretation of chest roentgenograms and bone films to aid the radiolo-

gist in a more efficient practice of his specialty. In addition, the student

receives exposure to a broad spectrum of pathophysiologically abnormal

roentgenographic studies to enhance his knowledge and understanding

of the normal and abnormal state. 6 s.h. Thompson

Industrial Medicine Rotations

PA 700. Environmental Health. A one-month rotation exposing the

student to the basic principles of environmental health, including indus-

trial toxicology, workmen's compensation laws, and labor and industrial

relations via a seminar setting. This instruction will be supplemented by

extensive readings in the aforementioned areas. 3 s.h. Goldwater
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PA 701. Industrial Hygiene Laboratory. A two-month rotation ex-
posing the student to the numerous methods of air sampling and analysis,
and analysis of blood and urine for heavy metals and other toxic agents.
A knowledge, understanding, and proficiency in the use of these methods
is developed through practical application in both a laboratory and
community setting. 6 s.h. Staff
PA 702. Industrial Hygiene Survey Methods. A two-month rotation

that develops an understanding and proficiency in the evaluation of
occupational hazards including chemicals, light, noise, dust, radiation,
gases and other harmful agents. The student is taught the care and use
of field survey instruments, the application of findings to epidemiological
studies, and general principles of plant sanitation. 6 s.h. Staff

Pathology Rotations

PA 800. Microbiology. A one-month rotation that exposes the stu-
dent to a wide variety of clinical material and presents the characteristics
of numerous pathogenic bacteria and fungi as they relate to a broad
spectrum of infectious disease processes. He learns to differentiate
between normal flora, potentially-harmful flora, and highly virulent
pathogens, and correlate these findings with the clinical manifestations
of selected patients. In addition, antibiotic sensitivity patterns of bacteria
are determined and interpreted on all pathogenic or potentially patho-
genic bacteria isolated from clinical specimens. 3 s.h. Osterhout
PA 801. Histology. A two-month rotation that acquaints the student

to the purpose of histology and presents the equipment necessary for the
preparation of tissue slides following which the student is taught the
asic principles of tissue processing, including fixation, decalcification,

hand and automatic processing, blocking, embedding, cutting and stain-
ing; specific staining and histocbemical procedures; cutostat and other
frozen section methods; tissue manicuring for processing; and certain
election microscopic and cytologic techniques to better acquaint the
student with these areas. 6 s.h. Pathology Staff
PA 802. Medical Photography. A two-month rotation that presents,

by lecture and practical assignment, basic photographic theory and
principles including lighting, optics, photochemistry, camera handling;
techniques, color film selection, exposure determinations, and film proces-
sing as applied to pathology. 6 s.h. Pathology Staff
PA 803. Pathology. A six-month rotation in gross and microscopic

pathology. A detailed consideration of the morphologic, physiologic, and
biochemical manifestations of disease is presented. In ?ddition, the stu-
dent participates in the gross dissection, histologic examination, process-
ing and analysis of morphologic, biochemical, and microbiological data,
and the final interpretation and correlation of these results. 18 s.h.
Pathology Staff



152

Appendix

A. Statutes of North Carolina Pertaining to the Possession and Use of
Alcoholic Beverages

G.S. 18-90.1. Sale to or Purchase by Minors.
It shall be unlawful for:

1. Any person, firm or corporation knowingly to sell or give any
of the products described in G.S. 18-64 to any minors under
18 years of age.

2. Any minor under 18 years of age to purchase or possess, or
for anyone to aid or abet such minor in purchasing any uf the
products described in G.S. 18-64.

3. Any person, firm or corporation knowingly to sell or give any
of the products described in G.S. 18-60 to any minor under
21 years of age.

4. Any minor under 21 years of age to purchase or possess, or
for anyone to aid or abet such minor in purchasing any of
the products described in G.S. 18-60.

G.S. 18-64. Definitions.
The term "beverages" as used in this article shall include:

1. Beer, lager beer, ale, porter, and other brewed or fermented
beverages containing one-half of one per cent (1%) of alcohol
by volume but not more than five per cent (5%) of alcohol by
weight as authorized by the laws of the United States of
America.

2. Unfortified wines, as used in this article, shall mean wine of
an alcoholic content produced only by natural fermentation
or by the addition of pure cane, beet, or dextrose sugar and
having an alcoholic content of not less than five per centum
(5%) and not more than fourteen per centum (14%) of absolute
alcohol, the per centum of alcohol to be reckoned by volume,
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which wine has been approved as to identity, quality and
purity by the State Board of Alcoholic Control as provided in
this chapter.

The term "person" used in this article shall mean any individual, firm,
partnership, association, corporation, or other groups or combination
acting as a unit.
The term "sale" as used in this article shall include any transfer, trade,

exchange or barter in any manner or by any means, whatsoever, for a
consideration.

G.S. 18-60. Definition of "Alcoholic Beverage."
The term "alcoholic beverage," as used in this article, is hereby de-

fined to be and to mean alcoholic beverages of any and all kinds which
shall contain more than fourteen per centum of alcohol by volume, and
this article is not intended to apply to, or regulate, the possession, sale,
manufacture or transportation of beer, wines or ales containing a lower
alcoholic content than above specified, and whenever the term alcoholic
beverages is used in this article, it shall be construed as defined in this
section.
B. Statutes of North Carolina Pertaining to the Possession and Use of

Certain Drugs
• Under the provisions of G.S. 90-87 (General Statutes of North Caro-
lina) (1) d. marijuana is defined as a narcotic drug.

G.S. 90-87 (9) further defines narcotic drugs: "Narcotic drugs" means
coco (coca) leaves, opium, cannabis, peyote, mescaline, psilocybe maxi-
cana, psilocybin, lysergic acid diethylamide, or other psychedelic drugs
or hallucinogens, or any derivatives of any of these which possess halluci-
nogenic properties, and every other substance neither chemically nor
physically distinguishable from them; and other drugs to which the
federal narcotics laws may now apply; and any drug found by the State
Board of Health, after reasonable notice and opportunity for hearing,
to have an addiction-forming or addiction-sustaining liability similar to
morphine or cocaine, from the effective date of determination of such
finding by said State Board of Health.

G.S. 90-88. provides that "it shall be unlawful for any person to manu-
facture, possess, have under his control, sell, prescribe, administer, dis-
pense, or compound any narcotic drug except as authorized in this
article." (The authorization referred to is with respect to licensed drug-
gists, pharmacists, physicians, and others, who can legally possess and
dispense narcotic drugs.)

G.S. 90-111. Penalties for Violation. (a) Any person violating any
provision of this article or any person who conspires, aids, abets, or
procures others to do such acts shall upon conviction be punished, for
the first offense, by a fine of not more than one thousand dollars
($1,000.00) or be imprisoned in the penitentiary for not more than five
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years, or both, in the discretion of the court. For a second violation of
this article, or where in case of a first conviction of violation of this
article, the defendant shall previously have been convicted of a violation
of any law of the United States, or of this or any other state, territory,
or district, relating to the sale or use or possession of narcotic drugs or
marijuana, and such violation would have been punishable in this State
if the offending act had been committed in this State, the defendant
shall be fined not more than two thousand dollars ($2,000.00) and be
imprisoned not less than five nor more than ten years. For a third or
subsequent violation of this article, or where the defendant shall pre-
viously have been convicted two or more times in the aggregate of a
violation of any law of the United States, or of this or any other state,
territory, or district relating to the sale, use or possession of narcotic
drugs or marijuana, and such violation would have been punishable in
this State, the defendant shall be fined not more than three thousand
dollars ($3,000.00) and be imprisoned in the penitentiary not less than
fifteen (15) years nor more than life imprisonment.

(b) Upon conviction for a second or subsequent offense the sentence
provided by this section shall not be suspended and probation shall not
be granted unless the presiding judge shall find that the violation for
which the defendant was convicted did not consist of peddling, selling,
bartering or otherwise distributing narcotics to others in violation of this
article, or the possession of narcotics for the purpose of peddling, selling,
bartering or othenvise distributing narcotics to others in violation of
this article. For the purpose of making the finding provided in this sub-
section before a sentence may be suspended, the defendant shall have
the burden of proving that the violation for which he was convicted did
not consist of peddling, selling, bartering or otherwise distributing nar-
cotics to others in violation of this article or the possession of narcotics
for the purpose of peddling, selling, bartering, or otherwise distributing
narcotics to others in violation of this article. The charge contained in
the warrant or bill of indictment shall not be considered in making
such finding for the purpose of suspending the sentence.

(c) If the offense shall con,sist of the sale, barter, peddling, exchange,
dispensing or supplying of marijuana or a narcotic drug to a minor by
an adult in violation of any provision of this article, such person shall
upon conviction be punished by a term of not less than ten years nor
more than life imprisonment and shall be fined not more than three
thousand dollars ($3,000.00) for the first and all subsequent violations of

this article, and the imposition or execution of sentence shall not be

suspended, and probation shall not be granted.

C. Federal Statutes Pertaining to the Possession and Use of Certain

Drugs

Marijuana is regulated by the Treasury Department and hallucino-

genic drugs by the Bureau of Drug Abuse Control (Pure Food, Drug and
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Cosmetic Act) of the Department of Health, Education and Welfare.
Different statutes apply to each.

1. Marijuana

Title 26, Section 4741 imposes a tax on all transfers of marijuana of
$1.00 per ounce or fraction thereof upon those who have paid a special
license tax and who have complied with regulations. A tax of $100.00
per ounce or fraction thereof is imposed upon those who have not paid
the special license tax and/or have not complied with the regulations.

Title 26, Section 4742 (a)—It shall be unlawful for any person, whether
or not required to pay a special tax and register under section 4751 to
4753 inclusive, to transfer marijuana, except in pursuance of a written
order of the person to whom such marijuana is transferred, on a form
to be issued by the Secretary or his delegate. (Except by one engaged
in professional practice, by prescription, or by an officer of the U.S.)

Title 26, Section 4744 makes it unlawful for a person (without license
and tax) to acquire or obtain marijuana and to be unable, after reason-
able notice, to produce the order form for this marijuana required by
Section 4742. Proof that a person has had possession of marijuana is
presumptive evidence of guilt.

Title 26, Section 7237 (1966) fixes the following penalties for violation
of Section 4742 (a) and 4744:

Under Section 4744
1st Conviction

2nd Conviction

3rd Conviction

Under Section 4742
1st Conviction

Other
Convictions

Fine
Not more than and/or
$20,000.00
Not more than and/or
$20,000.00
Not more than and/or
$20,000.00

Fine
Not more than and/or
$20,000.00
Not more than and/or
$20,000.00

Imprisonment
Not less than 2 or
more than 10 yrs.
Not less than 5 or
more than 20 yrs.
Not less than 10 or
more than 40 yrs.
Imprisonment

Not less than 5 or
more than 20 yrs.
Not less than 10 or
more than 40 yrs.

If the offender has reached his 18th birthday at time of the offense of
selling, bartering, or giving away an (illicit) drug or marijuana to one
not 18, or conspiring to do so, the imprisonment is not less than 10 or
more than 40 years and/or a fine of not more than $20,000.00.

2. Hallucinogenic Drugs

Title 21, Section 321 (V), (1966)—The term "depressant or stimulant
drug" means'. . . any substance which the Secretary (Health, Education
and Welfare), after investigation, has found to have, and by regulation

51-381 0 - 70 - 11
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designated as having, a potential for abuse because of its depressant and
stimulant effect on the central nervous system or its hallucinogenic effect;
except the Secretary shall not designate under this paragraph . . . mari-
juana as deqned in Section 4761. (This section defines marijuana as mari-
juana and practically all of its components, from seed to dried leaf.)

Title 21, Section 360 (a), (1966)—No person, other than an exempt
person (see next paragraph) shall possess any depressant or stimulant
drug otherwise than for personal use or for a member of his household
or for his animal.
(An exempt person, referred to in this section, is one in the legal busi-

ness of selling, treating with, or transporting these drugs. Also, one who
is using the drug in research, teaching, or chemical analysis and not for
sale.)

Title 21, Section 360 (a), 7., (1966)—No person, unless licensed or
authorized and acting in the ordinary and authorized course of his busi-
ness, profession, occupation or employment . . . shall sell, deliver, or
otherwise dispose of any depressant or stimulant drug to any other
person.

Title 21, Section 333 (1966) fixes the following penalties:

-Fine Imprisonment
1st Conviction Not more than and/or Not more than 1 yr.

$5,000.00
2nd Conviction Not more than and/or Not more than 3 yrs.

$10,000.00
Any person who has attained his 18th birthday when the offense was

committed who sells or disposes of depressant or stimulant drugs to one
who has not attained his 21th birthday is subject to these penalties:

1st Conviction

2nd Conviction

Fine Imprisonment
Yot more than and/or Not more than 2 yrs.
$5,000.00
Not more than and/or Not more than 6 yrs.
$15,000.00
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MEDEX—A DEMONSTRATION PROGRAM TO EXTEND THE PHYSICIAN'S CAPACITY

NEW HELP FOR THE DOCTOR

The MEDEX* project is designed to respond to two, contrasting characteristics
of American medicine: (1) There is a serious shortage of trained manpower to
deliver primary health care. (2) There is a large and almost untapped source of
such manpower in former military medical corpsmen.
The health-manpower shortage is being felt in many urban communities and

is particularly acute in rural areas, both in Washington state and across the
country. Physicians are overworked, many are leaving rural practice, and rela-
tively few young physicians are attracted to practices in this setting.
What is needed is a new kind of health professional who can help these doctors

increase their productivity. MEDEX is designed to provide this by: (1) relieving
the physician of certain tasks that can be performed by a person trained to do
them under the physician's direct supervision, thereby freeing the doctor to per-
form those functions for which he is uniquely qualified, and (2) drawing upon
a pool of trained personnel whose skills can be enhanced and adapted to serve the
civilian population as they have been serving military needs for many years: the
military corpsmen, many of whom already have had as many as nineteen hun-
dreds hours of formal medical training.
MEDEX is an important and unique innovation in the delivery of health care.

It offers the creation of a new civilian health professional to meet a widespread
need.

PHYSICIAN PLUS MEDEX

Preceptors: Fourteen general practioners (eleven of them practicing in rural
communities) who expressed a desire to increase their capacities to provide
primary-care services were selected to act as teacher-trainers during the pre-
ceptorship phase of the training. Criteria for selection of preceptors include: (1)
overwork to the point of constant fatigue, (2) unavailability of time for adequate
family life and continuing education, (3) consideration of plans to leave rural
practice, (4) willingness to innovate in the health-manpower field, and (5) desire
and ability to train nonphysicians. An essential criterion was the willingness of
the preceptor to hire the Medex upon the completion of the Medex's period of
preceptorship.
Medex: Fifteen former military corpsmen from the Air Force, Navy, and Army,

including Special Forces, were selected after a specially designed recruiting effort
and an intensive interview-selection process. All of the Medex either served on
independent duty or received advanced training that qualified them for inde-
pendent duty. Their formal medical training ranges from the 640 hours of the
"Navy A" corpsman, the 900 hours of the Air Force corpsman, the 1,400 hours of
the Special Forces medic and the "Navy B" corpsman, to the 1,900 hours of
formal medical training of the corpsman classified in the 910 series by the Army.
Their practical experience ranges from two years to twenty years in the provision
of primary medical care within the defense system's medical operations. They
range in age from twenty-two to fifty-five years, and their educational experience
varies from high school equivalency to a bachelor's degree in vocational agricul-
ture and education. Geographically, their origins include Indiana, Louisiana,
California, and Washington, as well as other states.

THE MEDEX TRAINING PROGRAM

The effective utilization of a trained, but formerly wasted, pool of health man-
power is a pioneering effort of such forward-thinking organizations as the Wash-
ington State Medical Association and the University of Washington. The develop-
ment of such a model, which can be replicated in, and transferred to, many geo-
graphic and socioeconomic locations in the nation, required the kinds of com-
plementary skills and leadership found in these two bodies.
The MEDEX demonstration program is divided into three phases: (1) a pre-

paratory phase, (2) a University training phase, and (3) a preceptorship phase.

*Medecin Extension=Physician's Extension. The project is jointly sponsored by the
Department of Preventive Medicine. School of Medicine, University of Washington, State
Medical Education and Research Foundation (Washington State Medical Association).
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Steps taken during the preparatory phase (September, 1968, to May, 1969)
were the recruitment of preceptors, former medical corpsmen, and staff; estab-
lishment of the operational framework; and development of the training site
and faculty.
The University training phase, which began in June, 1969, and ended in Sep-

tember, 1969, consisted of a mix of didactic and clinical teaching with an orien-
tation pointing toward the performance of tasks. Heavy emphasis was placed
upon pediatrics, geriatrics (chronic disease), history-taking, physical examina-
tion, and transition from the field of military medicine to the setting of civilian
medical practice.
The preceptorship phase began in mid-September, 1969, and will be completed

in September, 1970. Additional training will take place in the physician-precep-
tor's office, rather than in an academic setting. For the first few months of this
assignment, the Medex will assist the physician by learning and applying pri-
mary medical-care skills under the physician's close supervision. When the phy-
sician has developed enough confidence in the Medex, he can be used in a variety
of ways: screening patients to be seen by the doctor, making screening house
calls, taking emergency calls, assisting at surgery, applying and removing casts,
performing laboratory work, taking histories, performing parts of physical ex-
aminations, or aiding in other tasks that do not require a physician's extensive
training. All of these activities will be directed toward extending the physician's
capacity.
A continuing education program is part of the preceptorship phase. Approxi-

mately once each month clinical conferences-seminars will be conducted over a
three-day weekend by physicians in private practice. These meetings are geared
toward filling gaps in the Medex's knowledge as they are identified in addition
to developing a model for the continuing education of this new civilian health
professional.
At the end of this demonstration program, the preceptor will hire the Medex

to aid in his practice, thereby adding a pair of skilled hands that will function
under the physician's constant supervision. The Medex will have been training
for general practice, but more specifically for each physician's particular setting.
The twenty-four-hour-a-day supervision of the Medex by his preceptor will be
facilitated by a two-way radio, with which each is to be equipped.

ADMINISTRATION OF THE PROGRAM

This demonstration program is being funded by the National Center for Health
Services Research and Development, Health Services and Mental Administra-
tion, United States Public Health Service, Department of Health, Education,
and Welfare. During the fifteen-month training period, the Medex are being paid
stipends of $5,400 per year, plus dependents' allowances. It is anticipated that
their starting salaries upon completion of the training will be $8,000 per year
to $12,000 per year.
Legal status and insurance coverage are under consideration at this time.
A certificate was awarded to each Medex trainee upon completion of the

eleven-week •academic training phase at the University of Washington School
of Medicine; another certificate will be awarded to each Medex upon completion
of the year of preceptorship.

Staff:
Richard A. Smith, M.D., Project Director
Gerald R. Bassett, M.D., Deputy Director
William L. Freeman (Medic), Associate Director
Carnick A. Markarian, Administrator
Raymond E. Vath, M.D., Staff Psychiatrist
G. Frederick Dunn, Educational Consultant

[Reprinted from the Journal of the American Medical Association, Mar. 16, 1970, Volume
211, Copyright 1970, American Medical Association]

MEDEX

(By Richard A. 'Smith, M.D.)

The state of Washington, like many other states in this nation, is faced with
a severe manpower shortage in the medical profession. Much of the shortage can
be explained by distribution patterns; that is, there are certain population seg-
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ments in the state which have difficulty obtaining adequate medical care when
and where they need it. In some areas, this difficulty is due primarily to a lack of
physician manpower. According to the Washington State Medical Education and
Research Foundation, this fact is true especially in the rural parts of the state
where the physician-patient ratio is constantly decreasing due to the urban migra-
tion of physicians and replacement failures. In addition, the age of general prac-
titioners in these rural areas is steadily increasing.' Thus efforts are needed to
be directed to increasing the capacity of practitioners already in the areas, as
well as making general practice more attractive to physicians seeking new work
settings.
There are many programs in this country, operational or in the planning stages,

which are designed to train subprofessionals whose place on the health profes-
sional ladder is not clearly defined. Many of these subprofessionals perform a role
of relieving the physician or his nurse of much of the uncomplicated parts of
medical practice. However, the majority of highly technical procedures involved
in primary contact care still remains the sole responsibility of the practicing
physician. Thus, there remains the need to relieve physicians of more of the
time-consuming procedures, that is, to help physicians become more efficient by
extending their capabilities.
The defense system has developed ways of rapidly training medical personnel

to meet its specific needs which are similar to those of the civilian medical care
system. Thousands of medical corpsmen leave the military services annually
who have had extensive training and experience in the provision of primary med-
ical care within a military framework.' Of the 30,000 discharged annually from
the military with some medical training, more th.an 6,000 of them leave the Army,
Navy, Air Force, and Coast Guard where they have been providing primary
medical care. They return to a civilian setting which is unable to utilize their
extensive training and proved talents. 'Some with specialized training take allied
health jobs; the majority find that there is no way that they, as civilians, can
use the 75 hours of didactic and laboratory training they received in human
anatomy and physiology, the hundreds of hours of medicine, surgery, pharma-
cology, orthopedics, training in taking histories and performing physical exami-
nations, etc. Some, such as 'Special Forces and Navy "B" Corpsmen, receive 1,400
hours of formal medical training, which may include nine weeks of a supervised
"clerkship." Army corpsmen of the 910 series may have up to 2,000 hours of
such formal training.
Most of these men have had 3 to 20 years of experience, including independ-

ent duty on the battlefield, aboard ship, or other isolated stations. Many have
some college background ( Special Forces "medics" average 11/2 years of college).
After at least 2 and up to 20 years in uniform, these men have certain skills and
knowledge in the provision of primary care. Once discharged, however, the in-
vestment of public funds in medical capabilities and potential care are lost, as
they work as detail men, insurance agents, burglar-alarm salesmen, or truck
drivers. The majority of this vast manpower pool is unavailable to the present
medical care delivery system 'because, up to this point, we have not devised a
civilian framework in which their skills can be put to use. It is from this pool
that personnel for ME'DEX has been drawn.
This program is designed to utilize the products of the military system which

have heretofore not been adequately Adapted to the civilian health setting. The
purpose of the MKOEX (medecin extension=physician's extension) Project is
to develop an extension of the physician—another pair of skilled hands under
his supervision and available to help him 24 hours a day, a person trained by and
for a specific physician. MEDEX is .a model of nonphysicians extending primary
medical care transferrable to rural, suburban, or urban settings. It is anticipated
that this model will demonstrate that former military corpsmen with additional
practical training can perform many tasks, presently performed by civilian phy-
sicians, which do not require the extensive and sophisticated education obtained
in medical schools. There are a few physicians who presently employ men in
analogous practice settings.
In the initial phase (preparatory phase) of the project, a number of general

practitioners in rural Washington were visited. Prior to the visits, these men had
been identified as practitioners who were overworked by an increasing patient

1 Kinney, H.: Data Bank of Washington state Physicians, 1968. Seattle, Washington
State Medical Education and Research Foundation, 1968.

2 Allied Health Personnel, Ad Hoc Committee on Allied Health Personnel. Washington,
DC, National Academy of Sciences, 1969, pp 8-10.
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load burden unable to find time to take continuing education courses, unable to
spend more than three or four days each year away from their communities for
leisure activities with their families, or planning to leave their practices for a
elss demanding scene in "urbania."
Most of these physicians have had military service and were able to list a

number of tasks which the Medex (the former military corpsmen to be trained
for this project) could perform for them in their practices. Their experience
with military corpsmen, in conjunction with their obvious need for help, produced
a combination which made MEDEX appropriate in their communities.

Discussions were held with the Washington State Medical Association and the
medical faculty at the University of Washington. In addition, meetings with
members of the nursing profession in the state pointed up some of the potential
problem areas, resulting in productive input into the design of the project. It
was decided that the MEDEX demonstration program should be a joint effort
of the Washington State Medical Association through its research arm (the
Washington 'State Medical Education and Research Foundation) and the School
of Medicine at the University of Washington. It is apparent that the comple-
mentary capabilities of these two organizations are integral to the MEDEX
concept.

Visits were made to a number of Army, Navy, Air Force, and Coast Guard
installations to inform groups of corpsmen about the proposed project and
to elicit applications. Funding was obtained from the National Center for Health
Services Research and Development (Health Services and Mental Health Admin-
istration) of the Public Health Service (Department of Health, Education, and
Welfare). A core staff was assembled, and development of an intensive task-
oriented curriculum was initiated in May 1969.

Initial screening of the 80 applicants on the basis of former training and
experience, geographic desires for relocation, references from physicians, and
dates of discharge produced 26 corpsmen-applicants to be interviewed for the
15 positions chosen for this demonstration project. Fourteen physicians, who
indicated they would be willing to train 15 Medex in a 12-month preceptorship
in their offices and subsequently to hire them, volunteered to participate in the
program. On the last two weekends of May, the corpsmen were brought to Seattle
in two groups to meet with the staff and the physician-preceptors (half of them
were present each weekend) for intensive interviewing and selection conferences.
Hour-long interviews with potential preceptors and MEDEX staff were followed
by subjective testing and seminars. On June 3, 1969, 15 corpsmen were selected
as the first Medex.

Criteria for selection include the following: applicant's knowledge of his
limitations, judgment under varying circumstances, interpersonal relationships,
medical task proficiency and knowledge, and satisfaction with the projected
role of Medex. The Medex trainees selected varied in age from 22 to 55 years
and educationally from holding a high school diploma to a bachelor's degree.
The second phase (university training phase) began on June 30. During the

first week of this period and on three subsequent weekends, each Medex trainee
visited a total of at least five potential preceptors in their practice settings to
facilitate the process of matching Medex to physicians, which occurred four
weeks later.
During the first three months of training, emphasis was placed upon pediatrics,

geriatrics (chronic diseases), histories and physical examinations, and psychia-
try. Much of the training was in these areas in which the preceptors and staff
believed the Medex should have competence and in which the Molex themselves
thought they had the least amount of experience. Heavy emphasis was placed
upon the psychologic adaptation the trainees would undergo in their transition
from military medicine to the civilian practice setting. The selection process
and curriculum development were greatly enhanced by the presence on our staff
of a former Special Forces medic (who, prior to his Vietnam experience, had
received a BA degree in English literature and had served as a Peace Corps
volunteer in community development in Colombia) and a community psychiatrist
(whose ten-year military experience was that of a meteorologist in the Air
Force). Additional professional input resulted from the presence on our staff
of an educator with broad planning and operational experience.
The MEDEX faculty was composed of faculty members of the School of

Medicine as well as physicians in private practice in Seattle and elsewhere in
the state. A description of the curriculum will be available at a later date.
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The preceptor phase began in the middle of September 1969, after the three-
month university session was completed. Twelve Medex are in rural Washington;
two are in an urban setting, and one is with a suburban general practitioner.
During the 12 months following the university phase, the Medex will be perform-
ing tasks (many of which he performed in the military) under the immediate
supervision of his preceptor, thereby increasing the physician's capacities. For
the first months of his preceptorship, the Medex will assist and extend the
physician by learning and applying primary medical care skills under his close
supervision. When the physician has developed enough confidence in the indi-
vidual, he could be used in a variety of ways—all activities geared toward
extending the physician's capabilities. Tasks that this new professional could
perform include screening patients to be seen by the physician, history taking,
performing parts of physical examinations, the application and removal of casts,
assisting at surgery, suturing minor lacerations, taking roentgenograms and
performing laboratory tests during non-office hours, assuming certain adminis-
trative responsibilities, and being available to provide the physician with assist-
ance any day of the week, any hour of the night. The full extent of the Medex's
task capabilities are as yet undefined. Consideration will be given to future
requirements for skills in other areas as needs develop.
A certificate was awarded each Medex upon the completion of the three-month

university training phase, and an additional certificate will be awarded upon
completion of the preceptor training phase.

,Special attention has been paid to the selection of the corpsmen, the matching
of Medex and preceptors, psychologic adaptation to the civilian medical scene,
and the development of the Medex's self-image, identity, and status. Based upon
our experience with this program thus far, the MEDEX staff feels that any
large-scale attempts to utilize former military corpsmen in civilian settings
should pay particular attention to these areas.
In addition to the in-practice training the Medex receive during the 12-month

preceptorship, the design of the program includes ten three-day-weekend con-
tinuing education seminars. These seminars will occur in varying locations
around the state and will be geared toward filling gaps in knowledge identified
as the program progresses. Instructors at these seminars will be preceptors in
the program and other private practitioners. Unlike the university training phase,
the medical school faculty will play a relatively minor role in this third phase.
Three tools are being used in the evaluation of MEDEX. Engineers from the

Department of Industrial Engineering at the University of Washington com-
pleted the pre-Medex, Time-Motion-Task Study in each of the preceptor's offices
during July 1969. An outside consulting group completed its pre-Medex Outside
Evaluation Study in each of the offices in August 1969. The former is an objective
study of how medical care is provided in the preceptor's community; the latter
is a subjective study of what medical care is provided. The second part of each
of these studies (post-Medex) will take place in the summer of 1970. After the
Medex have been in their preceptorship for approximately nine months, a retro-
spective survey will be conducted in each of the communities involved. Selected
populations will be questioned regarding the impact of this innovation on the
delivery of medical care in the communities involved.

COMMENT

The conditions which produced the setting for MEDEX in Washington state
are not totally unique. The state medical association's pioneering spirit to provide
leadership and its expressed concern for its members were two important factors
leading to the selection of this time and place for the demonstration program.
Another important element was the very obvious need for help in rural Wash-
ington where dedicated general practitioners are growing increasingly concerned
about their ability to maintain the quality and quantity of care for their patients.
Of major importance, also, is a medical school evolving to meet the needs of
the community it serves.
There will be other efforts to use corpsmen in civilian medicine. This program

undoubtedly is not the only way to utilize this manpower pool. Conditions in
other states will not be exactly the same and other pathways may be identified.
However, In MEDEX we have attempted to design a program which is realistic
and practical in this part of the Northwest. As this program continues, it will
probably produce additional information which will be of assistance to other
groups with an interest in improving the delivery of primary medical care in
their areas. Subsequent writings will attempt to communicate such information.
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Domestic implications of MEDEX should be obvious. Not so apparent, how-
ever, are the international developments that could result from American utili-
zation of this available manpower pool. Although we are becoming more aware
of our own health manpower needs, the worldwide perspective is one of acute
crisis, with no relief visible on the horizon. The changes MEDEX or MEDEX-
type programs might possibly effect in this country potentially could open numer-
ous possibilities in other nations which spend considerable sums to maintain
sizable defense systems.

MEDEX is not a radical innovation in health manpower, nor is it a
new training program being developed within a university. It is a joint project
of potential uses of the MEDEX personnel and the developers-trainers-evaluators
of the MEDEX program. It is an overdue effort resulting from a global perspec-
tive to pull together existing resources to meet a growing need in community
health.
Nom: This investigation is supported by Public Health Service contract

HSM-110-69-183 from the National Center for Health Services Research and
Development, Health Services and Mental Health Administration.
This demonstration program is jointly sponsored by the School of Medicine,

University of Washington, and the Washington State Medical Education and
Research Foundation (Washington State Medical Association).

[From the Seattle Post-Intelligencer, Sept. 14, 1970]

FIRST MEDEX GRADS AT UW

Fourteen men walked out of a University of Washington building yesterday,
diplomas in hand.

All had served their country as military medics. Now they will serve society
as Medex graduates, assisting physicians by taking over routine medical duties,
freeing the doctors for more vital tasks.
The University of Washington's Medex program—first in the nation—has

stirred the interest of medical authorities across the country. Several other
states have followed suit on the program. The bold plan, conceived by Dr.
Richard Smith of the UW School of Medicine, is designed to utilize the training
of former military medical corpsmen, rather than let it go unused.
The fourteen men who were graduated from Medex yesterday spent three

months training in didactic and practical medical care under supervision of the
UW School of Medicine's faculty.
The past year was devoted to on-the-job training (preceptorships) with prac-

ticing physicians. All of the 14 now have been hired by their supervising doctors.
The program is continuing at the UW, with a big backlog of applicants.
At yesterday's graduation ceremony, Dr. J. Thomas Grayston, dean of the

UW's School of Public Health and Community Medicine, told the 14:
"You have the opportunity to become pioneers in a field that will grow

rapidly."
Dr. Richard Greenleaf, noted that Medex will enable society to "save a talented

pool" of medical training possessed by the ex-corpsmen.
Dr. John R. Hogness, executive vice president of UW, who in a week becomes

director of the school's Health Services Center, told the 14:
"You are graduates of the most innovative and significant professional health

training program in the nation."
Medex is a joint venture of the UW School of Medicine, the Washington State

Medical Education and Research Foundation and participating private
physicians.

[From the Hospital Tribune, Sept. 24, 1970]

MEDEX: A 'BREAKTHROUGH IN MEDICINE

(By Rodney N. Powell, M.D.*)

Startling discoveries in the basic sciences have consistently captured the head-
lines in medical research. More elusive has been the development of new tech-
nological tools to relate medical knowledge to the care of patients. A. significant

*Professor of Pediatrics, School of Medicine, University of Minnesota, Minneapolis.
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breakthrough in the area of applied medical research has occurred at the Uni-
versity of Washington School of Medicine in Seattle. A research and development
program called Medex is breaking down barriers to extending the capacity of
physicians to provide more and better care to patients.
Early in 1969, Medex (Medecin Extension—extension of the physician—re-

cruited a group of former military medical corpsmen. These men have become the
prototypes of a totally new health professional to help ease the manpower crisis
in the delivery of medical services.

Advanced corpsmen receive 600 to 2,000 hours of formal medical training in
the military health system (including anatomy, physiology, pharmacology, medi-
cal and surgical procedures, and psychiatry). Heretofore, this knowledge has been
wasted when corpsmen left the military, since civilian medicine did not have a
receptive framework for their skills in primary care.

Fifteen former corpsmen were selected on the basis of past medical performance
to undergo three months of intensive training in the summer of 1969 at the Uni-
versity of Washington School of Medicine. Fourteen physicians in family practice
were selected to be preceptors for them during 12 months of on-the-job training
which followed the University Training Phase. These physicians interviewed and
selected the corpsmen applicants, outlined the tasks they were to perform in the
physicians' offices, and agreed to employ them at the end of the 15-month training
period.
The University Training Phase program was based on the needs outlined by

these prospective preceptors. History taking, physican examination, pediatrics,
geriatrics, and other problems of ambulatory practice were emphasized. It was
during this initial training phase that the imagery of this new professional re-
ceived considerable attention by the Medex staff employing techniques of com-
munity psychiatry. The development of a work ethic, a specific identity as they
relate to patients and other professionals, and the internalization of controls to
promote public confidence and acceptance occupied a prominent place during that
period.
Fourteen Medex men have ended their preceptorship with an equal number of

physician-preceptors in solo or group practice. Four are in metropolitan areas;
the majority are in small rural communities.
iMedex recruits are performing many physician tasks that do not actually re-

quire a physician's sophisticated training and intricate decision-making experi-
ences. They are taking histories, doing parts of the physical examination, applying
and removing casts, making hospital and nursing home rounds, assisting at sur-
gery, performing selected diagnostic and therapeutic procedures, making house
calls—on the same schedule as the physicians with whom they are working. They
extend the physicians' capacities at any time of day or night, seven days a week
Having completed their 15 months of training, all 14 are remaining in this new

profession to improve the delivery of primary medical care services. They are
working under the supervision of their employing physicians, who in most in-
stances have quite an investment in their training.
Although the evaluation is not yet completed, the assumption of a significant

number of physician tasks by Medex has engendered unexpected enthusiasm by
the physicians and nurses with whom the men work. More important, however, is
the almost universal patient acceptance of this new professional.
Many patients are aware that some physician-preceptors had previously tried

unsuccessfully to find other physicians to join them in practice to help shoulder
increasing medical service burdens. Many realize Medex has been the salvation
for medical care in some communities about to lose their physicians because of the
exhausting pace of practice.
Dr. Richard A. Smith, Associate Professor of Preventive Medicine, conceived

the Medex idea and is director of the Medex program at the University of Wash-
ington School of Medicine. He had anticipated that public acceptance would be a
major obstacle. He and his staff feel that community preparation by prospective
physician-preceptors preceding arrival of the recruits contributed greatly to ac-
ceptance of the innovation.
Although Medex has produced a new health professional, the importance of this

research and development program is more far-reaching than the superficial
coverage given to the program on recent television broadcasts and in other public
media. The importance to medicine and medical education is expected to extend
beyond the sudden impact of the new professional on the scene as depicted in
earlier professional journals. Probably of far greater significance are the tech-
nological tools developed as a result of this experience.
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The barriers to innovation in health services are complex. To avoid losing time
and obviate obsolescence of plans developed over many years of preparation, the
approach utilized in Medex was involvement planning (confront and solve the
problems as they arise; learn how to do the job while doing it).
Crucial to •Medex's involvement-planning approach was the development of a

collaborative model, consisting of groups with active concern for the delivery of
medical care: practicing physicians, organized medicine (the Washington State
Medical Association), and the University of Washington School of Medicine. The
latter two institutions are cosponsors of the program, which is funded by a grant
from the Department of Health, Education, and Welfare.

State hospital and pharmaceutical associations were also consulted early in
the program. Constructive discussions were held by the Medex staff with orga-
nized nursing in the initial 'stages. In addition, the preceptors and the Medex staff
met with representatives in the communities where the men would be working.
Thus, those groups with vested interests in medical care have been involved in

the program from the beginning. They have since worked together to solve num-
erous problems which such an innovation would be expected to encounter. The
problems of legalization and insurance are being handled by this model, with the
State Medical Association providing leadership, linkages, and legal expertise.
The usual planning techniques would be more difficult to apply in this instance
without the experience of an operational program. Thus, the collaborative model
is producing the necessary receptive framework for the trainees.
Another facet of the MEDEx technology is its use of a competency-based educa-

tion program. Training is based upon competencies achieved through previous
education and work experiences. Also, training is not geared towards degrees
but, rather, towards development of competency in the performance of tasks
determined by a needs assessment and task analysis.

Following a careful analysis of programs in the United States and many other
countries and with the basic design elements described above, MEDEX has devel-
oped an approach to health manpower that can be used for trainees with or with-
out medical background. It is an approach that has stimulated three other states
to begin MEDEX programs this year, and has drawn three additional states into
the final planning stages to produce this newest member of the health profession.
MEDEX represents a significant break with the traditional methods of providing

health care services. Its impetus has been the growing problem of developing ade-
quate health manpower in this country. The program has demonstrated that
physician.s are willing and able to delegate to others medical tasks which hereto-
fore have been performed only by physicians. Further, it indicates that patients
are receptive to new ways of providing medical care if such modalities merit the
confidence of physicians.
The technology described is also now being applied to other kinds of health

manpower. It is a method that has adaptation possibilities for highly industrial-
ized countries and for many of the developing nations as well. To those of us who
have been involved in the delivery of health services in a number of countries, the
technological tools developed by MEDEX take on additional significance as the gap
continues to widen between the need and the capacity to deliver health care
services. It represents one of the few hopes many nations have of extending qual-
ity medical care to more of their people.
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Mr. ROGERS. Dr. Carter?
Mr. CARTER. I think you have an excellent statement, Doctor, and

I feel like that certainly the program at the University of Washington
should be expanded. I feel that it offers a great help to the physician
and to the people and can certainly expand the work of the physician
by such trained personnel.
Mr. ROGERS. Thank you.
Mr. Kyros ?
Mr. KYROS. Thank you, Mr. Chairman. Dr. Johnson, I certainly

agree with everything that you have said, and I think it is central to
what we are trying to do here. One of the points you made is your
concern about how to relate productivity of the medical schools to the
current health needs of the American people. That certainly makes
us pause. A young man going into medical school might want to be-
come a surgeon or a specialist, and I think that your statement on
page 3 gives us real record indication how, if we have these programs
available, we can help direct these young men into family practice.
Is that right?
Dr. JOHNSON. Yes, sir.
Mr. KYROS. Is that what you are saying there?
Dr. JOHNSON. Yes, sir.
Mr. KYROS. And the bill before us will really assist in doing that?
Dr. JOHNSON. Yes, it will.
Mr. KYROS. You don't have to coerce the people?
Dr. JoHNsoN. No, sir. There is nothing coercive in any of this.

There are more students, as you will learn from some of the others
who will testify, more students now interested in going into this
area of provision cof services than we have anything proximating
adequate programs to train them at the present time.
Mr. KYROS. Could you have a medical school that just specialized

in family practice, or would it be better to have it by departments
in medical schools?
Dr. JOHNSON. It must of necessity be by departments, because much

of the basic and fundamental education that goes into training the
family physician in the broad spectrum area that Mr. Carter spoke
about must be taught to the family physician by the internist, by the
pediatrician, by the psychiatrist, and by other specialty disciplines
within the confines of the medical school. But it must be taught within
the area of a specialty department of family practice with which the
student can identify.
It is so important, because we tend to want to create in our own

image, and those who are surgeons want to create surgeons more and
more, and those who are internists or psychiatrists and whatever,
and if there is not an active ongoing productive department of fam-
ily practice in the medical schools for the students to identify with,
they are apt to be seduced into going into the areas of the available
specialties. And that is a fact of life that we have to face.
Mr. KYROS. Thank you. Thank you very much, Doctor.
Mr. ROGERS. Thank you, Mr. Preyer.
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Mr. PREYER. I just would like to welcome Dr. Johnson and say we
are proud of him in North Carolina. We think some of our experi-
mental programs there have been on the leading edge of things, and
Dr. Johnson is largely responsible for them.
Dr. JOHNSON. Thank you, sir. I would say, to correct one thing

that was said, I believe unintentionally. The legislation in North
Carolina did not mandate a department at the University of North
Carolina. We used the carrot rather than the stick, and we set up
funds in our legislature that were available as of July 1 this year,
for a coequal department of family practice, family medicine at the
University of North Carolina. The university took the funds that
were available and brought them in and used them. They were not
required to do that.
Mr. ROGERS. Thank you very much, Dr. Johnson. We appreciate

your being here today.
Our next witness is Dr. Lyle Voge, California Academy of General

Practice, Orange, Calif.
Dr. Voge, we welcome you to the committee and we are pleased to

receive your statement.

STATEMENT OF DR. LYLE VOGE, CALIFORNIA ACADEMY OF
GENERAL PRACTICE

Dr. VOGE. Thank you, Mr. Chairman.
Mr. Chairman, I am sorry these hearings caught me a little short

so I wasn't able to bring my statement.
Mr. ROGERS. Yes. If you will just give us your comments, that will

be just fine, Doctor.
Dr. VOGE. I would like you to consider me as wearing several hats

today. I am Dr. Lyle Voge of Orange, Calif. and I do general prac-
tice. I have for the last 12 years. I was certified by the American
Board of Family Practice this year. I was one of the lucky ones who
passed the exam. I do teach family practice at the University of Cal-
ifornia; and I also happen to be the current president of the Orange
County Medical Association in California. So I want to bring what I
like to think of as grassroots feelings about this bill to the committee.
I also just finished a term as president of our local community action
council which is a group of citizens responsible for administering the
so-called war on poverty, and I have, I think, gained some insights
working in that program that are valuable in this particular area.
In California as of 1970-71 we have tabulated the requests for doc-

tors, and the request for family doctors in California is over double the
amount of requests for all other doctors, all other specialists. In my
county at our county medical association headquarters, which is a
county of a million and a half people and 1,500 doctors, we tabulated
just in July the number of phone calls we got asking for doctors. And
in an average day we received 75 calls to the county medical association
asking where can I find a doctor ? Seven out of eight of those calls are
for family doctors. Unfortunately, in my own practice I have to some-
times have my secretary say to new patients, "I am sorry, we can't take
you today. Dr. Voge is too busy." I know this is happening with my
colleagues. So I want to impress upon the committee that in my county
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and in my town and in lily State there is a crying need for family
doctors.
In my working with the community action council I had the privi-

lege of chairing a special conference on health care for the poor, and we
spent some 4 hours discussing what are the real problems; why don't
the poor get adequate health care. Throughout the 4 hours we heard,
there isn't any care available. There aren't family doctors that we can
go to.
Why don't the poor and even some not so poor go? One of the rea-

sons, one of the rather cryptic remarks I heard is you have to be awful
sick to be $25 sick, doctor. That is how much it costs to go to the county
emergency room or the hospital emergency room. I am convinced and
so are my colleagues in California that we can prevent some of this
episodic emergency care and hospitalization if there are adequately
trained and competent doctors available to the public when they need
them on a regular basis.
The other thing I hear all the time not only from the 'poor but in my

contacts in the chamber of commerce, and the Rotary Club, is we like to
identify with a doctor, a family doctor. We realize he doesn't have to

do everything, but when we hurt we want to know who we can call. We
don't want to have to call the wrong person at 11 o'clock at night

and have him say I am sorry, that is not my specialty. We want to know
that when we call, either he will take care of it or he will see that we
get to somebody who can. I think this is something that we all have to

recognize. As you have heard in previous testimony, the number of

family doctors is decreasing. We are dying and retiring faster than we
are being produced. This is terrible, because this is the foundation of
decent medical care for all economic levels in this country.
I think this has been brought out, too, but I want to emphasize the

fact that—and I hear this so often—people want to know and be able
to identify with a doctor; even if they are not hurting too badly. They
would like to know, can I go and talk to my doctor about something

that I think may be wrong. We have heard about prevention here.

We know that just treating the acutely ill is not satisfactory anymore.
This is very expensive and very painful and very costly to the patient.

We have to be finding diseases earlier and preventing complications.
You have heard many definitions of a family doctor today and I

will just give you mine briefly. In my opinion, a family doctor is a
physician who assumes the primary responsibility for restoring and
maintaining the health of all the members of the family that he treats.
Now, he may do this himself or he may find other specialists to help
him. But he assumes that responsibility. I think this is a critical thing
for this committee to understand. The average specialist doesn't assume
responsibility for the total patient. He assumes responsibility within
his field, and too often I hear, well, I have been going to this or that
specialist, but when I had this problem he said, oh, I am sorry, I can't

take care of that. This is one of the reasons they need family doctors,
and this will cut down on the cost.
As a teacher, I have the opportunity to deal with medical students

and residents and interns, and I would like to give you some very
current information about a program in family practice and what it
can do.
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At the University of California, Irvine, we have some 56 medicalstudents in each class. We have had a program in family practice.By a program, I mean we have established a preceptorship. Out of56 students last, not this year, in 1969, 48 opted on their own time tospend 2 weeks in the office of a family doctor. This year the sameclass had a hundred percent, and the freshmen and sophomores arebeating on our doors saying we want the same thing. We are havingtrouble finding enough family doctors to take all these students.In the four classes at the University of California, Irvine, since wehave put in a program 2 years ago, in the senior class there is 10 per-cent interested in family practice. In the freshman class, there is 60percent. In the sophomore class, there is 60 percent. In the junior classit is up to 65 percent. These are the kids that we had in our offices lastsummer and this summer. So I think it is very important that yourealize that a department of family practice is important contact witha doctor, with a person that the student can identify with as somebodyhe wants to identify with and be like is very important.
Up until very recently medical students didn't have any familydoctors around. They didn't see them. I went through 4 years of medi-cal school and the only time I saw a family doctor is when I got sickand went to his office. So it is very important. This is a very impres-sionable age; and students identify with the people who are aroundthem.
One other quick point. I have, in talking to these students, been im-pressed with the zeal and their concern for human beings. I think weare really on the brink of a tremendous opportunity. I think, unfortu-nately, maybe my generation was more concerned with things; and Ihave four teenagers in my own family, and am proud to say I thinkthey are more concerned with people. I think at all levels, in the college,the medical school, these students want to take care of sick people.They are concerned with human problems.
Along those same lines, I think that the Federal Government hasvery generously supported research into scientific problems concerning

health and into development of technology. But we aren't applying
that to the day-to-day needs of the sick people in my county, in my
city, in my State. The only way we are going to apply this knowledge,
the technology, is by providing the manpower, the people, the family
doctors who can deliver that.
Now, they have to be well trained. They have to be competent. But

as you can see from our survey, we need to get to the students early in
their medical training, I mean as freshmen, and that means having
family doctors on the faculty talking to them and available so they can
visit with family doctors, see what it means to be a family doctor and
a respected member of your community. We found that in California.
We used to have a preceptorship between the junior and senior year.
We have now moved it up to freshmen. By the time they are juniors
and seniors most of them are already committed to specialty practice
because they hadn't seen family doctors.
One other final point. I had the privilege of hearing Dr. Sanders,

the former chancellor of the University of California Medical School,
give an interesting talk at one of our postgraduate lectures just last
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year and the title of his talk is "Medicine is for Man." And I would
just like to reemphasize that. All the research, all the guinea pigs, all
the test tubes, all the buildings don't mean a thing if the people aren't
getting health care, and in the opinion of the doctors, the family
doctors and most of the doctors in California, I would say one of the
best ways to bring these benefits to the people is to provide more family
doctors.
Mr. ROGERS. Thank you very much, Doctor.
Mr. ROGERS. Mr. Kyros?
Mr. KYROS. No questions, Mr. Chairman.
Mr. ROGERS. Mr. Preyer.
Mr. PREYER. No questions. Thank you. I thought that was an excel-

lent statement, and I hope you will have the chance to elaborate on it.
Dr. VOGE. Yes. I am sorry your committee hearings caught me at

the convention in San Francisco and my statement is in Orange.
Mr. PREYER.. Thank you very much.
Dr. VOGE. And my office is locked today.
Mr. ROGERS. I think your statement was excellent. I agree with you

that young people are concerned. They are placing different values, and
not to be critical of the generation that we are a part of necessarily, I
think money has been stressed more than people as you say.
Dr. VOGE. Well, I think Sputnik was partly responsible for that.
Mr. ROGERS. And so I think we are having a different attitude and I

think this will be reflective of people going into general practice.
And, of course, too, the fact that you are now specializing in general
practice, family practice will give respectability.
Dr. VOGE. Right. That is very true. I was amazed, you know, I

haven't changed my sign or I haven't changed my stationery but I have
been really impressed. Now, when I talk to the students and they
say, "Did you take the board?" and I say, "Yes, and I passed it," they
listen a little more. They can identify with me for whatever reason.
Mr. ROGERS. It is good to be in a specialty, isn't it?
Dr. VOGE. Well, I don't really feel too much different, but I think

the main reason I took the board exam is because I want to get to the
students.
Mr. ROGERS. I agree with you and I think 
Dr. VOGE. And if that is important to them, then it is important

to me.
Mr. ROGERS. Well, of course. Thank you. Your testimony has been

most helpful.
Our last witness this morning is Dr. Jack Hall, who is president of

the Association for Hospital Medical Education, Methodist Hospital,
Indianapolis, Ind.
Dr. Hall, we welcome you to the committee. We will be pleased to

receive your statement and I see you have with you Mr. Ted
Kummer
Dr. HALL. That is correct.
Mr. ROGERS (continuing). Is that correct, executive director of the

association. We welcome you both and will be pleased to receive your
statement.
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STATEMENT OF DR. JACK H. HALL, PRESIDENT, ASSOCIATION FOR
HOSPITAL MEDICAL EDUCATION; ACCOMPANIED BY THEODORE
G. KUMMER, EXECUTIVE DIRECTOR

Dr. HALL. Thank you. You are very kind. I would like to tell a small
anecdote. In 1962 as director of medical education we had established
a family practice program, and had an outstanding young man that
had graduated in the top 10 in his medical school class as one of our
first family practice residents. He was so good that all the other spe-
cialty programs, and we have 11 other specialty programs in our
hospitals, wanted to recruit him into the program. So one day he was
being severely hazed by his colleagues in internal medicine who were
saying, "Pete, you really don't want to be a general practitioner. You
really ought to be a super specialist like us in internal medicine," and
so forth. And Pete gave them the best answer that I know of, and he
turned around and he said, "Well, the difference is that you want to
doctor disease and I want to doctor people." And I think this is
very, very pertinent to the discussion of the day and fits right into
the trend of the previous discussions.
I would like to identify just a little bit about the association that I

have the pleasure of serving as president.
The Association for Hospital Medical Education represents the med-

ical education programs in approximately 500 community hospitals.
The hospitals are fairly large and average 450 beds.
These hospitals have in their graduate education programs—intern

and resident education—approximately 40 percent of the intern and
resident education positions available in our country. Over 125,000
practicing physicians in the United States belong to or relate to the
medical staffs of these hospitals. These are community hospitals with
approved graduate education programs.
There are now 46 approved family practice residency programs.

Twenty-seven of these are in community hospitals, and 19 are in med-
ical schools. And Dr. Kowalewski made comment and made part of the
record some of these facts. Twenty-three of the community hospitals
and two of the medical schools are represented by members of the
Association for Hospital Medical Education.
I wonder why it is that family practice residency programs have

developed in community teaching hospitals? Development of these
programs in community hospitals has been rapid and natural because
it is in community hospitals that the majority of practicing physicians
are represented and there is less dissipation of effort when teaching
occurs where the physician teachers work and practice. Further, a sig-
nificant portion of the practice of family medicine is carried out in
hospitals, and a majority of hospital health care is delivered through
community hospitals that have provided a milieu for care and educa-
tion in family practice. In other words, the community hospital is the
front line of health care delivery. What better learning environment
could there 'be?
When the student has an opportunity to see family practice and pri-

mary care, many recognize this as a real reward of medicine. Because
of this, they will pursue family practice at a higher level if they have
an opportunity to participate in it in their community hospital.
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The major factor that has inhibited the establishment of family
practice training programs in hospitals is that financial crisis that
is faced by most institutions. Many simply do not have funds avail-
able to implement new programs or to reimburse faculty, either on
a part-time or full-time basis. Inauguration of a graduate program
in family practice is difficult and costly. In other areas of medicine,
physicians have had experience in teaching their specialty during the
years of residency education. Since established family practice resi-
dency programs are relatively new, and of short duration, 3 years,
the pool of available experienced teachers of family medicine is com-
paratively small. Furthermore, family physicians are often over-
whelmed by patient care demands which leaves them little time to
learn to teach, and to teach.
It is the firm conviction of the Association for Hospital Medical.

Education that the family practice movement can contribute enor-
mously to solving the major problem we face in the delivery of health
services. But to succeed, it must receive adequate financial support.
Further, leaders in medical education commonly agree that a good
residency and continuing medical education program in the hospital
is a necessary antecedent to a good medical education program for
students. Solid graduate and continuing education programs are the
needed foundation to a good undergraduate program. Thus, provi-
sion of financial support for family practice residency programs in
community hospitals must accompany provision of support for de-
partments of family medicine within the medical colleges. Addition-
ally, we believe that the funds should be provided in such a way as to
stimulate creation of separate and distinct departments of family
medicine within the medical colleges. Otherwise, we fear, the funds
may become dissipated into other needy programs.
Funds made available through H.R. 15793 and Senate bill 3418

will contribute substantially to development of additional family
practice training programs, both in community hospitals and in medi-
cal schools. These funds will stimulate development of faculty educa-
tion programs. They will provide reimbursement to part-time faculty
and stimulate development of full-time physicians interested in family
practice education, and they will enable institutions to construct model
ambulatory patient-care centers.
We hear often and, indeed, we are confronted with a crisis in health

care delivery in this country, partially as a result of manpower short-
age, partially as a result of inadequate distribution of available phy-
sician manpower and partially as a result of manpower specialty. Mil-
lions of Americans do not have access to primary medical care, not
through any fault of their own, but simply because there are not
enough qualified practitioners to provide primary care. Present pro-
grams in graduate education seem to be yielding physicians doing more
and more for fewer and fewer. By the very nature of family practice,
techniques of preventive health care and management and control
of practice become perfected and serve as models in family practice
units for efficient delivery of health care for large numbers of people.

51-381 0-70 12
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Management responsibility has led to the establishment of ourgreat Nation as the productive leader of this world. I believe unequivo-cally, that the manager of health care should be the physicianeducated to assume comprehensive continuing responsibility for thehealth of the family. This is the family physician. The active programsnow functioning have led the Nation in the development of doctorassistants to increase their ability for the delivery of health care. Youhave heard the testimony of Dr. Amos Johnson about the exciting
development of physician assistants in the State of Washington and
the State of North Carolina. We have had a similar experience at
Methodist Hospital in Indianapolis, Ind. Dr. Johnson told you about
his pioneering efforts as a family physician and the development of a
doctor's assistant program 30 years ago. I think that this is a tribute
to where the new experiments in the delivery of health care services
have started. They have started in the family practice area, and we
owe a great debt to men like Dr. Johnson for their leadership in this.
The community hospital and the community delivery of health

care in the home base of family physicians, and educational experience
gained in this environment is most realistic. The funds provided by
grants authorized by this legislation will stimulate development of
community hospital-based family practice training programs. The
support of the family practice movement has been a major position of
the Association for Hospital Medical Education over the past decade
and we look upon enactment of H.R. 157'93 as vital to improved health
care for all our citizens.
I would like to talk just a minute about a question that Representa-

tive Nelsen brought up relative to the loss of physicians from some
States. Indiana, as many areas in the Midwest, had suffered from this
brain drain of physicians leaving our State. We established, through
our State legislature some time ago, an assistance to the development
of graduate education programs in our State. They provide really less
than 5 percent of the funds necessary to conduct these programs. But
they do provide a stimulus to the hospitals to establish them. We did
establish increasing numbers of internships and residencies. Nine out
of 10 of these residencies have been in family practice.
We have improved our position by 106 physicians, I believe that is

the correct number, in the State of Indiana over the past 3 years that
come to our State now to participate in graduate education. Thus, we
think that we have reversed the tide of the brain drain from our State.
And we have done it by providing an attractive program that the
students desire.
I would only amplify what has been said before. The bright students

are looking for family practice and for delivery of primary health care
that relates to the needs of the people. And I believe that programs
that provide this will grow, will protect their States against this loss.
Mr. Chairman, we thank you for the opportunity to comment and

we would appreciate any questions.
Mr. ROGERS. Thank you, Dr. Hall. I appreciate your testimony.
Mr. Kyros.
Mr. KYROS. Thank you very much, Dr. Hall.
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Thank you, Mr. Chairman.
Mr. ROGERS. Mr. Preyer.
Mr. PREYER. I have no questions. Thank you, Mr. Chairman. That

is a very helpful statement.
Mr. ROGERS. What about your emergency room? Is it being used

more and more by people for primary care?
Dr. HALL. Yes, sir. Yesterday, I had a man come down to my office

and say that he plans on going into family practice, and the fact that
he had just finished a 2-month tour in the emergency room he felt was
an excellent experience because what he really saw there was a general
practice or family practice of medicine.
Mr. ROGERS. Have you expanded your emergency room?
Dr. HALL. Yes; by demand, and I think this is because
Mr. ROGERS. Is this the trend everywhere?
Dr. HALL. Yes. I think it is the fault of not really meeting the needs

of the people. They no longer have a family physician that can meet
these needs. Thus, they impose themselves on a relatively artificial sys-
tem in our emergency room which takes care of them only one time,
does no prior planning to prevent diseases and I think it is kind of
tragic that we have allowed our system to slide into this.
Mr. ROGERS. Do you have any clinics, outlying clinics, that feed into

your hospital?
Dr. HALL. Yes, sir. We started, 3 years ago, community health

clinics. These were started at the request of the people in these com-
munities. These were communities in Indianapolis in areas of 15,000
to 30,000 people who by their mode of transportation took an hour
or more to get to a physician. We told them that if they wanted to
come down to our hospital we would provide free care. And the
county hospital did the same thing. But by the bus system it took a
long time for these people to get there. So they really were severely
deprived of access to good health care. In establishing this, we ex-
perimented with various kinds of physicians to work in there, and we
tried pediatricians, and internists, and so forth. But we have only
been really successful in it when we took one of the residents that
completed our family practice program and made him the director.
And he has built a program that is exciting.
Now, the medical students are signing up to participate with him

in this program, more than he can accommodate. I have many residents
in family practice who want to go out and work with him in it. It
has been an exciting venture.
Mr. ROGERS. Isn't this going to be pretty much the pattern that is

going to have to develop, have outlying clinics in the areas where you
have family practitioners, perhaps group practice in that area?
Dr. HALL. Yes, sir. I would think so. I would hope that as we are

subsidizing these clinics out of our hospital basically from what
our charges are on the hospital patients, that as we have these fine
young men both in medical school and in their graduate training that
go out and see the needs and enjoy the experience of taking care of
these 'people, that they will set up practices there in a group sense.
I do not believe that we will see too many independent men go out
into practice as solos any longer.
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Mr. ROGERS. That is passing quickly, isn't it?
Dr. HALL. I believe SO.
Mr. ROGERS. Thank you very much. We appreciate your presence,Mr. Kummer, you being here. Thank you very much. And the com-mittee will stand adjourned until 10 o'clock tomorrow morning.
Thank you.
(Whereupon, at 12:30 p.m., the subcommittee adjourned to re-convene at 10 a.m., Wednesday, September 30, 1970.)



TRAINING OF FAMILY PHYSICIANS

WEDNESDAY, SEPTEMBER 30, 1970

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON PUBLIC HEAL/PH AND WELFARE,
COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE,

Washington, D .0 .

The subcommittee met, pursuant to notice at 10:20 a.m., in room
2325, Rayburn House Office Building, Hon. John Jarman (chairman)
presiding.
Mr. JARMAN. The subcommittee will please be in order as we con-

tinue the hearings on H.R. 15793 and other bills amending the Public
Health Service Act with regard to family medicine practice.
Our first witness this morning is our colleague from Illinois, Con-

gressman John Anderson.

STATEMENT OF HON. jOHN B. ANDERSON, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF ILLINOIS

Mr. ANDERSON. Thank you, Mr. Chairman.
Mr. JARMAN. It is a pleasure to have you with us, John.
Mr. ANDERSON. Mr. Chairman, I have a statement some 12 pages in

length which more fully states my views, but I would ask permission
to have that incorporated as a part of the record of the hearings and
then proceed to try in less than half that space to summarize.
Mr. JARMAN. The committee will be glad to accept the full state-

ment.
Mr. ANDERSON. It is a privilege to appear before this distinguished

subcommittee this morning. And I would certainly want to make it
clear at the outset that I come as one who has no mere academic
interest in the bills now pending before your committee, but as one
whose district suffers from an alarming shortage of doctors, and par-
ticularly family practitioners. Therefore, I feel strongly that we must
undertake substantially expanded efforts to secure the training of more
family doctors.

This morning I would like to touch on just one aspect of the state-
ment that I have filed or will file with the committee because I think
it has a particularly important bearing on what you are doing.
I am not going to try to make the case for aid to family medicine

departments in our medical schools or to cite the figures on the decline
in the portion of our doctors who are engaged in family practice. This
has already been done more than once by individuals who carry more
authority on these matters than do I. The real issue in my view is
how shall we go about stimulating our medical schools to expand

(175)
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their output of primary care physicians. Is there sufficient authority
and resources in our present programs, and in particular in the Health
Professions Educational Assistance Act or do we need new categorical
education aimed more precisely at the family doctor target?
As one member of the Republican congressional leadership I have

tried to keep in close touch with and given my full support to key
administration officials seeking to develop positive programs to meet
our Nation's health care needs. In this regard I feel in all candor that
I should say to this subcommittee that I think that the testimony
that was offered last July by Dr. John Zapp, an HEW official, be-
fore the Senate Labor and Public Welfare Committee did not really
do full justice to the Nixon administration concern for health care
problems and, indeed, left several important points unclear. In rec-
ommending against the Senate counterpart of the Rooney bill, Dr.
Zapp argued that there was sufficient authority for the support of
primary care training under the Health Professions Education As-
sistance Act. However, every succeeding witness and a number of
them prominent in family practice units in medical schools vehemently
denied that any significant amount of funds from the NIH Bureau
of Health Professions Educational Training was available for family
practice programs. Dr. Francis M. Land, head of the division of
family practice at the University of Nebraska Medical Center said,
and I quote:
I can assure you that a thorough search of the NIH records will show thatno grants have been given for this primary purpose.

Dr. E. M. Hansen, assistant dean of the Wisconsin Medical School,
similarly asserted and again I quote from the record of those hear-
ings, "We have been able to secure no Federal support whatsoever"
for family practice programs.
And as it turned out the HEW official that I referred to was talking

about two factors as being evidence that health professions education
assistance funds are available for family practice programs. One, he
was speaking of the formula grant money that goes to all qualifying
medical schools under the act, and secondly, special grant funds worth
$11/2 million to 17 different family practice programs.
Let me point out that since only 23 schools have family practice pro-

grams worthy of the name, formula grants could at best total around
$500,000, because each school receives only a basic grant of $25,000.
But in medical schools that are dominated by research and specialism,
who can really believe that struggling family practice departments are
receiving one-half or one-quarter of this very small amount of formula
money?
Moreover, it appears that the special grants for family practice

programs were oriented toward exposing specialists to the nature of
the family practice discipline and not really training family practice
physicians per se. So when you net all of this out then it seems to
me that not much more really than $1 million of health professions
educational assistance money was available during the past fiscal year
for the direct support of family practice programs. And if I were to
use a formula that has been developed by Dr. Edward Kowalewski,
president of the Academy of General Practice, I would compute that
spending at this level would produce the grand total of 16 additional
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family practitioners annuany. And gentlemen, m37 own 16th Con-
gressional District in Illinois could use that many. How can we pos-
sibly be led to believe, therefore, that this is adequate to meet the
overwhelming national need?
This takes me back to the central issue of this legislation, which I

think stated simply is this: Should we enact yet another categorical
Federal-aid program Now, ordinarily I would respond to that ques-
tion with a resounding no. It seems to me that prior Congresses literally
went mad during the 1960's in authorizing and in proliferating cate-
gorical grant programs. And as a, result the areas of health, welfare,
education, and manpower have become, to borrow a metaphor from
William James, "A blooming, buzzing mass" of confusion and over-
lap. The Nixon administration vowed to impose some managerial
order and logic on this categorical chaos by consolidating programs
and moving wherever possible from categorical to general grants. I
have most enthusiastically supported this effort a,nd will continue to
do so.
But having said this and having, I would hope, established cre-

dentials as no uncritical friend of the categorical mania that does
afflict some of my colleagues, I would also remind you that for every
rule or general principle that there is an occasion at times for an excep-
tion, and I think this is one of them. The matter can be put quite simply.
Since 1948, the preponderant portion of the Federal support for medi-
cal schools has been in the form of research funds distributed by NIH,
an institution which reflects and is indeed the very epitome of the
present specialty research-oriented trend in medicine. NIH is orga-
nized largely by disease or physical attributes. Its advisory bodies
are composed of eminent specialists and researchers. Its top admin-
istrators are products of what might be called, might be termed "high
medicine."

do not for a moment regret the fact that we have established NIH
and that Congress has chosen to fund it generously. The flowering
of modern medical science and the brilliant progress that we are
making in overcoming some of the worst afflictions known to man-
kind would not have been possible without it. But like any other human
organization it has its history, it has certain bureaucratic rigidities
and biases, and these are such as to make it, I think, not really the
proper setting for the rapid development and expansion of a program
of large-scale Federal aid for the production of family practice
physicians.
Moreover, this is only half of the story. The other half is that as a

result of "specialization" and "sciencization" of medicine, and the
fact that for 15 years Federal aid was available only for medical re-
search, the great majority of our medical schools have been literally
transformed in the post-World War II years from teaching institu-
tions to research institutions producing medical specialists as a by-
product. As Dr. Kowalewski has noted—
The medical school curriculum has been geared to accommodate research, with

the result that few if any of the medical school faculty have been general prac-
titioners with a primary interest in training family doctors.

So, in attempting to provide a new funding input into our medical
education system for the training of family physicians we are con-
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fronted with powerful, entrenched countercurrents on both ends of
the spectrum. I must frankly express the fear that to merely increase
HPEA funding hoping that some of the funds will find their way
into family practice curriculums and departments might well be an
utopian gesture. Again to quote Dr. Kowalewski :
By simply increasing the amount of funds available to medical schools one

has no reason to expect that medical schools are automatically going to establish
departments of family medicine. Rather the supposition would logically be that
medical schools would tend to strengthen those departments and programs al-
ready in existence.

Because of the nature of the institutions at both the providing and
the receiving ends, I think we are going to need a new and more finely
honed instrument welded by those sympathetic to the needs and pur-
poses of the family practice medical education at both ends of the
system if we are going to deal effectively with this very critical prob-
km.
Mr. Chairman, I believe that the Rooney bill provides this by first,

making grants contingent on the approval of an advisory council on
family medicine composed of 12 individuals, four of them family
practitioners and four of them teachers of family medicine; secondly,
by providing that funds shall be granted to medical schools to operate
as an integral part of their medical education program separate and
distinct, and I have underlined those words, separate and distinct de-
partments devoted to providing teaching and instruction in all phases
of family medicine. Though there has been some question as to whether
this explicit stipulation of separate and distinct departments is nec-
essary, I think that given the institutional setting, the history of medi-
cal education in recent years, and the urgent need to undertake a dra-
matic expansion of support for the training of family physicians, that
the proponents of the separate department and categorical grant route
have the best of the argument.
Mr. Chairman, let me make just two very brief concluding points.

First, I have been informed by HEW that they will be introducing
an omnibus health manpower bill next year which would adequately
cope with the need to produce more primary care physicians. By
supporting this legislation I certainly don't close myself off to the
possibility that this option will be offered to the Congress, although
as I said today, I think perhaps there would be great difficulties in
taking that route rather than focus, as I think we are doing with this
particular bill, on a particular part of the problem.
And secondly, in my more detailed written statement, I have ex-

pressed the hope that in considering this bill, this legislation, that
you might also consider including with it as a part of the legislation
a scholarship section in part (a) of the bill along the lines of the
Senate bill that has already been introduced on the other side of the
Capitol by Senator Murphy, of California, and many of his colleagues
on the Senate Labor and Public Welfare Committee. And again, I
think that this would be a logical complement to the other part of the
legislation which I am urging.
Mr. Chairman, that concludes the summary that I have prepared

of my written statement.
(Mr. Anderson's prepared statement follows:)
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STATEMENT OF HON. JOHN B. ANDERSON, A REPRESENTATIVE IN CONGRESS FROM
THE STATE OF ILLINOIS

Mr. Chairman: It is a privilege and a pleasure for me to appear before this
distinguished Subcommittee this morning. I would make it clear from the outset
that I come here with no mere academic interest in the bills before this com-
mittee. As is the case with a growing number of my colleagues, the District I
represent suffers from an alarming shortage of doctors—particularly family
practitioners. Twelve communities in the Illinois 16th District, according to the
state AMA, are desperately seeking doctors. Some of these communities have not
had an active physician in 10 years; others are experiencing considerable eco-
nomic and population expansion and are in a quandary as to how the growing
medical needs and demands of their communities are to be filled.
And this is not only true of small communities and rural areas, but of large

urban areas as well. Rockford, the principle city in my district with a population
of almost 150,000, is in desperate need of more physicians. I am told that Chicago,
the nation's second largest city has experienced a net loss of over 1,700 physicians
in the past decade. Because of these alarming trends, I cannot but applaud
this subcommittee for holding these hearings and express the hope that we can
get speedy action on these measures to expand federal support for the training
of primary-care physicians.
Mr. Chairman, I would like to consider with your subcommittee today three

broad aspects of this problem. First, the dimensions of the physician manpower
shortage and the severe maldistribution problems associated with it. Secondly,
some of the causes of the seeming inability of our medical schools to substan-
tially increase their output of physicians. And thirdly, my reasons for sup-
porting this categorical legislation despite my general preference for avoiding
any further proliferation of categorical grants.
This committee has, no doubt, been fully apprised of the statistical dimensions

of the doctor shortage in this country. Though I could not presume to add any-
thing which is really new or startling, I do want to briefly suggest a number
of the instances of maldistribution in our medical manpower system that, in
my view, demand immediate attention.
If we were to look at the aggregate or total supply of physicians in the

United States, it would appear that there is really not much of a problem at
all. In 1931, there was one doctor for every 818 persons in the nation; by 1949,
this ratio had dropped to one for every 787 persons; and by 1967, the figure
stood at one doctor for every 677 individuals. On the surface, at least, the ap-
pearance of progress.
However, if we probe a little deeper the picture begins •to change. In 1931,

fully 90% of active physicians were in private, patient-care practice; by 1949,
the number had decreased to 78% and by 1967 the figure was only 65%.
Moreover, there has been an even more precipitous decline in the percentage
of doctors engaged in the particular area of general or family practice. In
1931, over 75% of physicians were in this type of practice; by 1949 less than
50% were; and today the figure is at a phenomenal low of 20%, and still
declining because less than 15% of recent medical school graduating classes have
expressed an intention of going into this field.
What these figures seem to indicate is that the traditional points of "entry"

or "intake" into the health care system are rapidly disappearing. In 1931, there
was one primary care physician for every 1,000 persons in the nation; today
there is scarcely one primary care physician for every 3,000 persons. As a
result, we have an increasingly effective network of quite often brilliant specialist
care once serious illnesses or other major maladies have been incurred; but at
the same time we are being left with an increasingly sparse, uneven, gap-filled
and ad hoc system for diagnosing illnesses in the early stages and for providing
effective preventive treatment.

Ordinarily, discussion of the physician shortage focuses on the aggregate num-
ber needed to meet the health care needs of the American people; a common
figure cited is 50,000 additional doctors. But I am afraid that this obscures an
even more urgent problem: namely the need to create a system of primary or
general care services equal to the growing sophistication and quality of our spe-
cialist care. For without upgraded and improved primary care services and ade-
quate and accessible points of "entry" into the total health care system, we are
never going to make significant headway in improving the health of the American
people or controlling the costs of providing health care services. As Dr. William
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Stewart, former Surgeon General and present Chancellor of the Louisiana State
University Medical School, has argued:

. . . we have gone overboard in institutionally based medical care. We
have been obsessed with the rare and the dramatic. We have grafted and
transplanted for the few at the expense of the many. We have passed the
necessary plateau in the development of medical care in this country, which
rightfully concerned itself with the dramatic, lifesaving, crisis-oriented, spe-
cial disease-entity phase, and balanced effort, of course, will have to be con-
tinued in this area. But now we have to come to realize that if we are going to
further improve medical care for more people, we will have to devote increas-
ing efforts toward the improvement of the quality of life, and this could best
be done through the family practice concept of medical care.

Another type of maldistribution—regional and socio-economic--also plagues
the delivery of health care services in the United States. Region-wise, the South
has only 96 physicians per 100,000 residents while the Northeast has 155. The
average for isolated rural areas is 47.7 in contrast to an average for major
metropolitan areas of 159 per hundred thousand. New York City, for example, has
one doctor for every 500 persons; primarily rural North Dakota has one for every
1500. To bring the other regions of the country up to the level of the metro-
politan areas of the Northeast would require 50,000 additional doctors immedi-
ately.
And, of course, doctor ratios for poverty areas or low-income groups are even

worse. The National Advisory Commission on Health Manpower reported in 1967
that to bring per capita expenditures for physician services for poverty fam-
ilies up to the level enjoyed by families with incomes between $4,000 and $7,000
would require nearly a 10% increase in total national spending for physician
services. Yet, we know that even the $4,000 to $7,000 group does not generally
receive the full range of physician services necessary for optimum health. So
when we talk of providing an adequate supply of doctors for all socio-economic
levels, we are speaking of a quite substantial increase in the output of services.
Though some of this output increase may come from improved productivity most
of it will depend on greatly expanding the supply of practicing physicians.
A third problem closely connected with the supply of physicians is the growing

"doctor drain" from foreign medical schools into the United States. Approximately
7,000 graduates of foreign medical schools enter the United States each year;
this group accounts for 28% of new interns and residents and 17% of new
licentiates. Theoretically, these students come to this country to take advantage
of our superb facilities and programs for advanced medical training. However,
over 50% of these students remain in the United States to establish practices after
their training has been completed. As a result, in 1967 they accounted for 14%
of the active physicians in the country.
In my view, this growing dependency on foreign medical school graduates

raises the most serious moral problems for the United States. To be sure, some
of these foreign medical school graduates are Americans who did not gain
admittance to the limited classes of our medical schools and went abroad for
their first medical degree. But ultimately, most of this number is comprised of
persons from developing countries who come directly to the United States, or of
Europeans who are in turn replaced in their home countries by medical school
graduates whose origins are in the developing world. It seems hardly conscion-
able to me that the richest nation on earth should be dependent for almost one-
sixth of its doctors on individuals from nations so desperately in need of trained
medical personnel. Indeed, rather than importing doctors we should by all rea-
sonable standards of international moral obligation be helping to provide medi-
cal services and personnel to developing countries. And I am sure the members
of this committee are aware, there has been much discussion recently of the
unfavorable U.S. balance of trade. It seems to me this excessive inflow of medical
manpower is the most egregious imbalance of all.
There are still at least two other considerations to factor into the physician

manpower problem. One is the fact that many of our hospitals and other insti-
tutional health care services are severely understaffed. For instance, it has been
estimated that 25% of the available intern and residency positions alone go un-
filled each year. In nine states, less than 60% of the positions are filled. To fill
these positions would require 3,500 additional medical school graduates each
year.
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Another debit on the physician supply ledger is the fact that our increasingly
sophisticated medical knowledge and technology makes continuing education
nearly an absolute necessity if the unparalleled quality of American health care
is to be preserved. Yet, to free all American doctors for just two weeks per year
for continuing education would require a 5% increase in the supply of manpower.
In light of these tremendous needs and considering the seeming inability of

our medical schools to significantly step-up their output of doctors, I must say
that I find the bills introduced by my colleague from Pennsylvania, Mr. Rooney,
most timely and welcome. They zero-in right to the heart of the health care
crisis in this country by providing significant new amounts of federal aid for the
training of primary care physicians. I was most surprised to learn from a perusal
of the Senate hearings on similar legislation that of our approximately 100 med-
ical schools only 9 have full departments of family medicine and only 14 have
divisions devoted to the training of primary care physicians. If this is the case
it is no wonder that our primary health care system is faltering so badly in this
country!
At the same time it is interesting to note that 15 medical schools have family

medicine departments in the planning stage and another 19 are conducting
feasibility studies. If in the immediate future all of these schools could establish
functioning departments it would represent an increase of 55%. The problem
seems to be that there just is not the funding available to move, in many in-
stances, from the planning to the construction and operation stage. And that is
why this legislation is so vitally important.
We desperately need new federal financing to get these departments off the

ground, expand existing ones, and establish still further family medicine de-
partments because the money simply is not available anywhere else.
As a member of the Republican Congressional leadership, I have kept in

close touch with and given my full support to key Administration officials who
are seeking to develop positive programs to meet this nation's pressing health
care needs. In this regard I feel obliged to say that the testimony offered before
the Senate Labor and Public Welfare Committee in July by Dr. John Zapp, an
HEW official, did not do justice to the Nixon Administration's concern for health
care problems, and indeed left several important points unclarified. In recom-
mending against the Senate counterpart to the Rooney bill, Dr. Zapp argued
that there was sufficient authority for the support of primary-care training
under the Health Professions Education Assistance Act. However, every suc-
ceeding witness, a number of them heads of family practice units in medical
schools, vehemently denied that any significant amount of funds administered
by the NIH Bureau of Health Professions Education and Training was avail-
able for family practice programs. Dr. Francis M. Land, head of the Division
of Family Practice at the University of Nebraska Medical Center said, "I can
assure you that a thorough search of the NIH records will show that no grants
have been given for this primary purpose." Dr. D. M. Hansen, assistant dean of
the Wisconsin medical school, similarly asserted, "we have been able to secure
no federal support whatsoever" for family practice programs.
As it turned out, the HEW official was referring to two factors as evidence

that HPEA funds were available for family practice programs—(1) the formula
grant money that goes to all medical schools under the act; and (2) special
grants worth $1.5 million to 17 different family practice programs. Yet, since
we noted that only 23 medical schools have family practice programs worthy
of the name, formula grant aid could at best total about $500,000, as each school
receives a basic grant of $25,000. But in medical schools dominated by research
and specialism, who is to believe that struggling family practice departments
are receiving even one-half or even one-fourth of this formula money? As Dr.
Zapp noted, "we do not have information on the specific programs for which
the schools use these funds." Moreover, it appears that the special grants for
family practice programs were oriented toward exposing specialists to the
nature of the family practice curriculum and not really training family practice
Physicians per se. So when you net all of this out, it appears to me that not
much more than $1 million of HPEA money during the past fiscal year was
available for direct support of family practice programs. Using a formula
developed by Dr. Edward Kowalewski, President of the American Academy of
General Practice, I compute that spending at this level in future years would
produce the grand total of 16 additional family practitioners annually. My
heavens, gentlemen, my own district could use that many! How are we to be
led to believe that this is adequate to meet the overwhelming national need?
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And this takes me to the central issue of this legislation. Stated simply:
should we enact yet another categorical federal aid program? Ordinarily, I
would respond with a resounding no. The Democratic Congresses of the mid-
nineteen sixties literally went mad authorizing and proliferating categorical
programs. As a result, the areas of health, welfare, education, and manpower
have become literally, to borrow a metaphor from William James, a "blooming,
buzzing mass" of confusion and overlap. The Nixon administration vowed to
impose some managerial order and logic upon this categorical chaos by con-
solidating programs and moving wherever possible from categorical to general
grants. I have most enthusiastically supported this effort and will continue to
do so.
But having said this, and having established my credentials as no friend of

the categorical mania that afflicts some of my colleagues, I must also remind
you that with every rule or principle there is occasion for exception, and I
think this is one of them. The matter can be put quite simply. Since 1948, the
preponderant portion of federal support for medical schools has been in re-
search funds distributed by the National Institutes of Health—an institution
which reflects the epitome of our present specialty-research oriented trend in
medicine: It is organized by disease or physical attribute; its advisory bodies
are composed of eminent specialists and researchers and its administrators
are professional products of what might be termed "high medicine."
Now I do not regret for a moment the fact that we established NITI and that

the Congress has chosen to fund it generously; nor do I wish to criticize the
many fine professionals associated with it. Indeed, the flowering of modern
medical science and the brilliant progress we are making in overcoming some
of the most recalcitrant afflictions known to man would have been impossible
without it. But like any human organization it has its history, its bureaucratic
rigidities, its biases. And these are such as to make it a most inimical setting
for the rapid development and expansion of a program of large scale federal
aid for the production of family practice physicians.

Moreover, this is only half of the story. The other half is that as a result of
"specialization" and "sciencization" of medicine, and the fact that for 15 years
federal aid was available only for medical research, the great majority of our
medical schools have been literally transformed in the post-World War II years
from teaching institutions to research institutions producing medical specialists
as a by-product. As Dr. Kowalewski has noted:

The medical school curriculum has been geared to accommodate research,
with the result that few if any of the medical school faculty have been gen-
eral practitioners with a primary interest in training family doctors.

So, in attempting to provide a new funding input into our medical education
system for the training of family physicians we are confronted with powerful,
entrenched counter-currents on both ends of the spectrum. To merely increase
HPEA funding hoping that some of the funds will find their way into family
practice curricula and departments is at best a utopian illusion. Currently the
funding agencies at the providing end and the medical schools at the receiving
end are institutionally incapable or at least unlikely to produce the dramatic
overhaul of medical education that we so desperately need. Therefore, in dis-
tributing the federal largesse, we need a fine-honed instrument manned by those
sympathetic to the needs and purposes of family practice medical education at
both ends of the line.
I believe the Rooney bills provide this by first, making grants contingent on

the approval of an advisory council on family medicine composed of 12 individ-
uals, four of them family practitioners and four of them teachers of family
medicine; and second, by providing that funds shall be granted to medical schools,
"to operate as an integral part of their medical education program separate and
distinct departments devoted to providing teaching and instruction in all phases
of family medicine." Though there has been some question as to whether this
explicit stipulation of "separate and distinct" departments is necessary, I think
given the institutional setting, the history of medical education in recent years,
and the need to undertake a massive, dramatic expansion of support for the
training of family physicians, that the proponents of the separate department
qualification have the best of the argument. Similarly on the broad question it
appears that a categorical grant program rather than extension of the present
general program is what is required by the crisis situation we face.
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Mr. Chairman, it is imperative that we bring some semblance of proportion
and balance into federal aid to medical education through the institution of an
extensive new categorical program for family medicine because there are grow-
ing signs that this is what the new generation of medical students desire. I was
most heartened to read these words by a leading representative of the Student
American Medical Association:

I can state with conviction that the activism and commitment that murk
today's students in their efforts to face and solve many of today's health
problems will provide a strong stimulus to devote their professional lives
to the practice of high quality patient oriented family medicine.

I need not remind you that a considerable portion of our youth already har-
bors strong suspicions about Our society, and particularly the purposes and
capabilities of the federal government. But if we were to begin to lose the allegi-
ance, trust and commitment of our future professionals—doctors, lawyers,
engineers and scientists—then we would really be in for difficult times. I do not
believe that there is as yet any widespread alienation among students with
these professional orientations, but I do know that the currents of idealism and
commitment to a more just and humane social order that suffuse much of our
student population are beginning to make a strong stir among our young pro-
fessionals. It is for this reason imperative that we give them some outlet for
this idealism and commitment to constructive social change by providing a
clear option for young medical students to go into family practice and commu-
nity medicine. Family practice oriented medical educators attest that there is
already much enthusiasm for some of the more innovative programs in family
medicine. It would seem that the least we can do is provide adequate support
for this new trend, for ultimately society will be the biggest gainer.
In this regard, I would like to raise one question about this bill. Under section

(b) funds for scholarships, fellowships and stipends are provided for intern
and residency training but there is no provision for funds for similar purposes in
part (a), the medical school section. It is my understanding that attending
medical school is an enormously expensive proposition averaging as high as
$4,000-$5,000 a year. Because of this, many students go into the specialities in
order to extricate themselves from the enormous burden of debt accumulated
during their long period of medical schooling. Now if we are to encourage
students to go into often lower paying family medicine, especially into low
income ghetto and rural areas, must we not remove some of the financial bar-
riers and impediments?
Perhaps it is intended that family practice students avail themselves of the

loan and scholarship funds provided by HPEA. If so I would remind you that
the loan section works in such a way thtat the federal government merely matches
on a 9 to 1 basis funds placed into each medical school loan fund controlled by
the school itself. Can we be assured that fledgling family medicine departments
will receive their fair share, let alone a positive preference, from these all-school
loan funds? And since loans averaged only $877 per year during 1960-7, can
Ne believe that present support levels are really adequate to provide incentive
to enter lower paying family practice? Moreover, the situtation with scholar-
ships is even less encouraging. In this past fiscal year there was only a total
of $15 million HPEA scholarship funds available for the whole array of health
professions, including dentists, pharmacists, optometrists, podiatrists, veteri-
narians and public health personnel. How much of this went to students at
medical schools and of that sum how much was available for students in the
area of family medicine? It does not take much imaginhtion to conclude that it
was a mere pittance.
As this committee may be aware, the Republican members of the Senate

Labor and Public Welfare Committee, led by Mr. Murphy, have introduced a
bill which would eventually provide 1,000 federal scholarships annually for
students of family medicine; these scholarships would provide up to $5,000
a year per student. A condition of these grants is that students would spend
one year in a physician shortage area, rural or ghetto, for each year of sup-
port. In light of the egregious regional and socio-economic maldistribution of
medical manpower that I mentioned earlier this seems to me to be a most appro-
priate provision. The bill also provides that preference in distribution shall be
given to low income students from physician shortage areas. Considering the
fact that as recently as 1967 only .18% of medical students in non all-black
medical schools were Negro, this also appears to be a most commendable condi-
tion.
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The bill further provides 500 fellowships for interns and residents, but this
is covered by section (b) of the House bill. Since Dr. Kowalewski has estimated
that funding at the hundred million dollar level as provided by both the House
and Senate bills would support the production of about 1,500 new family
practice M.D.'s annually, could we not replace the 500 fellowships in the
Murphy bill with 500 more medical school scholarships and thereby assure
that we are indeed filling these new family practitioners training slots each
year? I would urge this committee to give most serious attention to incorporat-
ing the Senate Family Physician Scholarship Program bill into part (a) of
the bills now under consideration.
Mr. Chairman, I would make one concluding point. The proposal for compre-

hensive, compulsory National Health Insurance recently introduced has gener-
ated much interest and is being hailed in many quarters as the panacea to solve
our acute health care problem. But as Under Secretary Veneman noted in his
testimony: where is the massive new funding to come from to support this noble
program? What will happen if we precipitously and massively intervene into
something so delicate and complicated as our $70 billion a year health care sys-
tem? May not the disruptions, the rending of old relationships and practices,
and the uncertainty created by this massive government intervention make the
cost of this venture greater than the alleged benefits?
'Since we have neither the resources, manpower or knowledge to immediately

undertake such a massive transformation of our health care system, I believe
we can accomplish the most good with the resources we do have available by
zeroing-in on the most strategic problem areas in the health care system. By
all reasonable criteria, this is the inadequate supply of family physicians and
the gap-filled system of primary health care delivery which deprives so many
Americans of the medical attention they need, and drives up the national
cost of providing health care because of an almost total neglect of preventive
care and early stage diagnosis and treatment.
Let us then push forward to deal with this strategic problem by the sharply

aimed categorical tool contained in this legislation. Perhaps consideration should
be given to providing even higher funding levels than those contained in section
762. In any event, if we can begin to make substantial progress on this critical
front, perhaps we can then look forward to some of the other reforms contained
in the NHI proposal. But we cannot do everything immediately and in my view
the production of large new numbers of primary care physicians must unequiv-
ocally hold the first priority. For this reason I give my wholehearted endorse-
ment to this legislation.

Mr. JARMAN. This is an excellent and comprehensive statement on a
subject of tremendous importance to this country, and we appreciate
your helping make the record on this, John.
Mr. Hastings?
Mr. HASTINGS. I just want to congratulate our colleague for his

statement and ask one question as to the dollar amounts.
Are you in agreement that the figures of $50, $75, and $100 million

for the next 3 fiscal years are realistic in fact?
Mr. ANDERSON. Do I feel that those are realistic amounts to recom-

mend at this time?
Mr. HASTINGS. Yes.
Mr. ANDERSON. Yes, I think they are. I think really what I am most

interested in, as my statement has probably made clear, is having it
clearly indicated in the law that we want these separate departments
and that we want this focused on as a separate categorical program
that we are funding. And I would frankly leave to others with far
greater expertise than I would claim to possess, the precise amounts
that could be effectively and efficiently used.
I am certain, as I have already indicated, that we can use far more

money than could possibly be made available under the Health Pro-
fessions Education Act at the present time. But the precise amounts I
think would be something I would leave to the judgment of this
committee.
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Mr. HASTINGS. Thank you. No further questions, Mr. Chairman.
Mr. JARMAN. MT. Kyros.
Mr. KyRos. Mr. Chairman, thank you.
Mr. Anderson, I certainly welcome you here, and I am delighted

to hear your testimony this morning. Occupying a position of leader-
ship that you do in the Republican Party, I think it is a very cou-
rageous and important step that you took to come here today, not only
to endorse this bill, but to endorse the sums of money involved in it.
I am also delighted to see in your statement your complete awareness
of the doctor shortage throughout the country, whether it is in Maine
or Illinois. This committee has had testimony in that regard. So I wel-
come you to the committee and thank you very much for your testi-
mony.
Mr. ANDERSON. Thank you.
Mr. JARMAN. Mr. Preyer.
Mr. PREYER. Thank you, Mr. Chairman. I want to commend Mr.

Anderson also for his initiative and his imagination. I am sorry I
didn't get to hear all of the presentation, but this looks to be ex-
tremely effective. We appreciate your appearance.
Mr. JARMAN. Thank you for being with us.
Mr. ANDERSON. Fine, Mr. Chairman.
Mr. JARMAN. Our next witness is our colleague from New York,

Congressman Robert McEwen.
We are pleased to have you with us on this important bill, Bob.

STATEMENT OF HON. ROBERT C. McEWEN, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF NEW YORK

Mr. McEwEN. Thank you, Mr. Chairman, gentlemen of the com-
mittee.
"Everyone wants more and better medical care and are willing to

pay for it. A shortage of anything tends to create higher prices and so
it is with the charges which we are having to pay for medical care."
"We just have not graduated doctors in proportion to the popula-

tion growth and demands which our society has for better health."
The two statements that I have just read were taken from the let-

ters of two constituents.
It was in response to scores of such letters and appeals of com-

munities for assistance in locating a medical doctor that I joined
as a cosponsor of the legislation offered by my friend and colleague
from Pennsylvania, Representative Rooney. For the same reason,
Mr. Chairman, I welcome this opportunity to appear before you and
the members of this committee.
Having first quoted to you from the letters of two constituents who

reside in the same village, let me say just a word about them and their
community. The one writer is the proprietor of a clothing store and
the other is the secretary of the local chamber of commerce. Their
village, two neighboring villages, and the surrounding rural areas
have a population that they estimate of between 8,000 and 10,000.
This area and population is served by one doctor, who is described
by one of writers as "capable and very busy."
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The situation facing this community is not unlike the situation in
scores of other communities in my congressional district. In fact, this
community is a more fortunate than some for they do have a doctor.
Some communities have none.
I think we would all agree with the writer, who said "Everyone

wants more and better medical care * "," but the hard fact, Mr.
Chairman and gentlemen, is that I cannot see more and better medical 

icare available n these communities in the future, at least, not unless
something is done to change the present trend.
Many of the physicians serving in our smaller communities are

men who, by virtue of their age and years of service that they have
rendered, are deserving of retirement. In fact, I know to my own
knowledge that many of our physicians have continued in active
practice solely from a sense of community obligation because they
knew there was just no one to take their place.
We in this Congress have given considerable attention and action

to programs aimed at improving medical and health care and services.
In large part, our approach has been to provide more dollars for the
bricks and mortar of new hospitals and the dollars to assist our senior
citizens and less affluent population in paying the cost of needed
services. But all of the hospitals and all of these dollars will not make
available the needed medical care unless we have the doctors, nurses,
and all of the paramedical personnel.
I have said why I welcomed the opportunity to cosponsor H.R.

16360, but I do not suggest that this legislation is the sole and ex-
clusive remedy to the problem that we are facing.
I do believe that this legislation, in recognizing the need for training

of paramedical personnel, could provide additional means and stimu-
lus to some interesting new programs that have and are being devel-
oped for the training of that new paramedical group sometimes re-
ferred to as the "doctor's assistant."
While we strive for the best, we should not forget the old admoni-

tion, "that the best is often the enemy of the good. If we cannot place
a licensed physician in every village and hamlet. I submit that we
should then consider what is the next best service that can be provided.
The program for the doctor's assistant was given added impetus

by the trained medical corpsmen coming out of the Vietnam conflict—
both by their desire to work in a paramedical occupation and the rec-
ognition of the competent work performed by these men under the
most adverse of conditions—on the field of battle.
From our experience in Vietnam, we also have learned much about

air evacuation by means of helicopter. This prompted a group of peo-
ple
' 

in one of the communities of my district, to suggest that if we can-
not bring doctors to our smaller communities, we should then explore
this means of getting our sick and injured by the quickest possible
means to where the doctors are. I would hope that demonstration
projects employing helicopters for this purpose might be explored.

Finally, I would submit some figures, from my own congressional
district, that evidence the need of more medical doctors in general,
and the need for more physicians who specialize in providing pro-
fessional care and treatment to families. In the six counties, wholly
or partially contained in my congressional district, there are pres-
ently 393 physicians serving over 450,000 people. In one county, there
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are but 55 doctors for almost 100,000 people, and, in one city, whose
population and surrounding area is approximately 35,000 there are
but four doctors engaged in general practice or family medicine. It is
undoubtedly the prevalence of this situation that prompted one Ameri-
can Medical Association official, quoted in the American Medical
News of September 21, 1970, to say, "If the patient is to receive maxi-
mum benefits from medical science, his total health care must be
evaluated and managed efficiently. This cannot be done efficiently if
the patient must first diagnose his own ailment to determine the spe-
cialists he should use."
Again, Mr. Chairman, and members of this committee, I thank you

for this opportunity to present my views and the views of my con-
stituents on what is a basic need and critical problem for all our
people.
Mr. JARMAN. Thank you very much, Bob. I think the figures you

give as to your own congressional district reflect the problem nationally
and the great need for an all-out effort to try and solve this family
doctor problem.
Mr. Hastings.
Mr. HASTINGS. I would like to congratulate my colleague from New

York particularly for entering his statement. As you know, we are
very seriously involved with this legislation, and I know that your
district represents the problem, as the chairman stated, of most of our
districts, and thank you very much for this fine statement for the
record.
Mr. JARMAN. Mr. Kyros.
Mr. KYROS. Thank you, Mr. Chairman. I, too, would like to con-

gratulate our colleague from New York for pointing out the prob-
lem in rural areas which we are experiencing apparently throughout
the country. I want to commend him for his testimony and for the
fact that he has also cosponsored the legislation which we are
considering.
Mr. JARMAN. Dr. Carter.
Mr. CARTER. Mr. Chairman, I want to congratulate the distinguished

gentleman on his presentation. Certainly we realize the need of
physicians in both rural areas and crowded ghetto areas, physicians
who can take over patients and guide them through the maze which
sometimes they must be sent through to arrive at a proper diagnosis
and definitive treatment. We support this bill and want to do some-
thing to assist areas such as the distinguished gentleman from New
York represents.
Thank you, Mr. Chairman.
Mr. JARMAN. Mr. Preyer.
Mr. PREYER. Thank you, Mr. Chairman.
We appreciate your testimony, Mr. McEwen. When you hear the

word "New York" most of us think of New York City, but I see
the problems in your district are about the same as they are in
mine. And I suppose this is true over most of the country, except per-
haps for some of the big cities.
Mr. McEwEN. Mr. Preyer, I would say my district is rather non-

metropolitan. It is quite different from New York City. It covers
almost 9,000 square miles stretching from the Great Lakes across to
New England. It takes in eastern Lake Ontario and all of the St.

51-381 0-70-13
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Lawrence Valley, the high peaks of the Adirondack country and over
to Lake Champlain. It is an area of five small cities and scores of
villages and hamlets. So that it is quite rural in its complexion.
Mr. PREYER. Has everything for good living except doctors?
Mr. McEwEN. That seems to be about our No. 1 need, I would say.

I didn't count up, Mr. Chairman, gentlemen, how many communities
but I know they would number in the dozens which have committees
actively working on recruiting a doctor. I am sure many, if not all,
of you have had the same requests—where can they write to find
out from the military services, from whatever source where there
may be doctors that will be coming available for private practice,
They have met, very frankly, with very limited success. A few of
the communities have obtained one doctor. I can't add two. I don't
know of any community that has gotten two doctors. A few have
attracted one doctor.
Mr. PREYER. This has been very much the story in my district

also.
Thank you very much.
Mr. JARMAN. Mr. Skubitz.
Mr. SKUBITZ. Good morning. Mr. Chairman, I have no questions

at this moment.
Mr. JARMAN. Good to have you, Bob.
Mr. McEwEN. Mr. Chairman and colleagues2 thank you.
Mr. JARMAN. Our next witness this morning, our colleague from

Iowa, Congressman Kyl.

STATEMENT OF HON. JOHN KYL, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF IOWA

Mr. Km. Mr. Chairman and gentlemen, I want to take just a very
few minutes to relate the situation in my area which I think epitomizes
the problem that we face in consideration of the legislation of this
kind.
I live in a small community of 3,000 people which has 18 doctors.

They are all busy. They treat more than 80,000 people a year. The
staff includes a clinical psychologist. We have a 104-bed local hospital
which operates at above 100 percent use and occupancy. Within
a 100 yards of the hospital we have a 110-bed extended care nursing
home with five doctors on the staff of that nursing home, and yet be-
cause there are more towns in my congressional district of 19 coun-
ties than there are in many States, we have an extreme shortage of
doctors in the district. We have a feast in my hometown and we
have a famine in the rest of the area.
Now, the University of Iowa has tried to adjust to the need by mak-

ing a specialist of the family practitioner, and they have adjusted their
medical training program to emphasize family practice. This was done
incidentally at the complete urging of the doctors of the State rather
than any other element. I know the problems that the university faces
at this time so far as finances are concerned as it shifts to this emphasis
and also as it increases the size of the entrance classes to the university
in the hope that they can turn out more doctors.
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I think perhaps one of the real basic arguments here resolves around
the matter of categorical grants. Generally, like Congressman Ander-
son who testified a moment ago, I don't like categorical grants. There
are times when if we are to set the priorities we have to emphasize
certain fields of study, certain fields of practice, whether it be in medi-
cine or anything else. And earmarking which can be done administra-
tively, if there is sufficient money in the overall program, must be
demanded some way. And if the administrators will not put the empha-
sis where it belongs, then I believe that we must do that job
legislatively.
The highway program, the land and water conservation fund are

earmarking programs. They have accomplished the purpose for which
they were designed.
I know that in public health we have tried to get away from cate-

gorical grants, and I think with good effect, because it does enable the
individual State or community to put the money where it is most
needed to meet the local need.
But I don't think that that is an analogous situation. I don't think

there is any question about the need for increasing this family care
proposition, and I know that you people here are much more erudite
in this field than I. But having reviewed the situation in my own area
as well as moving up to the problems of medical practice and health
delivery in the Nation as a whole, I think that the only way we can
get the flexibility we need in the medical service program, regardless
of how many doctors we have available, is through an emphasis on this
family practice matter.
I joined in sponsoring this bill because I think it is necessary. You

had a question of Mr. Anderson concerning the amounts of money that
are available and here again, I would yield to your superior knowledge
in knowing the specified amounts. If administratively we can put this
kind of money into the family practice matter, that is fine. But if we
can't do it administratively, then I think we must legislate. And I
thank you gentlemen very much.
Mr. JARMAN. Thank you for a very effective statement. Let me ask

one question. You referred to the University of Iowa Medical School.
Does it actually have a department that features family pra,ctice
You mentioned a specialty.
Mr. KYL. Yes, sir. It is a two-fold proposition actually, sir. The

first thing, they are trying to upgrade family practice by specifying
that it is a specialty education. They are trying to get rid of any kind
of connotation that somehow a family doctor is something less than a
specialist in a particular field. They are increasing the number of en-
trants hoping to graduate more doctors. And the desired emphasis is on
family practice so that we can get a better distribution of doctors
through the State communities which otherwise have particularly no
emergency care available.
The medical association in the State with its own programs of help

for students has sought to keep those students in the State if they
receive some contributions from the medical profession scholarship
funds and so on.
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The answer to your question is yes. At the same time, they are try.
ing to upgrade and increase, to update the nurses training and increase
the number of nurses available and paramedical people who are
available.
We now have a program in Iowa, sir, in which the man or woman

can take the first 2 years of training in one of the area technical
schools and then transfer to the university to complete the last 2 years
of nurses training for the baccalaureate degree in that specialty. In
other words, the university is making what I think is a concentrated
attempt to do the kind of thing that this bill suggests.
Mr. JARMAN. Has there been an increase at the medical school in the

number of medical students expressing interest in the family practice?
Mr. KYL. Yes, sir; there has. And without any decrease in the

qualifications of the entrants I might add. Right now there is a
building program underway. We will not be able to get into full
operation on this new concept until we do have new construction
completed. But the goal is there, and we are moving toward that
goal of increasing the number of family practitioners for our particu-
lar area.
Mr. JARMAN. Thank you.
Dr. Carter?
Mr. CARTER. I want to congratulate my distinguished colleague on

his excellent statement. Does the medical profession in Iowa finance
a rural scholarship fund, or is that done by your legislature?
Mr. KYL. The emphasis is on practice in Iowa, and it is assumed

that therefore part of it at least would be rural. I don't believe, Dr.
Carter, that there is a specification that the people who receive these
grants are going to practice in a small community as against a larger
community.
Mr. CARTER. Yes, sir.
Mr. KYL. I don't know that I am technically qualified to answer that

completely, but I believe that is the emphasis.
Mr. CARTER. In some cases the medical profession and other groups

have united together and created a loan fund which goes to help cer-
tain students through medical school and in return they go to a medi-
cally deprived area to serve a minimum of 3 years, and they get some
forgiveness for the debt they have incurred by so doing. I think it is a
rather good plan.
You spoke of this regional hospital in a town of 3,000 of 142 beds.

I suppose it is a regional hospital.
Mr. Km. It is a county hospital, sir.
Mr. CARTER. A county hospital?
Mr. KYL. In a county with about 6,000 people.
Mr. CARTER. Six thousand people. But it serves a region de ii nitely,

does it not?
Mr. Km. Well, it serves more than a region because the clinic I men-

tioned draws patients from 28 different States every 6 months.
Mr. CARTER. But you have many rural areas that don't have facilities

for emergency treatment, is that true?
Mr. Km. That is correct; yes.
Mr. CARTER. And you have many small hospitals, say 25, or 30-bed

hospitals in that area?
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Mr. KYL. We do have a number of small hospitals, sir, most of them
with troubles, financial troubles.
Mr. CARTER. Yes, sir. Are they of great help to the areas in which

they are located?
Mr. KYL. Yes, sir. But again, we are so very short of doctors that

the hospitals do not function as they should.
Mr. CARTER. Yes, sir. Well, do you want to continue these smaller

hospitals, too, or would you—
Mr. KYL. I think probably that as we move in this hospital program

we are going to have to; until we get the kind of situation we seek
through this bill we are going to have to stop proliferating the hospital
care. This may sound like kind of a harsh thing for a number of small
communities who would like to have a hospital, but if we do not have
the funds, if there is insufficient income for these hospitals to operate,
we are not really doing any of these communities a favor by making
more and more hospitals where we don't have medical personnel avail-
able to man them.
Mr. CARTER. Do you think a well-trained young physician—in this

case the requirement for general practice is at least 3 years of training
above his schooling, his time in medical school. Do you think he would
be willing to go to a small community without a small hospital or
clinic there?
Mr. KYL. Of course, everyone wants the facilities with which we can

work full capacity to do the most good. And I know that has to be a
factor. However, every county in my district has a hospital. We have
a rule of thumb in Iowa, it is 25 miles across each county, so we will
always have a facility available within that distance, at least. We
have, of course, a couple of situations now, doctor, where, for instance,
a young doctor had moved to a small community and had established
for himself a very fine facility. He died of a heart attack. We can't
even get a doctor to move into this place where there is sufficient prac-
tice to keep the many busy 24 hours a day, with a fine office, with a very
elaborate, sophisticated individual doctor office-clinic situation. And
we have been unable to get anyone. As a matter of fact, the community
had asked me to try to secure citizenship for a foreign doctor who was
seeking a location. And in this case we found out that the fellow who
was shopping around had made a similar application to about 20 dif-
ferent communities in the United States, and, finally, I believe because
of some other factors, was even sent out of the country. But these
people are desperate, willing to go to any length to get a doctor.
Mr. CARTER. I would suggest that one of the basic causes of this in-

ability to get physicians into these rural areas is the number of gradu-
ates which we have. It is just too small. We have got to do something
to enlarge and expand our medical schools. And if we can't do that,
then we should develop paramedical personnel who can assist. But I
believe you will find that you are not going to get physicians in rural
areas, even when we do graduate them in sufficient number to go to
these communities, unless they have adequate facilities—that is one
of the things—particularly for emergency treatment.
Mr. KYL. May I add this, doctor, at this point.
Mr. CARTER. Yes, sir.
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Mr. KYL. I have two dozen communities right now where the peo-
ple of the community would build an office and equip the office the
way an incoming physician would like to have it equipped if they
could get a body to put into the facility.
Mr. 'CARTER. Well, I think that my answer to your question is we have

got to graduate more people. And I still think that the community
hospital offers a great service. It is my feeling in most cases if you
have physicians available, they will go there.
In one community I know of similar to yours, one county of 11,000

people, at the time their hospital was constructed there were only
three physicians there. Since that time the number has increased to
eight, and a small hospital which was about 22 beds to begin with
now has 50 beds. I believe, as a usual thing, if you offer them a com-
munity hospital and an office—an office is just not enough because in
general practice they must do a variety of things and they must be
equipped to take care of many emergencies.
Mr. KYL. You see—may I repeat—
Mr. CARTER. Yes, sir.
Mr. KYL (continuing). Every one of my counties has a hospital,

and the doctor in the farthest corner of that county would not be
more than 15 miles from that hospital.
Mr. CARTER. Well, in such a case, I think you are in pretty good

shape.
Mr. KYL. Except we don't have the doctors, sir.
Mr. CARTER. Well, I don't know whether you are going to get many

15 miles from a 142-bed hospital. I would like to say you would, but
to get them is rather difficult.
Ann KYL. Well, the interesting thing is we have a lot better pros-

pects of getting more specialists to this clinic than we do of getting
a doctor in the community where there is no doctor.
Mr. CARTER. Yes, sir.
Mr. KYL. Because there are such factors as half days off and on-call

situations and so on which are appealing also.
Mr. CARTER. Thank you, Mr. Chairman.
Mr. JARMAN. Mr. Kyros.
Mr. KYROS. Thank you, Mr. Chairman. I welcome our friend from

Iowa and his statement today. It almost seems from your remarks
that we take better care of our animals in the Midwest than we do
people. I hope that that will no longer prevail if we approve this bill.
Mr. KYL. Well, I would not want to endorse that statement at all.

I am extremely proud of the Iowa University Medical School and of
the doctors we have in Iowa. For instance, their peer review group,
their ethics group is tremendous. I think we have a great medical
practice in the State. And we do provide excellent care for people in
terms of the availability.
Now, of course, with the animals I might also go on to say this

following your comment. My wife used to remark as we balanced the
ration for the dairy cattle or for the feeder cattle that we paid more
attention to the diet of these animals than we did to our children,
which is probably right because they ate their share of greasy tender-
loin and cukes when they probably should have been eating cereal, and
milk, and so on. But I don't think that it is fair at all to compare
those two factors.
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Mr. KYROS. Well, I just hope that when these bills do come to the
floor you will lend your great support to making sure that whatever
comes out of this committee will be properly funded.
Mr. KYL. You may count on it, sir.
Mr. KYROS. Thank you, sir.
Mr. JARMAN. Mr. Skubitz.
Mr. SKUBITZ. Good to have you with us, Mr. Kyl.
Did I understand you to say you have 18 doctors in a town of

3,000 people?
Mr. KYL. Yes, sir, including—most of them are specialists. The

internists are the closest we have to a family practice physician.
Mr. SKUBITZ. What about the—in this county, Mr. Kyl, how many

people in the county?
Mr. KYL. I believe 6,000 to 6,500 people, according to the new

census.
Mr. SKUBITZ. For the entire county?
Mr. Km. Yes.
Mr. SicurBrrz. These doctors, do they go into the other counties in

your district?
Mr. KYL. As a matter of fact, a number of them do surgery and

are on the staff of a hospital also in a larger city which is 18 miles
away, which city also has an excellent ratio of doctors to patients.
But it is an area where I think this situation is epitomized here. We
have here the specialists, the hospitals, the care we need so people
come from 28 States to the area to get care, and then a short distance
away we have no facilities whatsoever.
Mr. SKUBITZ. We have the same problem as you, Mr. Kyl, but we

don't have sufficient doctors even in our cities.
Mr. CARTER. Mr. Chairman, would the distinguished gentleman

yield?
Mr. SKUBITZ. Yes.
Mr. CARTER. On that I would say if you have 18 physicians for

6,000 people, it is my feeling that those physicians should get out
and get their backs wet a little bit going to the rural area. You have
plenty of physicians.
Mr. SKUBITZ. That is right.
Mr. CARTER. And 15 miles is certainly not too far to go. As a former

country doctor, I have been 20 to 25 miles time after time during the
night. I am afraid our profession is letting you down there.
Mr. KYL. No; I am not going to say that either. These people do

go out. But here, suppose we take the clinical psychologist out of this
clinic and put him out in general practice in some community. We
wonder about whether he would do a total work commensurate with
what he does now with the extra dozens, hundreds of people who come
to. this clinic from great distances because he is there. The same way
with a number of other specialists. We have a fine radiologist and
we have a fine radiological setup for him. He would probably not
perform as great a total service if he were out somewhere. And in his
particular case, he does have all of these facilities right there. We need
this kind of a center, too, but at the same time we lack the general
practitioner out in the other area.
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Mr. CARTER. I might also ask how many general practitioners do
you think you need in that county?
Mr. KYL. In that county, none. But I have 19 counties. It is 275

miles from one corner of that district to the other, Doctor.
Mr. CARTER. Yes, sir. Are your other counties poverty stricken for

doctors?
Mr. Km. Yes.
Mr. CARTER. They don't have any
Mr. KYL. In one county we have one doctor, in another I recall we

had no doctor.
Mr. CARTER. Yes, sir. Well, in the other counties, of course, you

do need physicians, but your county-
Mr. KYL. See, the reason we are so fortunate in that situation,

Doctor, we had five brothers who were doctors who started together.
You don't find that situation often. And the clinic grew from that
group.
Mr. CARTER. Yes, sir.
Mr. Km. And now we have cousins and uncles and nephews, the rest

of the family and friends of the family coming there to practice.
Mr. CARTER. I would say you were indeed fortunate in that particu-

lar county.
Mr. Km. Yes, we are.
Mr. CARTER. Thank you, Mr. Chairman.
Mr. SKUBITZ. Dr. Carter, may I borrow some of my time.
Mr. CARTER. I yield back to you the balance of your time.
Mr. SKUBITZ. The thing that bothers me, Mr. Kyl, is that we have a

provision in this bill to provide financial assistance for scholarships,
fellowships, and so on, to assist boys through medical schools. There is
no assurance that they will go into any one of the 19 counties that you
are talking about. There is no assurance that any of them will go into
any rural community. There is no assurance that they will practice
medicine. They may go into straight research work. Have you any
suggestions to offer to help solve this problem?
Mr. Km. Of course it isn't only rural areas that need these doctors,

number one.
Mr. SKUBITZ. That is right.
Mr. KYL. I have joined in sponsorship of another bill which would

make this a more pointed proposition of getting people to practice in
areas of greatest need. But I think this is certainly moving in the right
direction, plus the fact that, as I say, you get more flexibility if you are
training general practitioners than if you train the researchers and
the specialists.
Mr. SKUBITZ. But there is no 'assurance that they will go into general

practice. They will get their education in this field, and then decide
after graduation, I would like to specialize.
Mr. KYL. That is a possibility.
Mr. SKUBITZ. What do we do about that? This is what has happened

in the past. We haven't been getting doctors. We have been getting
researchers and specialists in different fields. Our committee has been
interested in getting general practitioners into the field.
Mr. Km. Well, I will comment to this extent. We have one doctor in

my town of 4,000 who comes from New York City. We have another

/NW
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doctor who came from Cleveland, another who came from Milwaukee,
another from Chicago. They were not country boys. I think they are
happy.
Mr. SICUBITZ. You are lucky. This is the complaint that we get

though generally.
Mr. KYL. You talk about the Women's Liberation Movement. We

also had two girls from my home county who graduated from the
University of Iowa Medical School as doctors in one class.
Mr. SK-crsiTz. That is all, Mr. Chairman.
Mr. JARMAN. Mr. Preyer.

PREYER. I have no questions, Mr. Chairman. Thank you, Mr.
Kyl, for a very knowledgeable statement.
Mr. KYL. Thank you, Mr. Preyer.
Mr. JARMAN. Mr. Hastings.
Mr. HASTINGS. I would just like to commend the gentleman from

Iowa on his statement and his interest and concern on the legislation.
I have somewhat the same reservations that the gentleman from Kansas
does in getting the doctor back in the proper place. Sometimes I wonder
where there has been a legislative reapportionment, where you find a
heavy concentration of doctors in a small area, whether we shouldn't
have a physician reapportionment to get them somehow spread around
in rural areas. I know that is not practical and I say that facetiously,
but I think eventually we are going to have to come to the time when
we through legislation perhaps are going to have to provide for
doctors in rural areas specifically and somewhat beyond the scope
of legislation which just creates more doctors. I appreciate your views.
Mr. KYL. We have sponsored a bill which would accomplish that

purpose.
Mr. HASTINGS. I might say that the State of New York does this

now by granting scholarships directly to students who must come back
into the community.
Mr. SKUBITZ. Will the gentleman yield? How is it working?
Mr. HASTINGS. It is fairly new. They are absolutely required by the

provisions of the scholarship to go back to that community.
Thank you, Mr. Chairman.
Mr. SKITBITZ. Mr. Chairman. I think the State of Georgia has a

program of this nature, and I think we ought to get one of the
Representatives from that State to testify before this committee con-
cerning their system program.
Mr. JARMAN. I think that would be very interesting to hear. Of

course, our hope is that as we train more doctors with emphasis on
the family doctor category, they will go to the areas of need in
the country. And, of course, that is one of the prime objectives of
the legislation.
Mr. KYL. Yes, sir.
Mr. JARMAN. Thank you very much.
Mr. KYL. Thank you very much, Mr. Chairman.
Mr. JARMAN. We have a few more colleagues with us this morning

who wish to present statements for our consideration.
The Honorable Thaddeus J. Dulski of New York is our next

witness. Welcome, sir.
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STATEMENT OF HON. THADDEUS J. DULSKI, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF NEW YORK

Mr. DULSKI. Mr. Chairman, I commend you for arranging these
hearings on this fundamental problem of the acute shortage of doc-
tors to practice family medicine.
For the record, I am Thaddeus J. Dulski, a Representative from the

41st District of New York.
Last February 16, I introduced H.R. 15880, which has been referred

to your committee. The text is identical with several pending meas-
ures and similar in ultimate aim to others.
H.R. 15880 would amend the Public Health Service Act so as to

provide for the making of grants to medical schools and hospitals. The
intent is to help and encourage these medical institutions to educate
larger numbers of physicians to practice family medicine.
Forty years ago three-fourths of all practicing physicians were gen-

eral practitioners. Today only 1 in 5—just 20 percent—of practicing
physicians are general practitioners. The rest are specialists in sur-
gery, pathology, radiology, internal medicine, psychiatry, pediatrics,
and so forth.
In today's sophisticated and rapidly growing field of medicine, it is

quite true that we need specialists. But the need is no less for family
doctors—physicians who can provide general medical care for the en-
tire family, from childhood to old age.
It is true that some medical schools are finally beginning to recognize

the need for training family doctors. But the supply is only a drop in
the bucket as compared with the need.
The family doctor needs to be trained in particular in preven-

tive medicine, taking into account the family makeup and surround-
ings.
A second function is to advise families whom to consult when it is ap-

parent the illness requires the counsel of a specialist—the average fam-
ily does not understand the medical specialist and needs the advice
of a close family friend, the family doctor.
My bill would authorize the appropriation of $50 million for the

fiscal year beginning next July 1, another $75 million for the following
fiscal year, and then $100 million for each of the next 3 fiscal years.
These appropriations would be for the purpose of making grants

to medical schools and hospitals to establish departments and programs
in the field of family practice and to encourage the training of medi-
cal and paramedical personnel in the field of family medicine.
Mr. Chairman, the overall shortage of physicians, nurses, and medi-

cal personnel is worsening all the time. Corrective action is essential.
I hope, sincerely, that these hearings will provide you with the leg-

islative background to develop meaningful Federal help in the matter.
Mr. Chairman, I appear in support of my bill, H.R. 15880, but, more

importantly, I support and urge action which will bring a return of the
family doctor to our society.
Thank you.
Mr. JARMAN. Thank you, Mr. Dulski.
Next we will hear from the Honorable Edward J. Derwinski of

Illinois. Proceed as you see fit, sir.
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STATEMENT OF HON. EDWARD J. DERWINSKI, A REPRESENTATIVE

IN CONGRESS FROM THE STATE OF ILLINOIS

Mr. DERWINSKI. Mr. Chairman, as a co-sponsor of H.R. 16359,
which would amend the Public Health Service Act to provide grants
for the establishment of department and programs in the field of
family practice, I appreciate this opportunity to present my views in
support of this legislation.
For too long the problems of family medical practice and the

related shortage of physicians has been discussed in a manner of
complacency. I feel that we now have enough evidence to warrant
action on this legislation which would establish new programs in
the field of family medicine.
With the obvious growing population, an increased need for medical

doctors is recognized. While we have acted with initiative in further-
ing research, surgery, and treatment of all types of diseases, we must
not overlook the ever-increasing need for skilled personnel. Certainly
family doctors and/or general practitioners are a key to an effective
national health service.
Mr. JARMAN. Thank you, Mr. Derwinski for your very brief

statement.
Mr. DERWINSKI. Thank you, Mr. Chairman.
Mr. JARMAN. The Honorable Tom Bevill of Alabama will be the

next witness.
Come forward, Mr. Bevill. Proceed as you wish, sir.

STATEMENT OF HON. TOM BEVILL, A REPRESENTATIVE IN
CONGRESS FROM THE STATE OF ALABAMA

Mr. BEVILL. Mr. Chairman and members of the subcommittee, I ap-
preciate this opportunity to express my views on legislation before
you which would increase the number of physicians in the field of
family medicine.
While the legislation before you deals with every aspect of family

practice, I would like to direct my 
i 
comments to one specific problem—

the chronic shortage of physicians n our rural areas.
In recent years there has been a drastic decline in the number of

doctors in rural America. Young doctors are not replacing general
practitioners in sufficient numbers to meet increasing health care needs.
Less than 5 percent of today's medical school graduates will enter

general practice. Of those who do, only a few will go to the rural
areas where the need is greatest.
Something must be done to reverse this trend.
A very high proportion of physicians now practicing in rural areas

are more than 50 years of age. In Cullman County, Ala., in my
congressional district, there are 18 physicians to care for a population
of 50,770. Five of these are over 65 years of age.
In Fayette County, Ala., with a population of 15,699, there are

only six doctors, two of which are over 65.
In Marion County, which has a population of 23,125, there are nine

physicians, one over 65. Winston County has five doctors to care for
15,940 people. One is over age 65.
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In my home county of Walker, the situation is just as critical. Since
1952, Walker County has lost a total of 51 doctors.
An obvious conclusion is evident from these figures which are rep-

resentative of counties throughout Alabama. The latest figures show
that each Alabama doctor must provide patient care for an average
1,300 people, while the average doctor in the United States provides
care for 765 people.
Recruitment of family physicians has not kept pace with attrition.

Unless some solution is found, a major crisis will occur within the
next 10 years. Many communities in Alabama are without the services
of a doctor at this time.
I will not attempt to go into the many causes which have brought

about the present dilemma. Members of the subcommittee have spent
many hours hearing testimony from experts in every field of medicine
and studying every aspect of the complex problem.
I would, however, like to say that I am contacted regularly by fam-

ily doctors and community leaders expressing the urgency of the sit-
uation. The situation in many areas of Alabama is a critical one. I am
convinced that our present system for the delivery of health care to
the rural areas has become outmoded. To avoid a real health crisis,
we must come up with effective programs to get general practitioners
to locate in the rural areas of our Nation.
I pledge my strongest support to a nationwide effort which will

assist medical schools and hospitals in training more family doctors.
Thank you.
Mr. JARMAN. Mr. Bevill, we thank you for your thoughtful state-

ment.
Mr. BEVILL. Thank you, Mr. Chairman, for affording me the time

to present my views on this important legislation.
Mr. JARMAN. Our next witness is the Congressman from Mississippi,

the Honorable Charles H. Griffin. It is a pleasure to have you with us
today, Mr. Griffin.

STATEMENT OF HON. CHARLES H. GRIFFIN, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF MISSISSIPPI

Mr. GRIFFIN. Mr. Chairman, it is indeed a plea,sure for me to be
afforded this opportunity to offer testimony before this subcommittee
as to the need for increased aid in the field of family medicine.
Of course, you already are quite aware of the needs in this area but

my district and, indeed, the entire State of Mississippi, presents a
situation in which these needs are perhaps more acute than in some
other areas of our country.
We are, to begin with, essentially an agricultural State. The result,

as in many other States, is that the huge majority of our citizens live
in small towns—that is, towns of less than 5,000 population.
It is unfortunate, but nevertheless true, that fewer and fewer phy-

sicians feel the call of smalltown life in this day and age. It is likewise
true that for some period of time fewer and fewer students of medi-
cine have devoted themselves to the subject of family medicine—that
area of the discipline often known as general practice. Now almost
all students enter some specialty area.
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The obvious result is that the general needs of patients throughout
the Nation, particularly those in small towns, have greatly suffered in
the past several decades. The smalltown doctor, the general practi-
tioner, is a diminishing breed—if not completely a thing of the past.
Indeed, the American Medical Association has even seen fit to intro-

duce a new field of specialization—that of the general practitioner—
in order to counteract this trend. However, the need is so great that
the American Medical Association, the established hospitals and med-
ical schools, and well-known charitable foundations so far have not
met the problem. Enactment of legislation is urgently needed to stimu-
late the movement of physicians into this special field and into the
areas where they are needed.
A national policy is needed to provide such physicians and to get

them into the areas where the need is.
Several legislative efforts have been begun to give aid and support to

the, so far, uncoordinated existing programs. I have introduced H.R.
16209 which is identical to the proposals before this subcommittee
today: H.R. 15793, H.R. 16359, and H.R. 16400.
We can aid the medical schools and hospitals in research and in the

training of physicians. We can make money available for research
facilities, training facilities, and treatment facilities. We can make
money available for teaching personnel, research personnel, and for
students by providing special incentives through scholarships, grants,
and loans, to get family medicine practitioners trained and into areas
where they are needed.
Mr. Chairman, I urge the adoption of a comprehensive program to

deal with the critical shortage of knowledge and personnel in this
area of family medicine.
We must act favorably on a workable and effective method of solv-

ing these problems—for, if we don't, the decline in general family
medical care will continue at an ever-increasing rate. It is already
reaching alarming proportions and there seems to be very little light
on the horizon except that which we create ourselves.
Thank you.
Mr. JARMAN. Thank you, Mr. Griffin, for sharing your views with

us this morning.
Mr. GRIFFIN. Thank you, Mr. Chairman.
Mr. Moss. We are also honored this morning to have with us Senator

Robert Dole of Kansas.
Welcome, Senator Dole, please proceed as you wish.

STATEMENT OF HON. ROBERT DOLE, A U.S. SENATOR FROM THE
STATE OF KANSAS

Senator DOLE. Mr. Chairman, thank you for the opportunity to
appear before this subcommittee in support of title III of S. 3418.
Title III would establish a national information and resource center
for the handicapped within the Department of Health, Education, and
Welfare which will greatly improve the quality of life for 42 million
handicapped Americans. These 42 million people constitute an excep-
tional group which I joined 25 years ago as a consequence of a world
war. This group consists of men, women, and children who cannot

(
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achieve full physical, mental, and social potential because of a disa-
bility.
The provisions of title III were originally encompassed in S. 4002,

a bill I introduced on June 23, 1970.
On many occasions I have commented on the severe difficulties and

unique problems confronted by this Nation's handicapped citizens. A
significant and prevailing problem is that of information.
The intent of this legislation is to insure that all the knowledge

and information regarding services be consolidated and made avail-
able to the handicapped person in the form he can best use and at the
time when he most needs it. Presently, no one source exists. There is
a lack of coordination and centrally available information.

Greater availability and coordination of knowledge is essential
to achieving meaningful solutions and progress for the disabled. In-
formation is frequently incomplete, inaccessible, or nonexistent. Too
often those in great need do not know where to obtain the information
they so desperately need.
A tremendous number of resources, public and private, are avail-

able to help meet the needs of these millions of handicapped persons.
The many services provided by the Federal Government in conjunction
with the State governments have helped many disabled Americans live
normal and productive lives. Much also has been done to aid the handi-
capped through the great voluntary agencies.
However, information on rehabilitation facilities and services is

incomplete and often available only through professional channels.
Much the same can be said for information on employment, health
care, and economic aid. In other words, the knowledge about resources,
research findings, technical assistance, reports and information about
what other governmental units, communities, businesses, professional
groups, agencies and universities have done to accommodate the han-
dicapped is diffused and completely lacking in coordination and cen-
tralization. The national information and resource center for the
handicapped would provide a point of contact for individual citizens,
families of the handicapped, the handicapped themselves, as well as
private organizations, professional organizations, city and State offi-
cials who desire information or direction.
In the framework of the many available services and resources for

the disabled, the mounting demand for knowledge about the programs,
research and services for the handicapped has resulted in the creation
of a variety of highly valuable, though specialized, information sys-
tems. Many information sources are available, but most are not com-
prehensive and are more accessible to professionals in the field than
to the handicapped and his family who really need the guidance and
information.
The national information and resource center can cope with need

for. information most effectively as a coordinating operation which,
while developing programs and a data bank of its own, relies mostly
on existing information activities. The center would develop and evolve
a coordinated network of existing information efforts. The center
would not duplicate the function of any program in the Government
or private sectors, but would coordinate information, fill gaps in in-
formation, and assure that responsive and comprehensive information
is available to the handicapped and their families.
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The multifaceted, multidisciplined, multiagency coordinative role
of the national center would deem it most appropriately located in
the office of the Secretary of Health, Education, and Welfare. This
would allow the center the necessary identity, visibility and latitude
to provide comprehensive and responsive information and resource
services without agency jurisdictional limitations.
The establishment of the national information and resource center

for the handicapped is the answer to a well-defined need, and it will
meet this need at a reasonable cost. The 42 million Americans who be-
long to the handicapped minority will be the immediate and long term
beneficiaries of the center's services. America will be the ultimate
beneficiary through increased contribution and well-being of the hand-
icapped.
This field truly knows no partisanship. The handicapped are an

untapped resource with a tremendous potential for proving an asset
rather than a liability to society. Working together, we in the Con-
gress, as well as all interested and concerned individuals and groups,
can do much to promote meaningful and productive lives for the handi-
capped. The national information and resource center for the handi-
capped will greatly contribute to the realization of this goal.
Mr. Moss. Thank you, Senator Dole. for sharing your thoughts with

us this morning on this important legislation.
Senator DOLE. Thank you, Mr. Chairman, it has been my pleasure, I

assure you.
Mr. JARMAN. Our next witness is the Director of the National Insti-

tutes of Health, who has been of real assistance to our subcommittee
on many matters within our jurisdiction, Dr. Robert Q. Marston. It
is good to have you back with us.

(Discussion off the record.)
Mr. JARMAN. Proceed, Dr. Marston.

STATEMENT OF DR. ROBERT Q. MARSTON, DIRECTOR, NATIONAL
INSTITUTES OF HEALTH, DEPARTMENT OF HEALTH, EDUCATION,
AND WELFARE; ACCOMPANIED BY DR. KENNETH ENDICOTT,
DIRECTOR, BUREAU OF HEALTH MANPOWER EDUCATION; DR.
ROBERT BUCHER, DEPUTY DIRECTOR, BUREAU OF HEALTH
MANPOWER EDUCATION; DR. BENJAMIN BURTON, ASSOCIATE
DIRECTOR, NATIONAL INSTITUTE OF ARTHRITIS AND META-
BOLIC DISEASES AND MRS. KATHLEEN ARNESON, SPECIAL AS-
SISTANT TO COMMISSIONER, REHABILITATION SERVICES AD-
MINISTRATION, SOCIAL AND REHABILITATION SERVICE

Dr. MARSTON. Mr. Chairman, along those lines, I have a full state-
ment which I would like to submit in full to the committee, but there
are three parts of this bill, and I would prefer to present to the com-
mittee orally my full statement on the family practice part and to sum-
marize parts two and three, if this is all right with you.
Mr. JARMAN. I think that is an excellent procedure. The committee

would be glad to receive the entire statement in the record.
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Dr. MARSTON. All right, sir. I have with me today Dr. Kenneth Endi-
cott, who is the Director of the Bureau of Health Manpower Educa-
tion, and Dr. Robert Bucher, who is the Deputy Director of that Bu-
reau, the Bureau that has the primary responsibility at NIH for the
programs under consideration. In addition, I have Dr. Benjamin
Burton, who is the Associate Director of the National Institute of
Arthritis and Metabolic Diseases, and is an expert in the area of nu-
trition, and Mrs. Arneson, who is special assistant to the Commissioner
of Social and Rehabilitation Service, who is prepared to answer any
questions that the committee may have on title III of the bill before
you.
Mr. Chairman and members of the committee, it is a pleasure for

me to appear today to testify on S. 3418, a bill to amend the Public
Health Service Act to provide for the making of the grants to medi-
cal schools and hospitals to assist them in establishing special de-
partments and programs in the field of family practice, and other-
wise to encourage and promote the training of medical and para-
medical personnel in the field of family medicine, and to alleviate
the effects of malnutrition, and to provide for the establishment of a
National Information and Resource Center for the Handicapped, and
related bills.

FAMILY PRACTICE

Title I of S. 3418 would authorize a new 5-year program of grants
to medical schools:
(1) to operate separate departments devoted to teaching and in-

struction—including continuing education—in all phases of family
practice;
(2) to construct facilities appropriate to carry out family practice

training programs whether as a part of a medical school or as a sepa-
rate outpatient or similar facility;
(3) to operate or participate in special training programs for para-

medical personnel in the field of family medicine; and
(4) to operate or paramedical personnel to head departments of

family practice or otherwise teach family practice in medical schools.
This title would also authorize grants to public or private nonprofit

hospitals which train medical students interns, or residents;
(1) to operate special professional training programs—including

continuing education—in family medicine for medical students, in-
terns, residents, or practicing physicians;
(2) to construct facilities appropriate to carry out these programs

whether as part of a hospital or as a separate outpatient or similar
facility;
(3) to provide scholarships, fellowships, to stipends to interns,

residents, or other medical personnel who are in need of such assist-
ance to participate in accredited training programs in the field of
family medicine and who plan to specialize or work in the practice
of family medicine; and
(4) to operate or participate in special programs for training para-

medical personnel on the field of family medicine.
For the purpose of making the grants to medical schools and to hos-

pitals, the bill would authorize appropriations of $50 million for fiscal
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year 1971, $75 million for fiscal year 1972, and $100 million each for
fiscal years 1973,1974, and 1975.
We are in full accord with the objective of encouraging and pro-

moting the training of physicians and paramedical personnel to help
to meet the needs of each patient for personalized care of his health
needs. At a time of continuing increasing specialization and with a
variety of types of personnel and facilities often contributing to the
care of a single patient, educational programs for health manpower
at all levels must emphasize coordination and continuity for the health
needs of individuals.
Comprehensive health care includes preventive, diagnostic,

therapeutic, rehabilitative and health-maintenance services, and re-
quires appropriate referral of patients for selected specialized and
supporting services. This implies and requires effective coordina-
tion among physicians within the various specialties and with per-
sonnel in the nursing and allied health fields. It also requires adequate
interpretation to the patient and his family of the nature and prog-
ress of the patient's illness and the services being recommended and
provided in the context of the patient's expectations.
Continuity of care may be provided by several physicians working

together in formal or informal association with each member having
access to the patient's records. Continuity may also be facilitated by
the appropriate use of nurses and other allied health personnel under
proper supervision, in situations where continuing attention by the
same physician is not possible.

Methods of achieving the goal of comprehensive and personalized
services for each individual are in a state of experimentation and
change. A variety of terms are used to describe the kind of care or
practice, or the type of practitioner, that is wanted: family practice,
general practice, personal medicine, primary care, ,first-contact physi-
cian, generalist, comprehensive medical care are some of them. Many
physicians have been, of course, providing this kind of care right along.
You are familiar with the manner in which general practitioners, in-
ternists, and pediatricians perform these roles.
In addition family practice is being increasingly recognized as a

new medical specialty. The specialty has its own examining board,
the American Board of Family Practice. The specialty requires a 3-
year post-M.D. program of training. Like the specialties of pediatrics
and internal medicine, it is patient and family oriented rather than
disease or system oriented.
The emergence of the new specialty of family practice provides

one more evidence of the response to the need for personalized and
comprehensive health care, and for encouraging concepts of personal-
ized service and continuity of care across the board in medical training.

Increasing numbers of medical schools are teaching aspects of family
care. In the last few years or so, substantial numbers of schools have
recognized the need to develop a more concerted effort to give students,
interns and residents the opportunity to learn firsthand more about
the medical care of the patient as an individual, and as a member of
the family, and about community resources that are available to
augment the physician's efforts to provide effective care to all members
of families.

51-381 0-70-14
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We are very much interested in the development of programs that
provide medical students with experiences in comprehensive health
care and in family practice.
Under the health professions educational assistance construction

program we are assisting in the construction of medical schools and
their teaching hospitals. Space for family practice activities—both the
teaching and clinical practicum—is being constructed as an integral
part of the teaching facility. This committee is aware that we also
administer authorities for construction for nurse training facilities and
for allied health training centers. The Hill-Burton medical facilities
construction program provides support for the construction and mod-
ernization of private, nonprofit medical facilities, including ambula-
tory care facilities of the type required for family medicine teaching
programs. In addition, one of the priorities provided under the new
Hill-Burton legislation is for projects for the construction of facilities 

iwhich will provide training n health or allied health provisions. In
view of these authorities, the construction authorities proposed in this
bill are unnecessarily duplicative and overlapping. We feel strongly
that, particularly in the case of construction aid, it is more reasonable,
feasible, and economical to provide general rather than categorical
construction assistance.
In addition to the authority for the construction of teaching fa-

cilities under the health professions educational assistance construc-
tion program, there is presently authority under the health professions
educational assistance improvement grants programs for grants to
medical schools for special projects to plan, develop, or establish new
programs of education or modification of existing programs; to effect
significant improvements in curriculums of such schools; to develop
training for new levels or types of health professions personnel; to
expand training programs; or to strengthen or improve programs of
education. Health professions educational assistance institutional
(formula) grants may also be used by the schools, at their discretion,
for teaching purposes relating to family medicine.
A number of schools of medicine and osteopathy and their teaching

hospitals have used, or have indicated their intention to use, at least
a portion of their formula grants or their special project grants under
the health professions educational assistance program to support
the teaching of continuity, primary, or family-oriented care through
a variety of means. Some of these grants have been used to establish
or strengthen departments of family medicine; others, to support fam-
ily practice or continuity care teaching programs on an interdepart-
mental basis; and still others, across-the-board exposure of students to
family care.
Among the medical schools that have been awarded special project

grants for expansion of enrollment (including physician augmenta-
tion projects) under the health professions educational assistance
program, a number will give additional emphasis to the teaching of
family medicine in the course of achieving the goal of increased output.
I should particularly like to address myself for a moment to the

provision (section 761(a) ('1)) of S. 3418 which would authorize
grants to medical schools to operate separate and distinct departments
devoted to the teaching and instruction in all phases of family prac-
tice. There is an implication in this provision that the only way for
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operate a separate department of family practice. We question that
implication. Our experience has shown that some schools are concen-
trating their educational program on the production of family phy-
sicians; other schools are developing family practice or continuity
care programs on an interdepartmental basis, so that the concepts of
family practice become an integral part of the teaching program of
many departments. We feel that such efforts also have great potential
and are making major contributions to both concepts and practice of
family medicine. These contributions should also be recognized.
While a strong administrative mechanism for family practice

teaching in the medical schools is desirable
' 
a separate department is

only one type of administrative unit. The AMA Ad Hoc Committee
on Education for Family Practice, in its report entitled "Meeting the
Challenge of Family Practice," has stated in discussing medical school
administrative units form family practice:
There are various ways in which this need—that is, for an administrative

unit—might be satisfied: An academic department of family medicine is one
way; another is the creation of a division of family medicine within a major
department such as medicine; a third way might be the creation of an inter-
departmental unit; and there might be other approaches which would serve
satisfactorily in a given setting.

We are aware that the legislative flexibility for the support of
family medicine activities through a variety of kinds of adminis-
trative units is provided in some of the other bills now pending before
your committee, for example, H.R. 18716 and H.R. 13064. However,
this legislative flexibility presently exists in the health professions
educational assistance special project authority (cf. section 772 of
the Public Health Service Act) . This broader authority permits the
support of a variety of administrative mechanisms within the medical
school for carrying out family practice teaching programs and is
especially suited, to modification of training programs to coincide
with changing patterns of organization of medical services.
In any event, we strongly oppose legislating the organizational

structure within medical schools for teaching family medicine, espe-
cially when some schools are successfully developing such programs
without separate departments.
With respect to the provisions of the bill for grants for special

training programs for paramedical personnel in the field of family
medicine, several other legislative authorities already exist under
which such activities may be aided. Authority for Federal support of
training of physician assistants and other new types of paramedical
personnel has been provided under the allied health professions per-
sonnel training authority for developmental grants (section 794 of
the Public Health Service Act). As you know, bills to extend and
broaden this authority are presently in conference. This authority has
real potential for the preparation of new types of personnel to assist
in providing the type of care toward which this bill is directed.
The allied health legislation would also provide authority for grants

to a variety of agencies, institutions, and organizations for planning,
developing and establishing new programs of training paramedical
personnel or effecting significant improvements in curricula. We feel
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that this legislative authority is sufficiently broad to cover the pur-
poses of this bill and is the more appropriate vehicle for their accom-
plishment.
A number of projects involving the preparation of nurses to play

a role in the provision of family-oriented medical care have been
conducted under nurse training and public health training authorities.
These have included, among others, projects to plan and evaluate ex-
perimental training programs for such clinical nursing specialists
as pediatric nurse practitioners.
Mr. Chairman, with respect to internship and residency training,

we must remember that the cost of salaries of interns and residents
(and to somewhat less extent teaching costs for these training pro-
grams) are now met largely out of payments for patient services,
including reimbursements for care rendered by such interns and resi-
dents under medicare, medicaid, and other third-party payment plans.
In view of the evolving character of the concept of family medicine,

there are advantages to aiding activities in this field under broad,
flexible legislative authorities such as those contained in the Health
Professions Educational Assistance Act. This type of authority per-
mits the support of alternative approaches to training in the provi-
sion of comprehensive and continuing care to individuals and families,
pending further evaluation of the various mechanisms for educating
personnel and organizing medical services in this field. It also allows 

iaid for training n family medicine to be provided in conjunction
with aid directed toward another purpose such as expansion of enroll-
ment of medical schools.
The health professions educational assistance authority is due to

expire June 30, 1971. The Department is in the process of developing
its legislative recommendations for modification and extension of that
act and other health manpower legislation. Because of the close rela-
tionship between the family medicine activities proposed in S. 3418
and the health professions educational assistance programs, we recom-
mend against enactment at this time.
In any event, the Administration strongly opposes the enactment

of educational categorical grant authorities such as those embodied in
this bill which would duplicate authorities or mechanisms which al-
ready exist and under which the purposes of this legislation could be
achieved.
Now, I will condense my fuller statement in the area of nutrition,

if that is agreeable.
Mr. JARMAN. Yes, it is.

MALNUTRITION

Dr. MARSTON. Title II of S. 3418 would authorize the Secretary of
Health, Education, and Welfare to (1) make grants and contracts with
medical schools, appropriate graduate schools, and nursing schools to
establish courses dealing with malnutrition; (2) make grants and con-
tracts with institutions and individuals for research into malnutrition ;
(3) establish special projects to provide practical training and experi-
ence for students of courses in malnutrition; and (4) provide fellow-
ships and financial assistance to students to encourage and enable them
to pursue studies and engage in activities in poverty areas relating to
malnutrition.
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Title II also directs that, in selecting educational institutions to
carry out its purposes, priority be given to those located in poverty
areas and authorizes appropriation of $32 million for fiscal year 1971
and the four years following to carry out these programs.
The Department is in accord with the basic objectives of title II,

which we understand to be (1) the creation of an effective force of
field workers trained in malnutrition and nutrition to deal directly
with this problem, especially in poverty areas, and (2) to encourage
high-quality biomedical research in the area of malnutrition and
nutrition.
With regard to training programs, we would point out that both the

Nurse Training and Health Professions Educational Assistance Act
improvement grant authorities provide the statutory mechanisms un-
der which components of medical and nursing education may be
strengthened.
We also call your attention to the fact that special training—both

long- and short-term—in public health nutrition may be provided un-
der the existing authority of sections 306 and 309 of the Public Health
Service Act to professional health personnel including physicians,
nutritionists, health educators, and social workers.
We cannot endorse enactment of the categorical educational grant

authorities such as those embodied in this bill which would duplicate
authorities or mechanisms which already exist.
Although completely in accord with the second objective of title II—

support of research and research training in nutrition—the Depart-
ment would point out that adequate authority now exists in the Pub-
lic Health Service Act for all of the functions provided in this session
and more. These are are now being discharged competently and exten-
sively by the National Institutes of Health which is supporting a very
substantial research and training effort pertaining to malnutrition
and nutrition both in the laboratories and clinics of several of the
National Institutes in Bethesda and at numerous medical centers
throughout the country. These activities cover the full spectrum of
nutrition from fundamental studies concerning the metabolic and
physiologic actions of the various nutrients and their requirements
in man, to practical, applied research aimed at alleviation of malnutri-
tion and nutrition-deficiency diseases both in the United States and
abroad. In addition, the NIH finances and administers a substantial
and comprehensive program providing research fellowships and re-
search training grants in nutrition. At the NIH, we are now spending
in the neighborhood of $24 million for nutrition research and $2.9
million for nutrition research training and fellowships. Such levels of
support are strong evidence that research in the field of malnutrition/
nutrition is being given a very high priority by the NIH.
No doubt the primary tool for nutritional improvement is financial

improvement such as would be provided by the enactment of the Presi-
dent's proposed family assistance plan. While the first objective of
title II appears to be the provision of better nutrition education for
health workers and members of the public, we believe the means chosen
are duplicative of existing authorities. The second objective of title II,
that related to biomedical research on malnutrition, though relevant,
is being carried out broadly and effectively at present. The authoriza-
tion in subsection (2) of the bill would be an unnecessary duplication
of existing authorities.

f



For the reasons outlined above, we recommend against enactment
of title II of S. 3418.
(That portion of Dr. Marston's prepared statement dealing with

malnutrition follows:)
MALNUTRITION

Title II of S. 3418 would authorize the Secretary of Health, Education, and
Welfare to (1) make grants and contracts with medical schools, appropriate
graduate schools, and nursing schools to establish courses dealing with ma!-
nutrition; (2) make grants and contracts with institutions and individuals
for research into mhlnutrition ; (3) establish special projects to provide practical
training and experience for students of courses in malnutrition; and (4) provide
fellowships and financial assistance to students to encourage and enable them
to pursue studies and engage in activities in poverty areas relating to mal-
nutrition.

Title II also directs that, in selecting educational institutions to carry out
its purposes, priority be given to those located in poverty areas and authorizes
appropriation of "such sums as may be necessary" to carry out these programs.
The Department is in accord with the basic objectives of Title II, which we

understand to be (1) the creation of an effective force of field workers trained
in malnutrition and nutrition to deal directly with this problem on the community
level, especially in poverty areas, and (2) to encourage high-quality biomedical
research in the area of malnutrition and nutrition.
The first objective is that of creating an effective force of field workers to

deal directly on a community level with parents and children in vulnerable
population groups, particularly in poverty areas. For this purpose, Title II
would support the establishment of courses in medical, nursing, and graduate
schools dealing with malnutrition, its causes land effects, and its early detection
and effective treatment. The students taking such courses would receive practical
training and experience through special projects, particularly in poverty areas.
In order to encourage enrollment in such courses, fellowships and financial
assistance would be provided.
The Department feels that there is a distinct need for providing education on

malnutrition on a practical level to enable workers emerging from such an edu-
cational effort to engage in down-to-earth community public health activities
such as counseling mothers what foods to buy with a severely limited poverty
budget, how to feed infants and preschool children, how to plan meals and
budget expenditures for several days ahead, and the like. In this connection,
the Department of Agriculture is devoting approximately $50 million to an out-
reach program to bring nutrition information to low-income families.
It is our judgment, however, that grants to the type of schools specified in this

bill will not solve the problem of malnutrition among the poor. Even if we could
assume that the people who most need help would come into contact with
physicians and registered nurse a not too likely prospect in present circum-
stances—the pressures to expand medical and nursing curricula and the demands
of practice have produced a situation where physicians and nurses have neces-
sarily become dependent upon specialists in nutrition to counsel patients and
prescribe diets.
We have no reason to believe that adding nutrition courses to training pro-

grams of these health professionals would ease the pressures on their time that
lead them to depend on nutritional specialists. We feel that the goal of enhancing
community health activities in this area can best be met by focussing training on
auxiliary personnel who are most likely to be dealing with nutrition problems
on a day-to-day basis. One example which holds great promise is the development
of community health workers operating out of the neighborhood health centers.
These workers are in tune with the culture in which they are operating and can,
after some training, be very effective in communicating the basics of good
nutrition.
If we are to deal successfully with the problem of malnutrition, several ele-

ments of the problem must be taken into account. First, and most importantly,
the poor are malnourished because they cannot afford the foods they need for
a nutritious diet. Without the assurance of a reasonable minimum income, such
as would be provided by enactment of the President's Family Assistance Plan,
we cannot expect education to have much impact. Secondly, many people. rich
and poor alike, are malnourished because they are ignorant of what constitutes
good nutrition. In order to alleviate this problem we need to train the types of
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health workers who will be most effective in communicating the facts about good
nutrition. Both the Nurse Training and Health Professions Educational Assist-

ance Act improvement grant authorities provide the statutory mechanisms under

which components of medical and nursing education may be strengthened.

We also call your attention to the fact that special training—both long- and

short-term—in public health nutrition may be provided under the existing author-

ity of sections 306 and 309 of the Public Health Service Act to professional health

personnel including physicians, nutritionists, health educators, and social

workers.
Although completely in accord with the second objective of Title II—support

of research and research training in nutrition—the Department would point out

that adequate authority now exists in the Public Health Service Act for all of

the functions provided in this section, and more. These are now being discharged

competently and extensively by the National Institutes of Health which is sup-

porting a very substantial research and training effort pertaining to malnutrition

and nutrition, both in the laboratories and clinics of several of the National

Institutes in Bethesda and at numerous medical centers throughout the country.

These activities cover the full spectrum of nutrition from fundamental studies

concerning the metabolic and physiologic actions of the various nutrients and

their requirements in man to practical, applied research aimed at alleviation of

malnutrition and nutrition-deficiency diseases both in the United States and

abroad. In addition, the NIH finances and administers a substantial and compre-

hensive program providing research fellowships and research training grants in

nutrition. In the conduct of the very extensive nutrition programs of the NIH,

the advice and assistance of many experts in the field are obtained continuously

from the scientific staff of the National Institutes of Health and, on a consulta-

tive basis, from a very broad range of outside experts.
A special in-depth study in 1965 established the total expenditures of the

NIH related to nutrition research at a level of $23,800,000. A more recent review

indicates a similar level of expenditure for nutrition research in fiscal year

1968, as well as a total expenditure of approximately $2,100,000 for nutrition

research training and $850,000 for fellowships. A substantial portion of this

effort is related directly to nutritional deficiencies, malnutrition, and deficiency

diseases and their various causes, and methods of diagnosis and treatment. Such

levels of support are strong evidence that research in the field of malnutri-

tion/nutrition is being given a very high priority by the NIH.
The Department feels strongly that Title II, in subsection (2), addresses it-

self to questions to which most answers already exist; in the instances where

the relevant knowledge is as yet incomplete, these answers are being furnished
continuously and are expected to be known in the near future. To use the lan-
guage of the bill, the causes and effects of malnutrition are known, means for
its detection are known, and the means for effective treatment of malnutrition
are likewise known. The recent National Nutrition Surveys which pinpointed
pockets of malnutrition among our poorest populations would indeed not have
been possible were it not for the existing knowledge concerning the causes and
effects of malnutrition and individual nutritional deficiencies, and methods for
detection and diagnosis of such deficiencies.
No doubt the primary tool for nutritional improvement is financial improve-

ment such as would be provided by the enactment of the President's proposed
Family Assistance Plan. While the first objective of Title II appears to be the
provision of better nutrition education for health workers and members of the
public, we believe the means chosen are not entirely appropriate and to some
extent duplicative of existing authorities. The second objective of Title II, that
related to biomedical research on malnutrition, though relevant, is being carried
out broadly and effectively at present. The authorization in subsection (2) of
the bill would be an unnecessary duplication of existing authorities.
In summary, we are in complete accord with the fundamental objectives of

the proposed legislation. We feel that that part of Title II devoted to the educa-
tion and creation of malnutrition field workers to work on the community level,
particularly in poverty areas, is based on a true need but is somewhat mis-
directed. Rather than the establishment of a new categorical program of this
type, we would recommend the continued development and enhancement of the
ongoing programs of this and other agencies directed toward meeting the totality
of the needs of our Nation's disadvantaged. We feel strongly that the second
portion of Title II addressed to research in malnutrition is being carried out
effectively under present arrangements, that special legislation for this purpose
is not necessary and could result in a duplication of efforts.
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Dr. MARSTON. And then if I may move to a brief statement on the
National Information and Resource Center for the Handicapped.
Mr. JARMAN. We would be glad to hear you, Doctor.
Dr. MARSTON. Yes.

NATIONAL INFORMATION AND RESOURCE CENTER FOR THE HANDICAPPED

Senator Dole's bill, S. 4002, to establish a National Information and
Resource Center for the Handicapped, was passed by the Senate as
title III of S. 3418. In effect, this proposal would expand and broaden
the scope of the authority for the Secretary of Health, Education,
and Welfare which is contained in section 7 of the Vocational Reha-
bilitation Act, as amended, to operate an information service and to
make available to agencies, organizations, and persons concerned with
vocational rehabilitation, useful information on resources for various
disabilities and other matters helpful in promoting the rehabilitation
of handicapped individuals. The establishment of such a center would
be responsive to requests from many individuals and groups for guid-
ance in finding and utilizing all available services and knowledge to
meet the many needs of disabled people of all ages.
The information and data with which the Center would be concerned

includes, but is not limited to, information about medical and re-
habilitation facilities and services; day care and other programs for
young children; education; vocational training; employment; trans-
portation, architecture and housing (including household appliances
and equipment) ; recreation; and public or private programs estab-
lished for, or which may be used in, solving problems of the
handicapped.
In recent years many other commissions, task forces, and commit-

tees working on single or multiproblem areas have referred to the
necessity for communicating quickly and effectively new knowledge
to physicians, rehabilitation practitioners, and others engaged in the
delivery of services to people who need them. These include the Presi-
dent's Commission on Heart Disease, Cancer, and Stroke; the Depart-
ment's task force on the feasibility of a National Mental Retardation
Information and Resource Center; and the President's Committee on
Mental Retardation.
Earlier similar needs and recommendations resulted in the forma-

tion of information exchanges in the education, scientific, and medical
fields. Examples are ERIC in the educational areas, MEDLARS at
the National Library of Medicine, and the clearinghouse for Federal
scientific and technical data of the Department of Commerce. Services
from these systems are available to researchers, planners, students,
consumers of services, physicians, and other professional groups, as
well as the general public.
The Department suggests that a necessary and perhaps primary

task of any new Center should be that of (1) helping to orchestrate
the existing information on systems, (2) filling in gaps in data by
concentrating, at least initially, on one or more of the presently un-
organized information areas referred to in the proposed legislation,
and (3) advising potential users about the resources of the existing
and any new systems.
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In summary, the Department supports this title of the bill. For rea-
sons of proper administration, however, we recommend that imple-
mentation not begin until fiscal year 1972. In addition, we recommend
that, during the first year of the Center's operation, a complete plan
be developed for utilizing pertinent data on ERIC, MEDLARS, and
other information and resource systems. Concurrently, a plan for ob-
taining, handling, and releasing other new data, in accordance with
a system of national priorities should be developed.
Mrs. Kathleen Arneson, as I have said, special assistant to the Com-

missioner of the Special Rehabilitation Service, is with me today and
would be happy to answer any questions you may have on this part
of the bill.
Thank you, Mr. Chairman. This concludes the Department's

statement.
(The portion of Dr. Marston's prepared statement dealing with the

National Information and Resource Center for the Handicapped
follows:)

NATIONAL INFORMATION AND RESOURCE CENTER FOR THE HANDICAPPED

Senator Dole's bill, S. 4002, to establish a National Information and Resource
Center for the Handicapped, was passed by the Senate as title III of S. 3418.
This proposal reflects the Senator's finding that disabled people, and groups in-
terested in improving health, housing, recreation, rehabilitation and other
services for individuals with handicapping conditions, have no single source of
authoritative and complete information about governmental or other services
available to them. In effect, this proposal would expand and broaden the scope of
the authority for the Secretary of Health, Education, and Welfare which is
contained in Section 7 of the Vocational Rehabilitation Act, as amended, to
operate an information service and to make available to agencies, organizations
and persons concerned with vocational rehabilitation, useful information on
resources for various disabilities and other matters helpful in promoting the
rehabilitation of handicapped individuals. The establishment of such a Center
would be responsive to requests from many individuals and groups for guidance
in finding and utilizing all available services and knowledge to meet the many
needs of disabled people of all ages.
The information and data with which the Center would be concerned includes

but is not limited to, information about medical and rehabilitation facilities and
services; day care and other programs for young children; education; vocational
training; employment; transportation, architecture and housing (including
household appliances and equipment) ; recreation; and public or private programs
established for, or which may be used in, solving problems of the handicapped.
As the sponsors of this legislation have pointed out, a disabled person and his

family have a special challenge they must meet each day—that of accepting
and working with a disability in such a manner as to become and remain as
active and useful, as independent, secure, and dignified as the disability will
allow.
Many disabled young people and adults are cut off from normal experiences

in going to school, and to church, participating in community activities, and in
getting and keeping a satisfactory job. They must be helped, however, to utilize
all available resources for their personal and social development. Some health
and medical services are available in each State for children with mental and
physical impairments. Many communities have special educational programs par-
ticularly designed for handicapped children. For those who do acquire some edu-
cation and can seek employment, there is individualized help from the State-
Federal vocational rehabilitation program. Services such as diagnosis and medical
care, counseling, training, and assistance in finding employment are generally
available from this public program. And in many communities voluntary programs
aid many disabled children and older people.

(
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For some handicapped people, a long period of care and training in rehabilita-
tion centers and in workshops must be undertaken before the individual can be
employed. For these and many other physically impaired people, there is great
need for available information about community resources for outdoor recreation
and other leisure time activities.

Information about technical schools and universities which can accommodate
physically handicapped but intellectually able youth is. often lacking. Available
data are always incomplete and out of date. For the disabled who are going
to school or trying to obtain and keep a job, accurate knowledge about which
public buildings and which community plants and private office buildings are
accessible and useable by them is of prime importance. They are also vitally
interested in accessible public transportation—which bus lines, airlines or
other modes of special transportation are able and willing to carry disabled
people.
Many national organizations and community groups are now expressing concern

about more economical and useable housing, recreation and transportation
services for impaired people. In addition to ramps, wide doors and elevators,
what architectural modifications will enhance self-care and independent use
of the structure or facility? The National Conference on the Disabled and the
Disadvantaged, sponsored by the Department and many national groups, high-
lighted the great demand for up to date information on research findings, the
result of pilot and demonstration projects, and training and service efforts in
the several States. The National Commission on Architectural Barriers recom-
mended the establishment of information and technical assistance efforts to
serve program developers, civic groups, research firms and others concerned
with improving services for the disabled.
A major recommendation of the 1200 architects, engineers and civic planners

who participated in barrier-free workshops of the American Institute of Archi-
tects last year dealt with sharing new technology and practice about the require-
ments of disabled persons.
In recent years many other commissions, task forces and committees working

on single or multi-problem areas have referred to the necessity for communicating
quickly and effectively new knowledge to physicians, rehabilitation practitioners
and others engaged in the delivery of services to people who need them. These
include the President's Commission on Heart Disease, Cancer and Stroke, the
Department's Task Force on the Feasibility of a National Mental Retardation
Information and Resource Center, and the President's Committee on Mental
Retardation.

Earlier similar needs and recommendations resulted in the formation of in-
formation exchanges in the education, scientific and medical fields. Examples
are ERIC in the educational area, MEDLARS at the National Library of Medi-
cine, and the Clearinghouse for Federal Scientific and Technical Data of the
Department of Commerce. Services from these systems are available to re-
searchers, planners, students, consumers of services, physicians and other
professional groups, as well as the general public.
The Department suggests that a necessary and perhaps primary task of any

new Center should be that of (1) helping to orchestrate the existing information
systems, (2) filling in gaps in data by concentrating at least initially on one
or more of the presently unorganized information areas referred to in the pro-
posed legislation and (3) advising potential users about the resources of the
existing and any new systems.
In summary, the Department supports this title of the bill. For reasons of

proper administration, however, we recommend that implementation not begin
until Fiscal Year 1972. In addition, we recommend that during the first year of
the Center's operation, a complete plan be developed for utilizing pertinent data
in ERIC, MEDLARS and other information and resource systems. Concurrently,
a plan for obtaining, handling and releasing other new data, in accordance with
a system of national priorities, should be developed.
Mrs. Kathleen Arneson, Special Assistant to the Commissioner of the Social

Rehabilitation Service, is with me today and will be happy to answer any ques-
tions you may have on this part of the bill.

Mr. JARMAN. Thank you very much, Dr. Marston. The subcommit-
tee will be studying your entire statement with care.
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Time pressure being what it is, let me ask very briefly, the De-
partment takes a position against a provision in title I that would set
up separate and distinct departments in family practice. With the
situation what it is nationally, the tremendous need that we have in
this field, don't you think that setting up a separate department in
this field would spotlight the need and would even make it more
attractive to medical schools to meet that need.
Dr. MARSTON. I would agree with the first part of your statement

that it certainly would spotlight the need.
Mr. Chairman, let me try to make very clear the Department's deep

concern about the need for more family practitioners and its hope to
do all that we can to increase the numbers.
A year ago, Secretary Finch made the point, in emphasizing the

need for more physicians, that our programs in trying to increase the
numbers should, and I quote, "Give priority to provisions for experi-
ences that will encourage students when they graduate to enter the
practice of family medicine." So there is no question about complete
support for the great need in the country.
Our concern about the legislative determination of the actual in-

ternal organization of medical schools is really on two bases. First,
the question of the appropriate Federal role in specifying how in-
dividual institutions shall organize themselves by requiring as a
condition of participation in this program not even the development
of a division of family practice but the establishment of a department
of family practice.
The second and more substantive issue is the fact that the evidence

is not clear to us that the establishment of separate departments is
the only, or is it the best, way of achieving the broad purposes of this
bill in every medical school and school of osteopathy across this whole
Nation. And these are the two bases of concern.
Again, I would agree with the first point that an earmark, a cate-

gorical program, always does highlight in a very effective fashion
the emphasis and the need. I think that the problems in these two areas
are not the ones that concern us. I can't answer your last question,
and I don't think any of us can, and that is the impact on what stu-
dents actually will do in the future.
Mr. JARMAN. Thank you.
May I say, off the record-
(Discussion off the record.)
Mr. JARMAN. On the record. The subcommittee will stand in recess

until 4 o'clock this afternoon.
Mr. Skubitz.
Mr. SKTJBITZ. I would like to ask one question at this moment, if

I may.
Mr. JARMAN. Yes.
Mr. SKTIBITZ. Doctor, I was interested in your statement on page 4:

"Like the specialties of pediatrics and internal medicine, it is pa-
tient- and family-oriented rather than disease- or system-oriented."
I would like to know this. Would the training of the individual that is
going into family practice be any different than the training of stu-
dents who are going into the practice of medicine?
Dr. MARSTON. Yes, sir.
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Mr. SKUBITZ. Would it be a less-trained doctor? Is that what you
are telling us?
Dr. MARSTON. No. What has appeared has been discussed for a

number of years. The action of the AMA in 1969 actually established
as a separate and distinct specialty the specialty of family practice
and specified in general the types of training that would be required
just as is true in the other recognized specialties.
Mr. SKUBITZ. You state, "It would be patient-family-oriented rather

than disease- or system-oriented." I am wondering if we are creating
a class B type of doctor. That is what I am wondering.
Dr. MARSTON. No, sir. I don't think so. I think there are specialists

who are cardiologists who specialize in diseases of the cardiovascular
system, a system-oriented approach.
Mr. SKUBITZ. Let me ask the question in this way. Would the courses

be any different for a student going into this field through medical
school than any other doctor going through medical school?
Dr. MARSTON. No, sir, except that the schools throughout the country

are making serious attempts to provide a broader array of experiences
for the students, and is probable that those who are interested in family
practice might choose during their electives to spend more time in these
opportunities. But the M.D. degree would carry the same significance
of overall competence for all graduates.
Now, the specialization and the qualification for board would be in

the post graduate years and the 3 years that are required by the board
now.
Mr. SKtrBrrz. Thank you, Doctor.
Thank you, Mr. Chairman.
Mr. JARMAN. The committee will stand in recess until 4 p.m.
(Whereupon, at 11 :40 a.m., the subcommittee recessed, to reconvene

at 4 p.m. the same day.)
ArfER RECESS

(The subcommittee reconvened at 4 p.m., Hon. Richardson Preyer
presiding.)
Mr. PREYER. I hope some more members of our subcommittee will be

back shortly, but since we do have two here, we will go ahead with our
hearings.
Dr. Marston has already testified and has answered a number of

questions.
Do you have any further statement that you wish to make, or are

you just available for questions?
Dr. MARSTON. Just available for questions, Mr. Chairman.
Mr. PREYER. All right, sir.
Dr. Carter.
Mr. CARTER. Thank you, Mr. Chairman.
I notice you think you have a sufficient program for research and

training in malnutrition, is that right?
Dr. MARSTON. Yes, sir. We have something over $24 million that is

now being spent in these areas.
Mr. CARTER. You don't think you need any more funds or a new

program in this field, is that right?
Dr. MARSTON. I think the statement I made was that we do not need

any additional ,authority, authorization for the programs.
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Mr. CARTER. You could use more money?
Dr. MARSTON. We have put emphasis in these areas.
Mr. CARTER. Yes, sir. You are not asking for more money, though, is

that right?
Dr. 1VIAasToN. That is right, sir.
Mr. CARTER. Yes, sir. At the present time you are doing this research.

How are you applying the results of your research?
Dr. MARSTON. Could I ask Dr. Burton to give some examples on

that, Doctor?
Mr. CARTER. Yes, sir.
Dr. BURTON. As you can well imagine, Dr. Carter, the research

covers a broad spectrum, all the way from fundamentals to the most
applied and practical. And the mechanisms for conveying the scientific
information that comes out of that research also varies with the indi-
vidual segment of research that is being done.
Thus, anything that is of a highly fundamental nature and would

not, for instance, contribute to an immediate change of the practice of
medicine would find its way into the scientific literature in the usual
fashion.
On the other hand, anything that had any practical application—

let's take an example: A grantee of NIH less than a year ago discovered
that vitamin D as we know it, the antirachitic vitamin, is not really
the decisive biologically active compound in the body. But one of its
congeners, 25-hydroxycho1ecalciferol or "25 HOC" is the active com-
pound. And that opened a door for a new clinical 'approach in the
so-called "vitamin D resistant rickets cases." Could they be vitamin D
resistant for the reason that something happens to that biologically
reactive compound, like that it is not formed from the conventional
vitamin D„ which such patients receive? Would 25 HOC treatment be
better?
At this point, within no longer than 3 months after he had found

and had his first positive clinical results, it was already in publication.
It so happens that it was a matter of publicizing it through one of our
NIH scientific workshops which involved that particular area.
And the news was thus almost immediately distributed.
In 'addition, it will be and has been already reprinted in several

journals, including now the Archives of Internal Medicine so that
these findings are available within half a year at this point and have
come to the attention of the practicing physician.
Mr. CARTER. Yes, sir. Your research and training, or the research

which you do is published but not applied by the National Institutes of
Health, then—that is, you just make the information available to
physicians throughout the country, is that right?
Dr. BURTON. That is correct.
Mr. CARTER. Do you have any people involved, actually, at the grass-

roots in teaching nutrition?
Dr. BURTON. What we do is we support, to the tune of about almost

$3 million, $2.95 million, both training in nutrition and fellowships
through our training grants program and through our fellowships.
Mr. CARTER. I See.
Dr. BURTON. And it depends on the particular training program,

whether this is on a clinically applied level or whether this is more
fundamentally oriented.



216

Mr. CARTER. Yes, sir.
Dr. BURTON. And so, that again you may have, so to speak, imper-

fect penetrance in some cases whereas perfect penetrance in other
cases.
Mr. CARTER. Yes, sir. Of course, we do have nutritional problems

throughout our country in every segment of society, not just our im-
poverished people, but some people just don't choose to eat the right
things or don't know the right things to eat, and others don't have the
right things to eat, I guess.
However, our Government is spending hundreds of millions of dol-

lars now for food stamps. Are you assisting in any way with this
program?
Dr. BURTON. Dr. Carter, may I go back and answer as well part of

your previous question, and make a relevant point?
Mr. CARTER. Yes.
Dr. BURTON. I have with me a booklet "Facts About Nutrition"

and I would like to put it in the record, if possible.
Mr. CARTER. Yes, sir.
Dr. BURTON. My Institute, the National Institute of Arthritis and

Metabolic Diseases, is the Institute which is the nutrition focus at NIH,
has been publishing for the last 8 years a very popular brochure for
mass consumption, for lay consumption, about what constitutes good
nutrition, what constitutes the specific nutrition needed for unusually
critical periods in the life cycle, like pregnancy, infancy, old age, with
recommended meal plans and the like.
It has been what we could call our bestseller; hundreds of thou-

sands of copies have been distributed. And I forgot to mention that
before when you said: "What are we doing to bring the fruits of nu-
trition research to the attention of the public?" We do it also in that
fashion.
(The booklet referred to follows:)
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...
 la
gs
 A
b
o
u

tr
aw

l
G
O
O
D
 
N
U
T
R
I
T
I
O
N
 
IS

 
ES
SE
NT
IA
L 
F
O
R
 
G
O
O
D
 
H
E
A
L
T
H

F
r
o
m
 s
im

pl
e 
on
e-

ce
ll

ed
 p

la
nt
s 
to
 h

ig
hl

y 
co
mp
le
x

h
u
m
a
n
 b

ei
ng
s,
 a
ll

 l
iv
in
g 
th
in
gs
 n
ee

d 
fo

od
.'

 F
oo

d 
is

ne
ce

ss
ar

y 
to

 s
up
po
rt
 g
ro
wt
h,
 to

 r
ep

ai
r 
co
ns
ta
nt
ly
 w
ea
r-

in
g 

ti
ss
ue
s 
an

d 
to

 s
up
pl
y 
en
er
gy
 f
or
 p
hy

si
ca

l 
ac
ti
vi
ty
.

Un
le

ss
 t
he
 f
oo
d 
co
ns
um
ed
 s

up
pl

ie
s 

al
l 
th
e 
el
em
en
ts

re
qu
ir
ed
 f

or
 n
or
ma
l 

li
fe
 p

ro
ce
ss
es
, 
th
e 
hu

ma
n 

bo
dy

ca
nn
ot
 o
pe
ra
te
 a
t 
pe

ak
 e
ff
ic
ie
nc
y 
fo
r 
ve
ry
 l
on
g.
 I
f 
an

es
se

nt
ia

l 
nu

tr
ie

nt
 i

s 
mi

ss
in

g 
fr

om
 t

he
 d
ie

t 
ov

er
 v
er
y

lo
ng

 p
er
io
ds
 o
f 

ti
me

, 
"d
ef
ic
ie
nc
y 

di
se
as
es
" 
su

ch
 a

s

ri
ck
et
s,
 s
cu
rv
y,
 o
r 
ce
rt
ai
n 
an

em
ia

s 
m
a
y
 d
ev

el
op

.

T
h
e
 f
oo
d 

ch
oi
ce
 o
f 

ci
vi
li
ze
d 
m
a
n
 i

s 
in

fl
ue

nc
ed

 b
y

ma
ny

 
fa
ct
or
s,
 s

uc
h 

as
 
cu

lt
ur

al
 
ba
ck
gr
ou
nd
, 

ha
bi
t,

ta
st

e 
pr

ef
er

en
ce

, 
su
sc
ep
ti
bi
li
ty
 t

o 
ad
ve
rt
is
in
g,
 f
am

il
y

fi
na

nc
es

, 
ec
on
om
ic
 s
it

ua
ti

on
, 
an

d 
ma

ny
 o
th
er
s.
 I
n 
th
e

Un
it
ed
 S
ta

te
s 
to
da
y 
a 
va

ri
et

y 
of
 g
oo
d 
fo

od
s 

is
 a
va

il
ab

le
ev

er
yw

he
re

 a
nd
 w
it

hi
n 
ec
on
om
ic
 r
ea

ch
 o
f 
mo
st
 p
eo
pl
e.

Ne
ve
rt
he
le
ss
, 
ma

ny
 p
er
so
ns
 s

ti
ll

 c
on

su
me

 i
na
de
qu
at
e

or
 f

au
lt
y 

di
et

s 
wh
ic
h 

ar
e 

li
ke

ly
 t

o 
le
ad
 t

o 
po

or
 o

r
bo

rd
er

li
ne

 h
ea

lt
h,

 a
nd

 t
he
re
 i

s 
a 
co
nt
in
ui
ng
 n
ee
d 

to
pr

ov
id

e 
in

fo
rm

at
io

n 
on

 h
o
w
 t
o 
us
e 
th
is
 a
bu
nd
an
ce
 o
f

fo
od
 t
o 
th
e 
be
st
 n
ut
ri
ti
on
al
 a
dv
an
ta
ge
.
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C

T
h
e
 n
ut

ri
en

ts
 i
n 
fo
od
 w
hi

ch
 a
re
 n
ec

es
sa

ry
 f
or

 g
oo
d 

he
al

th
 c
an
 b
e

di
vi
de
d 

in
to

 c
er

ta
in

 g
ro

up
s—

pr
ot

ei
ns

, 
ca
rb
oh
yd
ra
te
s,
 f
at

s,
 v
it

am
in

s,
mi
ne
ra
ls
, 
an

d 
wa
te
r.
 M
os

t 
c
o
m
m
o
n
 f
oo

ds
 c
on
si
st
 o
f 
co

mb
in

at
io

ns
 o
f

th
e 
ab
ov
e;
 f
oo
ds
 w
hi

ch
 a
re

 g
oo
d 
so

ur
ce

s 
of
 o
ne

 f
oo

d 
el

em
en

t 
us
ua
ll
y

al
so
 c

on
tr
ib
ut
e 

ot
he

r 
es

se
nt

ia
l 
el

em
en

ts
 a

s 
we

ll
, 
bu

t 
no
 o
ne
 f
oo

d
su
pp
li
es
 a
ll
 n
ee

de
d 

nu
tr

ie
nt

s 
in

 s
uf

fi
ci

en
t 
am
ou
nt
s.
 F
or
 g
oo
d 

nu
tr
it
io
n

al
l 

es
se
nt
ia
l 
fo

od
 
el
em
en
ts
 
mu

st
 
wo

rk
 
to
ge
th
er
. 

Th
er

ef
or

e,
 w

el
l

ba
la
nc
ed
 n
ut
ri
ti
on
 c
al
ls
 f
or
 a
 w
el
l 
ch
os
en
 v
ar
ie
ty
 o
f 
fo
od
s.

C
A
L
O
R
I
E
S
—
u
n
i
t
s
 o
f 
fo
od
 e
ne

rg
y—

ar
e 

de
ri
ve
d 
fr
om
 t

he
 b

od
y'

s
ch

em
ic

al
 p
ro

ce
ss

in
g 
of
 c
ar
bo
hy
dr
at
es
, 
fa

ts
, 
an

d 
pr

ot
ei

ns
. 
Al
l 
th
re
e 
ca

n
se
rv
e 
as

 b
od
y 

fu
el
, 
to

 p
ro

vi
de

 e
ne

rg
y 
fo

r 
ph

ys
ic

al
 a

ct
iv
it
y 
an

d 
he

at
.

A
n
y
 e
xc
es
s 
of
 t
he
se
 t
hr
ee
 e
le
me
nt
s 
ov
er
 t
he

 r
eq

ui
re

me
nt

s 
of
 t
he

 m
o
m
e
n
t

is
 u
lt
im
at
el
y 
st

or
ed

 i
n 
th

e 
bo
dy
 i
n 
th

e 
fo
rm
 o
f 
fa
t—
to
 b
e 
us

ed
 a
s 
an

en
er

gy
 r
es
er
ve
 i
n 
ti

me
 o
f 
ca

lo
ri

c 
ne
ed
. 
A
 h
ab
it
ua
l 
ca

lo
ri

c 
ex
ce
ss
 l
ea

ds
to

 o
ve

rw
ei

gh
t 
(s
ee
 l
at
er
 p
ag
es
).

Pr
ot

ei
ns

 m
ak
e 
up
 t
he

 b
as

ic
 m
at

er
ia

l 
of
 e
ac
h 
bo
dy
 c

el
l.

 T
he

y 
ar
e

th
e 
ma

in
 c
on

st
it

ue
nt

s 
of
 t
he

 m
us

cl
es

 a
nd

 m
os

t 
le

an
 t
is
su
es
 o
f 
th
e 
bo
dy
,

an
d 
ar
e 
re

qu
ir

ed
 i
n 
th

e 
da

il
y 
di

et
 f
or

 g
ro
wt
h,
 m
ai

nt
en

an
ce

, 
an

d 
re

pa
ir

of
 t
is
su
es
 a
s 
we
ll
 a
s 
fo
r 
m
a
n
y
 o
th
er
 b
od
y 
pr

oc
es

se
s.

 D
ur
in
g 
th

e 
pr

oc
es

s
of
 d
ig

es
ti

on
, 
fo
od
 p
ro

te
in

s 
ar
e 
br

ok
en

 d
o
w
n
 i
nt

o 
si
mp
le
 c
om

po
ne

nt
s

ca
ll

ed
 a
mi

no
 a
ci
ds
, 
wh
ic
h 

ar
e 
re

as
se

mb
le

d 
in

to
 o
th
er
 p
ro
te
in
s 
ne

ed
ed

by
 t
he

 h
u
m
a
n
 b
od

y.
 A
n
y
 e
xt
ra
 f
oo
d 

pr
ot

ei
ns

 n
ot
 u
ti
li
ze
d 
in

 t
hi
s 
sp
e-

ci
al

iz
ed

 f
as
hi
on
 a
re

 u
se

d 
as
 a
 s
ou
rc
e 
of
 en

er
gy

.



A
m
o
n
g
 t
he

 m
a
n
y
 d
if

fe
re

nt
 a
mi

no
 a
ci
ds
, 
ei
gh
t 
ar

e 
ca

ll
ed

 -
es
se
nt
ia
l"

si
nc

e 
bo
dy
 t
is
su
es
 c
an

no
t 
ma
nu
fa
ct
ur
e 
th

em
; 
th

es
e 
es

se
nt

ia
l 
am

in
o 
ac

id
s

mu
st

 b
e 
fu
rn
is
he
d 
in

 t
he

 d
ie

t.
 P
ro
te
in
s 
di
ff
er
 i
n 

th
ei
r 
es

se
nt

ia
l 
am

in
o

ac
id
 c

on
te

nt
. 
Th
os
e 

pr
ot

ei
ns

 w
hi

ch
 c

on
ta

in
 a

 l
ar

ge
 a
mo
un
t 
of
 t
he

es
se
nt
ia
l 
am

in
o 

ac
id

s 
ar

e 
sa
id
 t
o 
ha

ve
 a
 h
ig
h 

nu
tr
it
io
na
l 
va
lu
e;
 t
ho

se

th
at

 a
re

 l
ac
ki
ng
 i
n 
an
y 
of
 t
he

 e
ss
en
ti
al
 a
mi

no
 a
ci
ds
 o
r 
ha

ve
 i
ns
ig
ni
fi
ca
nt

am
ou

nt
s 
of
 o
ne
 o
r 
mo
re
 o
f 
th
es
e 
am

in
o 
ac
id
s,
 h
av

e 
a 
lo

w 
or

 p
oo
r 
nu
tr
i-

ti
on
al
 v
al
ue
. 
In
 g
en

er
al

, 
fo

od
s 
of
 a
ni
ma
l 
or
ig
in
 s
uc

h 
as

 e
gg
s,
 m
ea

ts
,

fi
sh
, 
po

ul
tr

y 
an

d 
mi
lk
 c
on

ta
in

 p
ro

te
in
s 
of
 b
et
te
r 
nu
tr
it
io
na
l 
va

lu
e 
th
an

fo
od
s 
of
 p
la
nt
 o
ri

gi
n.

 H
ow
ev
er
, 
a 

di
et

 c
on

ta
in

in
g 
bo
th
 a
ni
ma
l 
an

d
pl

an
t 

pr
ot
ei
ns
 
is

 
nu
tr
it
io
na
ll
y 

ac
ce
pt
ab
le
 
an

d 
ec
on
om
ic
al
ly
 
mo
re

pr
ac
ti
ca
l.

T
h
e
 f
ol
lo
wi
ng
 f
oo

ds
 a
re
 c
o
m
m
o
n
 s
ou

rc
es

 o
f 

pr
ot
ei
n 
(a

rr
an

ge
d 

in
de

sc
en

di
ng

 o
rd

er
 o
f 
ap
pr
ox
im
at
e 

nu
tr

it
iv

e 
va

lu
e)

 : 
Eg
gs
, 
mi

lk
 a
nd

ch
ee

se
, 
me

at
s,

 fi
sh
, p

ou
lt
ry
, s

oy
be
an
s,
 b
ea
ns
 a
nd

 p
ea
s,
 gr

ai
ns
 a
nd

 c
er
ea
ls
,

an
d 

nu
ts

. 
T
h
e
 l
as
t 
si

x 
fo

od
s 
me

nt
io

ne
d 
(a

nd
 v

eg
et
ab
le
 p
ro
te
in
s 
in

ge
ne
ra
l)
 p
ro

vi
de

 a
 b
et
te
r 
nu

tr
it

iv
e 
va
lu
e 
wh

en
 c
on

su
me

d 
in

 c
om

bi
na

-
ti

on
 w

it
h 
an
im
al
 p

ro
te

in
s—

as
 i
n 

ce
re
al
 w

it
h 

mi
lk

, 
ch

il
i 
be
an
s 
wi

th
me

at
, 
or
 m

ac
ar
on
i 

wi
th
 c

he
es

e.
 
B
y
 c
on
su
mi
ng
 a
 m

ix
tu
re
 o
f 
fo
od
s

co
nt

ai
ni

ng
 b
ot
h 
an
im
al
 a
nd

 p
la

nt
 p
ro
te
in
s 
at
 e
ac
h 
me

al
, 
on

e 
is

 m
or
e

li
ke

ly
 t
o 
se
cu
re
 al

l 
th

e 
es
se
nt
ia
l 
am
in
o 
ac
id
s.
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1'
St

ar
ch

es
 a
nd

 s
ug
ar
s 
m
a
k
e
 u
p 
th
is
 g
ro
up
. 

T
h
e
 c
ar

bo
hy

dr
at

es
 s
er
ve
 a
s

so
ur

ce
s 
of
 e
ne

rg
y 
fo
r 
th
e 
h
u
m
a
n
 b
od

y—
to

 d
o 
ex

te
rn

al
 (
ph
ys
ic
al
) 
an

d
in
te
rn
al
 w
or
k,
 an

d 
to

 m
ai
nt
ai
n 
bo
dy
 t
em
pe
ra
tu
re
.

T
h
e
 c
o
m
m
o
n
 s
ou

rc
es

 o
f 
ca
rb
oh
yd
ra
te
s 
ar
e 
ce
re
al
s 
an
d 

pr
od
uc
ts
 d
e-

ri
ve
d 
fr
om
 t

he
m,

 s
uc

h 
as

 b
re

ad
 a

nd
 o

th
er
 b

ak
ed
 
go
od
s,
 b
re
ak
fa
st

ce
re

al
s,

 r
ic
e 
an

d 
no

od
le

s,
 a
nd

 a
ls
o 
mo
st
 v
eg
et
ab
le
s 
an
d 

fr
ui

ts
, 
su
ga
r,

ja
ms

 a
nd

 j
el
li
es
, 
ca

nd
y,

 s
of
t 
dr

in
ks

, 
an
d 
ho
ne
y.

Ca
rb

oh
yd

ra
te

s 
ar
e 
th
e 
mo
st
 e
co
no
mi
ca
l 
so

ur
ce

s 
of
 b
od
y 
en

er
gy

, 
an

d
th
is
 e
xp

la
in

s 
w
h
y
 t
he
y 
ar
e 
th

e 
fo
un
da
ti
on
 a
nd

 m
ai
ns
ta
y 
of
 m
os
t 
di

et
s

ev
er
yw
he
re
 i
n 
th

e 
wo
rl
d.
 
W
h
e
n
 m
or
e 
ca

rb
oh

yd
ra

te
s 
ar
e 
ea
te
n 
th
an

ne
ce
ss
ar
y,
 t
he

 e
xc

es
s 

is
 c
on
ve
rt
ed
 i
nt

o 
fa

t 
an
d 

st
or

ed
 i

n 
th
e 
fo
rm
 o
f

fa
tt
y 

ti
ss
ue
s.
 
Th
us
, 
ea
ti
ng
 m
or
e 

st
ar
ch
y 
fo
od
s 
an

d 
sw
ee
ts
 t
ha
n 

ar
e

ne
ed

ed
 t
o 
su

pp
ly

 t
he

 e
ne

rg
y 
re
qu
ir
em
en
t 
fo
r 
da

il
y 

ac
ti

vi
ti

es
 m
a
y
 l
ea
d

to
 o

be
si

ty
. 

T
h
e
 c

on
ti
nu
ed
 
us

e 
of
 d

ie
ts

 t
oo
 h

ig
h 

in
 r

ef
in

ed
 s

ug
ar

(c
an
dy
, j

am
, 
et

c.
) 
m
a
y
 e
nc
ou
ra
ge
 t
he
 f
or
ma
ti
on
 o
f 
ca
vi
ti
es
 i
n 
th
e 
te
et
h

of
 g
ro

wi
ng

 c
hi
ld
re
n.
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Fa
ts

 a
re
 p
ri
ma
ri
ly
 a
 s
ou
rc
e 
of
 f
oo
d 
en

er
gy

 a
nd

 i
n 
th

is
 r
es

pe
ct

 t
he
y 
ar
e

mo
re
 t
ha
n 
tw

ic
e 
as

 "
ri

ch
" 
as

 c
ar

bo
hy

dr
at

es
 o
r 
pr

ot
ei

ns
. 
S
o
m
e
 f
at

s 
al
so

co
nt

ai
n 
si

gn
if

ic
an

t q
ua
nt
it
ie
s o

f 
ne

ed
ed

 f
at
-s
ol
ub
le
 v
it

am
in

s,
 an

d 
ce

rt
ai

n
ty

pe
s 
of
 f
at

 c
on

ta
in

 "
un

sa
tu

ra
te

d-
 f

at
ty

 a
ci

ds
 b

el
ie

ve
d 

es
se
nt
ia
l 
fo
r

no
rm

al
 h
ea

lt
h.

 T
h
e
 u
ns
at
ur
at
ed
 f

at
ty

 a
ci
ds
 a
re
 f
ou

nd
 p

ar
ti

cu
la

rl
y 
in

va
ri

ou
s 

li
qu

id
 v

eg
et
ab
le
 o

il
s 
su

ch
 
as

 c
or
n,
 c
ot
to
ns
ee
d,
 p
ea
nu
t 
an

d
so

yb
ea

n 
oi
l 
an

d 
in

 m
a
n
y
 f
is
h 
oi

ls
.

C
o
m
m
o
n
 s
ou

rc
es

 o
f 
fa

t 
ar
e:
 F
at

ty
 m
ea
ts
, 
bu

tt
er

, 
ma
rg
ar
in
e,
 c
re
am
,

mo
st
 c
he

es
es

, 
wh

ol
e 
mi

lk
, s

ho
rt
en
in
gs
, 
ma

yo
nn

ai
se

 a
nd

 s
al
ad
 d
re
ss
in
gs
,

eg
g 
yo
ke
s,
 nu

ts
, a

nd
 p
ea

nu
t 
bu
tt
er
.

In
 c
oo

ki
ng

, f
at

 m
ak

es
 f
oo

ds
 m
or
e 
ap
pe
ti
zi
ng
; 
by
 d
el
ay
in
g 
th

e 
em
pt
y-

in
g 
ti

me
 o
f 
th

e 
st

om
ac

h,
 f
at

s 
al
so
 m
a
k
e
 m
ea
ls
 s
ee
m 

to
 "
st
ic
k 
to

 t
he

ri
bs
." Be
ca
us
e 
fa
ts
 h
av

e 
a 
ve
ry
 h
ig
h 
ca

lo
ri

c 
va

lu
e,

 fa
tt

y 
f
o
o
d
s
—
w
h
e
n
 e
at
en

in
 e
xc
es
s—
of
te
n 
co
nt
ri
bu
te
 t
o 
ov
er
we
ig
ht
.
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Mo
st

 o
f 
th
e 
ha
rd
 t
is
su
es
 o
f 
th

e 
h
u
m
a
n
 b
od
y,
 su

ch
 a
s 
bo

ne
s 
an

d 
te

et
h,

ar
e 
co
mp
os
ed
 i
n 
pa
rt
 o
f 
mi

ne
ra

l 
el

em
en

ts
. 

In
 t
he

 c
as

e 
of
 b
on
es
 a
nd

te
et

h,
 r
el
at
iv
el
y 
la

rg
e 
am

ou
nt

s 
of
 c
al

ci
um

 a
nd

 p
ho

sp
ho

ru
s 
ar
e 
ne

ed
ed

to
 m
a
k
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 s
am
pl
e 
me
al
 p
la
n 
ou
tl
in
ed
 p
re

vi
ou

sl
y—

al
th

ou
gh

th
e 

in
di
vi
du
al
 h

el
pi
ng
s 
of
 f

at
ty

 a
nd

 c
ar
bo
hy
dr
at
e 
fo

od
s 
sh
ou
ld
 b

e

sm
al
le
r.
 

Na
tu
ra
ll
y,
 t
he

re
 i

s 
no
 p

la
ce
 f

or
 c
an
dy
, 

ri
ch
 d

es
se
rt
s 
an
d

gr
av
ie
s,
 e
xt
ra
 p
at
s 
of
 b
ut

te
r,

 a
lc

oh
ol

ic
 b
ev
er
ag
es
 (
th

ey
'r

e 
hi
gh
 i
n 
ca
lo
-

ri
es

) ,
 p
ot
at
o 
ch
ip
s,
 n
ut

s,
 s
of

t 
dr
in
ks
, 
or
 b
et
we
en
-m
ea
l 
sn

ac
ks
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n 
a 
di
et

of
 a
 p
er
so
n 
w
h
o
 w
an
ts
 t
o 
lo

se
 w
ei
gh
t.
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A
 r
ed
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in
g 
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et
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ch
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s 
us
ed
 f
or
 a
 l
im
it
ed
 t
im

e 
on
ly
 i
s 
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it
e 
us
el
es
s.

In
 m
a
n
y
 c
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es
 t
he

 i
nd

iv
id

ua
l,

 af
te
r 
hi
s l

im
it
ed
 o
bj
ec
ti
ve
 is

 a
ch
ie
ve
d,
 wi

ll

ba
ck
sl
id
e 
an
d 

re
ve

rt
 t
o 

hi
s 
ol
d 
fo
od
 p

at
te
rn
 w
it
h 
th
e 

re
su

lt
 t
ha

t 
hi
s

te
mp
or
ar
y 

ga
in
 i

s 
so
on
 w

ip
ed
 o

ut
. 

It
 t
ak
es
 a
 p

er
ma
ne
nt
, 
li
fe
lo
ng

ch
an
ge
 in

 f
oo
d 
ha
bi
ts
 to

 a
ch

ie
ve

 p
er
ma
ne
nt
 re

su
lt
s!

W
o
m
e
n
 w
h
o
 a
re
 p
ro
pe
rl
y 
no
ur
is
he
d 
ar
e 
le
ss
 l
ik
el
y 
to
 e
nc

ou
nt

er
 s
om
e

of
 t
he

 c
om

pl
ic

at
io

ns
 o
f 
pr
eg
na
nc
y.
 
Th
ey
 u
su
al
ly
 r
ec
ov
er
 m
or
e 
qu
ic
kl
y

af
te

r 
th
ei
r 
ba
bi
es
 a
re
 b
or

n 
an
d 
pr
od
uc
e 
mi

lk
 o
f 
go

od
 q
ua
li
ty
 f
or
 b
re
as
t

fe
ed

in
g.

 
A
s
 a
 r

ul
e,
 t
he

ir
 b

ab
ie
s 
ar
e 

he
al
th
ie
r 
an

d 
ph
ys
ic
al
ly
 b

et
te

r

pr
ep
ar
ed
 f
or
 li

fe
.

Mo
st
 p
hy
si
ci
an
s 
do
 n
ot
 w
an
t 
an
 e
xp
ec
ta
nt
 m
ot
he
r 
to
 g
ai
n 
mo
re
 t
ha
n

15
 t
o 
25
 p
ou
nd
s 
if
 h
er
 w
ei

gh
t 
wa
s 
pr
ev
io
us
ly
 n
or
ma
l.
 

Ba
si
ca
ll
y,
 t
he

pr
eg

na
nt

 w
o
m
a
n
 s
ho
ul
d 
ea

t 
th
e 
sa

me
 a
mo
un
t 
of
 f
oo
d 
as
 b
ef

or
e,

 w
it
h

em
ph
as
is
 o
n 
a 
hi
gh
er
 p
ro
te
in
 i
nt
ak
e 
an
d 
le

ss
 f
at
 a
nd
 c
ar

bo
hy

dr
at

e 
fo
od
s.

Pr
ot
ei
ns
 a
re

 e
ss
en
ti
al
 t
o 
ma
in
ta
in
 h
er
 b
od
y 
an
d 

to
 p
er
mi
t 
th

e 
ch

il
d 
to

gr
ow

 a
nd
 d
ev
el
op
; 
af

te
r 
de
li
ve
ry
 t
he
y 
ar
e 
ne
ed
ed
 f
or
 g
oo
d 
la
ct
at
io
n.
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T
h
e
 e
xp
ec
ta
nt
 m
ot
he
r 
sh

ou
ld

 h
av

e 
at
 l
ea
st
 o
ne
 q
ua
rt
 o
f 
mi
lk
 e
ac
h 
da

y
as
 w
el

l 
as
 o
ne
 e
gg

 a
nd

 a
 g
en

er
ou

s 
se
rv
in
g 
of
 m
ea
t,

 fi
sh

, o
r 
po
ul
tr
y.
 
Fo
r

re
as

on
s 
of
 e
co

no
my

, 
le

ss
 e
xp

en
si

ve
 p
ro
te
in
 f
oo

ds
 l
ik
e 
ev
ap
or
at
ed
 o
r

dr
ie
d 
sk
im
 m
il

k 
or
 d
ri
ed
 b
ea

ns
 a
nd

 p
ea
s,
 m
a
y
 o
cc
as
io
na
ll
y 
be
 s
ub
st
i-

tu
te

d.
T
h
e
 d
ai

ly
 m
il
k 
pr

ov
id

es
 c
al

ci
um

 f
or

 t
he

 i
nf

an
t'

s 
bo

ne
s 
an
d 
te
et
h 
an

d
pr

ev
en

ts
 c
al

ci
um

 l
os

s 
on

 t
he

 p
ar
t 
of
 t
he

 m
ot
he
r.
 
Ir

on
-r
ic
h 
fo
od
s 
(s
ee

M
I
N
E
R
A
L
S
)
 s
ho
ul
d 
be
 e
at

en
 i
n 
am
pl
e 
qu
an
ti
ti
es
 t
o 
pr

ov
id

e 
ir
on
 f
or

th
e 

in
fa

nt
's

 a
nd

 m
ot
he
r'
s 
bl
oo
d.
 
Io

di
ne

 i
s 
be
st
 s
up

pl
ie

d 
by

 i
od

iz
ed

sa
lt
 o
r 
se

af
oo

ds
 (
on
ly
 i
od

iz
ed

 s
al
t 
sh
ou
ld
 b
e 
us

ed
 d
ur
in
g 
pr
eg
na
nc
y)
 .

T
h
e
 e
xp
ec
ta
nt
 m
ot
he
r 
sh

ou
ld

 e
at

 g
en
er
ou
s 
am

ou
nt

s 
of
 c
it

ru
s 
fr

ui
ts

,
to

ma
to

es
, 
an

d 
de

ep
 y
el
lo
w 
an

d 
gr

ee
n 
le
af
y 
ve

ge
ta

bl
es

 d
ai

ly
—w

it
h 
le

ss
em
ph
as
is
 o
n 
po
ta
to
es
, 
ri

ce
, 
no

od
le

s,
 fa

ts
, 
br
ea
d 
an

d 
sw
ee
ts
. I

n 
ad
di
ti
on

to
 p

ro
vi
di
ng
 m
uc
h 

of
 t

he
 n

ec
es
sa
ry
 v

it
am

in
s 

th
is
 t

en
ds

 t
o 
pr
ev
en
t

co
ns
ti
pa
ti
on
. 
T
h
e
 a

tt
en
di
ng
 p

hy
si

ci
an

 m
a
y
 p

re
sc
ri
be
 a
ny
 a

dd
it
io
na
l

nu
tr

it
io

na
l 
su
pp
le
me
nt
s 
he
 d
ee
ms
 a
dv
is
ab
le
, 
su

ch
 a
s 
vi
ta
mi
n 
D
.



Pr
ob
ab
ly
 t
he

 s
af
es
t 
an
d 
mo

st
 d
es
ir
ab
le
 w
ay

 o
f 
no

ur
is

hi
ng

 a
 b
ab

y 
is

 b
y

br
ea

st
 f
ee

di
ng

, 
an

d 
h
u
m
a
n
 m
il
k 
m
a
y
 b
e 
co
ns
id
er
ed
 t
he

 i
de

al
 s
ta

rt
in

g
fo
od
. 

Br
ea
st
 f
ee

di
ng

 s
ho
ul
d,
 h
ow
ev
er
, 
no
t 
be
 r
el

ie
d 
on
 e
xc

lu
si

ve
ly

 f
or

co
mp

le
te

 n
ut
ri
ti
on
 f
or

 l
on

g 
be
yo
nd
 t
he

 f
ir
st
 4
 m
on

th
s 
of
 l
if
e.
 
Ev

en
br

ea
st

 f
ed
 .i

nf
an

ts
 r
eq
ui
re
 s
up

pl
em

en
ta

ti
on

 w
it

h 
vi
ta
mi
n 
D
 a
nd

 n
ee
d

ad
di

ti
on

al
 i
ro
n 
ea
rl
y 
in

 l
if
e.
 
(S

ee
 b
el

ow
.)

Ba
bi
es
 w
h
o
 a
re

 n
ot

 b
re

as
t 
fe
d 

ar
e 
us
ua
ll
y 
gi
ve
n 
a 

mo
di
fi
ca
ti
on
 o
f

co
w'
s 
mi

lk
 (
pr
ov
id
ed
 t
he
y 
ar

e 
no
t 

al
le
rg
ic
 t
o 
it

) .
 
A
s
 a
 r
ul
e,
 p
ro

pe
r

bo
tt
le
 f
ee

di
ng

 i
s 
ju

st
 a
s 
be

ne
fi

ci
al

 a
s 
br

ea
st

 f
ee

di
ng

. 
In
 p
re

sc
ri

bi
ng

 a
co

w'
s 
mi

lk
 b
ot
tl
e 
fo

rm
ul

a,
 th

e 
ph

ys
ic

ia
n 
at

te
mp

ts
 t
o 
me
et
 t
he

 f
ol
lo
wi
ng

da
il
y -
nu
tr
it
io
na
l 
re
qu
ir
em
en
ts
:

•
 
P
R
O
T
E
I
N
S

•
 
C
A
R
B
O
H
Y
D
R
A
T
E
S

F
A
T
S

•
 
T
O
T
A
L
 F
L
U
I
D
S

•
 
V
I
T
A
M
I
N
S
 A
N
D
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I
N
E
R
A
L
S

•
 I
N
F
A
N
T

N
U
T
R
I
T
I
O
N

T
h
e
 a
mo

un
t 
su

pp
li

ed
 b
y 
11/

2 
to
 2
 o
un
ce
s 
of

 w
ho
le
 m
il
k 
pe

r 
po

of
 b
od

 
we
i 

t 
of

 t
he

 i
nf

an
t.

T
h
e
 a
mo
un
t 

su
pp

li
ed

 
by
 t

he
 a

bo
ve

 q
ua
nt
it
y 
of

 m
il

k,
 w
it

h 
an

ad
di
ti
on
al
 o
un

ce
 o
f 
su
ga
r 
(a

s 
su
ch
, 
or
 i

n 
th

e 
fo

rm
 o

f 
sy
ru
ps
 o

r
de

xt
ri

ns
 
fo
r 
ea
ch
 1
0 
ou
nc
es
 o
f 
mi
lk
 u
se

d.
A
s
 su

pp
li

ed
 b
y 
th

e 
mi

lk
.

Ab
ou
t 
21/

2 
ou

nc
es

 p
er
 p
ou

nd
 o

f 
bo
dy
 w

ei
gh
t 

ar
e 
ne
ed
ed
. 
T
h
e

fo
rm
ul
a 

is
 d
il
ut
ed
 w
it
h 
wa

te
r 
ac
co
rd
in
gl
y.

• s
 s
up

pl
ie

d 
by
 t
b
è
i
i
.
 T
hi
s 

ca
ll

s 
fo

r 
ea

rl
y 
in
tr
od
uc
ti
on
 t
o 
ot

he
r

fo
od

s 
si

nc
e 
co

w'
s 
mi
lk
 i
s 
de
fi
ci
en
t 
in

 i
ro

n 
an
d 
vi
ta
mi
n 
C.
 U
nl
es
s 
th

e
mi
lk
 
is
 
sp
ec
ia
ll
y 

fo
rt

if
ie

d 
(m
os
t 

ev
ap

or
at

ed
 
mi
lk
 i

s)
, 

ad
di

ti
on

al
vi
ta
mi
n 
D
 i
s 
al

so
 r
eq

ui
re

d.
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•
 I
N
F
A
N
T

N
U
T
R
I
T
I
O
N

Ev
ap
or
at
ed
 m
il

k 
is

 w
id
el
y 
us

ed
 i
n 
in
fa
nt
 f
ee
di
ng
. 

It
 c
an
 b
e 
us

ed

in
 t
he
 a
bo
ve
 f
or
mu
la
 a
s 
"w
ho
le
 m
il
k"
 b
y 
ad

di
ng

 a
n 
eq

ua
l 
am
ou
nt
 o
f

wa
te

r.
Wh
et
he
r 

th
e 
ba

by
 i

s 
bo

tt
le

 f
ed
 o
r 

br
ea
st
 f
ed

, 
wi

th
in

 t
he

 f
ir
st
 f
ew

we
ek
s 
mo
st
 p
hy
si
ci
an
s 
ad

d 
a 
mu
lt
iv
it
am
in
 p
re

pa
ra

ti
on

 t
o 
th
e 
di
et
—o
r

at
 l
ea
st
 c
od

 l
iv

er
 oi

l 
as

 a
 s
ou
rc
e 
of
 v
it
am
in
 D
,
 as
 w
el
l 
as

 o
ra

ng
e 
ju
ic
e o

r 
a

si
mi

la
r 
so
ur
ce
 o
f 
vi
ta
mi
n 
C.

It
 is

 n
o
w
 c
us

to
ma

ry
 t
o 
in

tr
od

uc
e 
se
le
ct
ed
 s
ol
id
 f
oo
ds
 b
et
we
en
 t
he

 2
nd

an
d 
4t
h 
mo

nt
h 
of
 l
if
e.
 
T
h
e
 f
ir
st
 s
ol
id
 f
oo
d 

is
 u
su
al
ly
 o
ne
 o
f 
th

e 
pr
e-

co
ok

ed
 b
ab
y 
ce
re
al
s.
 
Mo
st
 i
nf

an
t 
ce
re
al
s 
ar

e 
en
ri
ch
ed
 w
it

h 
th

e 
ma

jo
r

B
 v
it
am
in
s 
an

d 
ir

on
, 
wh
ic
h 

is
 i
mp
or
ta
nt
 s
in

ce
 a
t 
th

is
 s
ta
ge
 t
he
 b
ab

y 
re

-

qu
ir
es
 a
ll
 t
he
 i
ro
n 

it
 c
an
 g
et

. 
Ne
xt
 a
re

 s
tr

ai
ne

d 
fr

ui
ts

 a
nd

 v
eg

et
ab

le
s,

ha
rd
 b
oi
le
d 
an

d 
ma
sh
ed
 (
or
 s
tr
ai
ne
d)
 e
gg
 y
ol

ks
 a
nd
 t
he
n 
me
at
s.
 
T
h
e

so
li
d 
fo
od
s 
ar

e 
fi
rs
t 
gi
ve
n 

in
 s
tr

ai
ne

d 
or

 f
in
el
y 
gr
ou
nd
 f
or
m 

un
ti
l 
th
e

in
fa
nt
 i
s 
ca
pa
bl
e 
of
 c
he
wi
ng
. 

A
s
 t
im

e 
go
es
 b
y 
an

d 
th
e 
ba

by
's

 t
ee
th

co
me
 i
n,
 l
es

s 
fi
ne
ly
 d
iv
id
ed
 f
oo
ds
 m
a
y
 b
e 
gi

ve
n 

to
 t
ea
ch
 h
im
 h
o
w
 t
o

ch
ew

. 
By
 t
he
 1
2t
h 
to

 1
8t

h 
mo

nt
h 
mo
st
 i
nf

an
ts

 a
re
 c
on
si
de
re
d 
re
ad
y

fo
r 
a 
we

ll
-b

al
an

ce
d 
"a
du
lt
-t

yp
e"

 di
et
.

Mo
th

er
s 
sh
ou
ld
 f
ee
l 
as

su
re

d 
th

at
 a
 h
ea
lt
hy
 i
nf

an
t 
wi
ll
 g
en
er
al
ly
 t
ak
e

wh
at
 h
e 
ne

ed
s 
in

 h
is
 o
w
n
 g
oo

d 
ti

me
 a
nd
 w

il
l 
no

t 
su
ff
er
 n
ut
ri
ti
on
al
ly

pr
ov
id
ed
 h
e 
is

 o
ff

er
ed

 a
 w
el
l 
ba
la
nc
ed
 d
ie
t.
 
"F

or
ci

ng
" 
of
 f
oo
ds
 is

 n
ot

ne
ce
ss
ar
y 
an

d 
so
me
ti
me
s 
m
a
y
 g
iv

e 
ri
se
 t
o 
fu

tu
re

 f
ee

di
ng

 p
ro
bl
em
s.
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hy
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l 
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rk
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s 
pe
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me
d 
in

 a
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an
ce

d 
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e 
an
d 

th
er
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fo
re
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 b
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s 
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ir
em
en
t 
fo

r 
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lo
ri

es
 is

 l
ow
er
. 
Di
et
ar
y 
ca
lo
ri
es
 w
hi
ch

ar
e 
no
t 
us

ed
 a
re

 s
to
re
d 
in

 t
he
 f
or
m 
of
 b
od
y 
fa

t 
an

d 
m
a
n
y
 p
er
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ns
 w
h
o

co
nt

in
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he
 r
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he
r 
di

et
 o
f 
th
ei
r 
ph

ys
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al
ly

 m
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e 
ac

ti
ve

 d
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s 
m
a
y
 b
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om
e

to
o 
he
av
y.
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hi
s 

is
 t
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 m
ai
n 

re
as
on
 w
h
y
 f
ew
er
 c
ar

bo
hy

dr
at

es
 a
nd

 l
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s

fa
t 
ar

e 
ne

ed
ed

 i
n 
th
e 
fo
od
 o
f 
th
e 
ag
ed
.

Si
nc

e 
th
e 
to

ta
l 
am
ou
nt
 o
f 
fo

od
 e
at

en
 m
a
y
 a
nd
 w
il
l 
be
 s
ma

ll
er

 (
lo

ne
-

li
ne
ss
 a
nd

 d
ec

re
as

ed
 a

ct
iv
it
y 
m
a
k
e
 f
or
 s
ma
ll
er
 a

pp
et

it
es

),
 t
he

 d
ie

t
sh

ou
ld

 c
on

ta
in

 i
n 
pr

op
or

ti
on

 a
t 

le
as
t 
as
 m
uc
h 

pr
ot

ei
n,

 v
it

am
in

s 
an
d

mi
ne
ra
ls
. 
T
h
e
 r
eq

ui
re

me
nt

s 
fo

r 
th
es
e 
es

se
nt

ia
l 
nu

tr
ie

nt
s 
mu
st
 c
on

ti
nu

e
to

 b
e 
me
t 

es
pe
ci
al
ly
 s
in

ce
 t
he

re
 i
s 
a 

po
ss

ib
il

it
y 
th
at
 i
n 
ad

va
nc

ed
 a
ge

th
e 
bo
dy
 m
a
y
 a

bs
or

b 
an
d 

ut
il

iz
e 
so

me
 o
f 

th
es
e 
fo
od
 e

le
me

nt
s 

le
ss

ef
fi

ci
en
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y.

A
n
 a
mp
le
 f
lu
id
 i
nt
ak
e 

is
 i
mp
or
ta
nt
, 
es
pe
ci
al
ly
 i
n 
w
a
r
m
 w
ea

th
er

. 
A

li
be
ra
l 
co
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um
pt
io
n 
of
 f
lu
id
s 
su

ch
 a
s 
wa

te
r,

 m
il

k,
 ju

ic
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, c
of

fe
e 
an
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te
a
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ed
 t
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ou
gh
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t 
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e 
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y 
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lp
s 
to

 m
ai
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n 
re
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r 
bo

we
l 
ha
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ts
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al
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id

ne
y 
fu
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M
a
n
y
 o
ld
 p
er
so
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av
e 

di
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 i
n 
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in
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s 
ne
ed
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ot
 b
e 
a

va
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d 
de
te
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en
t 
to
 a
 g
oo

d 
di

et
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Gr
ou
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 m
ea

ts
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r 
te
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er
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fl
ak
y 
fi
sh
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e-
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ir
e 
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tt
le
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he

wi
ng
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E
g
g
 a
nd
 c
he
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e 
di
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es
 p
ro
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de
 a
 l
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er
al
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Dr. 1VIARgroN. We have no direct responsibility involvement in the
food stamp program.
Mr. CARTER. How many nutritionists do you have employed, or

how many people in research or nutrition do you have employed at
the present time?
Dr. MARSTON. Do you know?
Dr. BURTON. We could supply that for the record within a very short

time.
Dr. MARSTON. Would you like it for the Department as a whole?
Mr. CARTER. Yes, sir.
(The following table was received for the record:)

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE EMPLOYEES ENGAGED IN
NUTRITION ACTIVITIES

Number ofOffice employees
Social and Rehabilitation Service: in nutrition

Assistance Payments Administration  3
Administration on Aging  2

Total SRS  5

Food and Drug Administration  66
Office of Education  2

Health Services and Mental Health Administration:
National Center for Health Statistics  22
Center for Disease Control  61
Indian Health Service  38

Total (HSMHA)  121

National Institutes of Health   65

Grand total  259

1 Nutrition Study Section, Division of Research Grants calls on 15 special consultants
In the field of nutrition for expert advice in this area.

Dr. MARSTON. As you know, the NIH—in NIH the research insti-
tutes have research responsibility, and there are additional respon-
sibilities in the service area.
Mr. CARTER. Yes, sir. Are you working with States, State health

departments, in particular, toward—I know that you do detail men
to State departments for assistance. Do you have such people with the
State health departments, working with them and teaching the funda-
mentals of nutrition or giving assistance, or planning for giving
assistance to these people who get food stamps?
Dr. BURTON. Yes, sir. Considerably so. It is done through the nutri-

tion program of the Center for Disease Control in Atlanta. That par-
ticular program has responsibilities in field work and domestic nutri-
tion. It is the same nucleus, the same group that a year and a half
ago carried out the national nutrition surveys which resulted in recom-
mendations expounded to a large extent during the White House
Conference on Nutrition, that we need considerably more community
health action for nutrition.
And they have actually posted people at the community level in the

State public health departments in a large number of States. I cannot
tell you whether it is in all 50 States—I am sure it is not in all 50
States simply because of the limitations of positions that they labor
under.



Mr. CARTER. I know that we do have nutritioniSts in certain counties
in Kentucky involved in training and talking to people who are in
the food stamp program, and I am thankful that we have them.
Now, I notice that you have various advertisements on radio and

television. Do you ever have any advertisements which concern nutri-
tion there Don't you think it is important that we should get that
before the public by television, as we do ther statements regarding
other fields of health?
Dr. BURTON. It is quite important.
Mr. CARTER. Quite important.
Dr. BURTON. I cannot talk for NIH in this particular case because

the mission of NIH is rather circumscribed to research, but other
components in the Department like the nutrition program in the
Health Services-Mental Health Administration have that type of
mission and undoubtedly have that among their many plans.
There are extensive plans there to go out to the public and do

nutrition educaton on the practical everyday person-to-person level.
Mr. CARTER. Yes, sir. Well, I certainly hope that this program was

adequately funded, since you evidently support the part of the bill
which would train more people in this field. I have a feeling that more
people might well be trained, however, and be sent to areas where
food stamps are used to advise with the recipients and to give them
such information as they need.
Dr. Marston, what do you envision as the proper program for para-

medical—program of training for paramedical personnel and how are
they to be used according to this bill?
Dr. MARSTON. Well, as you know, there is before the Congress, in

conference now, the allied health bill which has been discussed by
this committee and before this committee in some detail.
The particular point in this bill of how one can use allied health
owrkers to help provide the 'type of comprehensive personalized serv-

ices that that bill is focused on, again, as a goal is one that we do not
take exception to and indeed have encouraged the development of
allied health workers that would be of assistance in this type of
endeavor.
Perhaps I will Stop at that moment and see if this is responsive to

your question, Dr. Carter.
Mr. CARTER. Well, what will be the role of paramedical personnel?

Would you describe that to us?
Dr. MARSTON. I think broadly the role, the most dramatic role of

the paramedical person in recent years has been the explosive increase
in numbers and types of people who have become a part of the health
team. And I would anticipate that in the future there would be a
continued growth in both the numbers of individuals and the types of
individuals that provide part of the health services for individuals.
And as you know, the number now is well up over a hundred as to

the different types of individuals. I think part of the problem in
the future is to try to be sure that these occupations remain produc-
tive and self-satisfying ones so that one can continue to recruit peo-
ple into them, that one can find better ways to find the capabilities
that individuals have by seeking, where it is possible, to expand our
responsibilities to an optimal degree.
Mr. 'CARTER. The purpose would be to extend the arm of the phy-

sician, is that right?
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Dr. MARSTON. Well, I think, in the broadest sense, that is so. On the
other hand, there are individuals in these areas who have occupa-
tions that are highly specialized and not usually thought of as an
extension of the arm of the physician. I am thinking about the tech-
nicians in the laboratories.
Mr. CARTER. Yes, sir.
Dr. MARSTON. I think part of the problem is that it is such a large

and somewhat diverse field. The focus in this bill is how one can in-
deed extend the effectiveness of physicians through the use of highly
trained individuals at the subdoctoral level.
Dr. ENDworrr. I would like to comment that the development of

paramedical personnel or allied health personnel for the specialties is
pretty well advanced, especially in the hospital-based specialties such
as pathology and radiology and anesthesiology. But the problem of
training paramedical personnel for the family practice physician,
particularly one in solo practice in a rural area, as much of the discus-
sion was about this morning, presents a somewhat more difficult prob-
lem because he has to have a good bit more competency, a variety of
competencies than, let us say, an orthopedic assistant whose principal
function is in the cast room.
As you know, I am sure, there are a number of programs which I

would characterize as still being in the experimental stage for develop-
ing the general, the generalist physician assistant who would probably
be most useful for the family practitioner in solo practice, either in
the ghetto or in the remote rural areas.
The number of programs that are starting up spontaneously is very

encouraging to me. A number of medical schools are launching pro-
grams in this area on an experimental basis within their own resources.
Mr. CARTER. Duke and the University of Washington.
Dr. ENDicorr. Those are the two 
Mr. CARTER. Yes, sir.
Dr. ENDIcoTT (continuing). Most commonly, referred to. But

throughout, well, many parts of the South, for example, other
schools—Bowan Gray has the program. There are the two that I
know of in North Carolina. They are developing them in Georgia and
Alabama and Louisiana. They are springing up in lots of places.
Mr. CARTER. Will these have the relationship to the physician as sur-

geon in the Army and his aide man?
Dr. ENDICOTT. Well, the type of person they are training would have,

oftentimes, the relationship of the Navy corpsman, let's say 
Mr. CARTER. Yes, sir, the same thing.
Dr. ENDICOTT (continuing). Who is on a ship and who has to get his

advice from a physician over the radio, because they would be work-
ing, let's say, in one town while he is in another.
Mr. CARTER. And you think that the present system—if you will ex-

cuse me for this last one, Mr. Chairman—would envision a para-
medic in a small town adjacent to a physician, and he would replace
the physician, to a certain extent, in that area?
Dr. ENDICOTT. It might be that way, or he might sort of you know,

ride the circuit.
Mr. CARTER. Yes, sir.



Dr. ENDICOTT. I was told, just this morning, that in California the
Governor has just signed a modification of the Medical Practice Act
which would permit a physician to employ two such aides.
Dr. MARSTON. I think, Dr. Carter, the use of replace in the sense

that you used it earlier—that is, to extend the effectiveness of the physi-
cian—we have not, in the Department, at least, been thinking of in-
dividuals trained to a lesser degree than a physician replacing him
in an unsupervised category.
Mr. CARTER. Not in an unsupervised category.
Dr. MARSTON. No, sir. He would be replaced from a numerical stand-

point. It would take fewer physicians to achieve the same result but
not replace in the sense of being less capable.
Mr. CARTER. You think we already have sufficient funding for this

under the paramedical bill which you mentioned, is that it?
Dr. MARSTON. No, sir. I think in this whole area of medical services,

and certainly in the area of the allied health, the question of the
appropriate involvement of the Federal Government, vis-a-vis other
parts of the health system, has not yet been thoroughly resolved. And,
indeed, I think the best example is that of the 120 or so allied health
professions we, at present, are supporting under our legislation only
a small number of those. It is a large, rapidly moving group, and I
think the appropriate place for funding in some of these areas has
not emerged with complete clarity yet.
Mr. CARTER. Thank you, Doctor.
Thank you, Mr. Chairman.
Mr. PREYER. Thank you, Dr. Carter.
Mr. Rogers.
Mr. ROGERS. Thank you, Mr. Chairman.
Dr. Marston, good to see you and your associates.
Dr. MARSTON. Yes, sir. Good to see you, sir.
Mr. ROGERS. What is the greatest need in the medical area, as far

as doctors are concerned? Is it surgeons? Is it family doctors, or is it
eye doctors, nose, ear, throat? What would you say?
Dr. MARSTON. I think the greatest need, as the question that was

brought out so often this morning, is the question of adequate or
optimal distribution of health resources and of having what one
needs at the right place.
Now, against that background, if one had to look at the country

as a whole and make a judgment within the intent of your question,
I think the need for the primary care physician, the individual who
takes responsibility for the care of a family or the care of an indi-
vidual throughout his illness, is the area that we seem to see more
frequent breakdown, and relatively less of a problem in terms of
getting acute care in the highly specialized areas, particularly hos-
pital, those cases that need hospitalization. We are probably in better
shape there than we are in the other areas.
Mr. ROGERS. In other words, the primary care doctor, the general

doctor is the one where we are short; is this what you are telling me?
Dr. MARSTON. Yes, sir.
Mr. ROGERS. I would agree with that, from the evidence I have

heard 
Dr. MARSTON. Yes, sir.
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Mr. ROGERS (continuing) . And looking at the problem. Now, how
many of these doctors are we turning out from our medical schools
each year?
Dr. ENDicoTr. Well, Mr. Rogers, you really can't tell when they

leave the school 
Mr. ROGERS. Well, we have a pretty good idea, don't we?
Dr. ENDicarr. No, sir. We don't.
Mr. ROGERS. Because we know what the specialists are.
Dr. ENDicom Well, you said turning out of the schools.
Mr. ROGERS. Well, of course 
Dr. ENDICOTT. When they leave the schools, they really haven't dif-

ferentiated yet.
Mr. ROGERS. Well, all right. When they are ready to begin practice.

I will stay out of their training.
Dr. ENDicoTT. As they finish their training, at the present time—

we can supply the distribution, but the ones who will be characterized
as general practitioners is probably somewhere on the order of 15
percent.
Mr. ROGERS. You think it is that high?
Dr. ENDicorr. Somewhere on that order.
Mr. ROGERS. Now, they tell us the graduating class from Harvard,

they indicate about 3 percent this year.
Dr. ENDicorr. That would be what the senior says his intention is.
Mr. ROGERS. His intent is.
Dr. ENDicorr. Yes. I am talking about after they have finished their

training 
Mr. ROGERS. I understand.
Dr. ENDicorr (continuing). And taken the next step, then about

15 percent are in general practice.
Mr. ROGERS. Well, I would like to see these figures, if you will sup-

ply them for the record.
(The following information was received for the record:)

GRADUATES FROM THE 1965, 1966, AND 1967 CLASSES Now IN GENERAL PRACTICE

As of December 31, 1967, there were 22,623 living graduates of the 1965, 1966,
and 1967 classes of American medical schools (including Puerto Rico). Of this
number, 2,830 or 121/2 percent reported themselves to the American Medical Asso-
ciation as being in general practice. (These numbers include military.)

Source: Medical School Alumni, 1967. American Medical Association, Chicago,
1968.

Dr. MARSTON. We have, I think, a definitional problem, Mr. Rogers,
because you asked the question about the primary-care physician, and
there are physicians throughout the country that are giving primary
care who do not designate themselves as general practitioners. I mean,
many of the pediatricians and internists, I think, would meet most
definitions of primary-care physicians, in terms of what they do on
a day-by-day basis.
Mr. ROGERS. Well, now, pediatricians, a pediatrician is not going to

take care of the whole family, is he?
Dr. MARSTON. No, sir. But I think he would give primary care to

that segment of the population.
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Mr. ROGERS. To the children, but I am talking about giving care to
the family, to a whole family that we envision in the family doctor.
Dr. MARSTON. Yes, sir.
Mr. ROGERS. What would you say the shortage is in the family, in

this problem with the family doctor? Is there any way to estimate it?
Dr. MARSTON. Again, we have run around so often recently just try-

ing to estimate the shortage of physicians in general, that I think one
has real difficulty in giving an answer. There is a significant shortage,
and I think we all accept that there is a problem.
Mr. ROGERS. Now, I understand there is an overage of surgeons,

probably.
Dr. ENDicoTr. Probably, .yes, sir. And I think this is perceived

by the graduating students. I also understand that some feel that at
the present time the number of filled surgical residencies is actually
decreasing.
Mr. ROGERS. Would you let us have those figures 
Dr. ENDICOTT. Yes, sir.
Mr. ROGERS. For the record?
Dr. ENDICOTT. We will put together the best figure that we can.
(The following information was received for the record:)

RESIDENCIES IN GENERAL SURGERY

Statistics for 1969 and 1970 are not yet available. It is therefore impossible
at this time to substantiate an impression by some that the number of filled
residencies in general surgery has been decreasing.

Mr. ROGERS. If you could give us this whole picture, I think it
would be helpful in our consideration of this problem.
(The following information was received for the record:)

SPECIALIZATION IN THE PRACTICE OF MEDICINE BETWEEN 1931 AND 1967

With respect to the general trend toward specialization in the practice of
medicine over the past several decades, between 1931 and 1967 the number and
proportion of physicians in full-time specialty practice—including private prac-
titioners, physicians in teaching and research, hospital staff, Federal physicians,
and others—increased from 24,826, or 16 percent of the total, to 172,709, or
59 percent of the total. Among the specialties, the greatest proportionate in-
creases were in such fields as internal medicine and its subspecialties, ob-
stetrics and gynecology, pediatrics, and psychiatry and neurology.
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ACTIVE PHYSICIANS (M.D.) IN SELECTED SPECIALTIES AND IN TRAINING PROGRAMS: SELECTED YEARS 1931-67

Midyear'
Dec. 31,

19672Type of practice and specialty 1931 1940 1949 1960

Total active physicians 152, 425 168, 770 196, 577 237, 689 294, 072

General practice 3 120, 399 120, 090 110, 441 85, 268 74, 507
Total, full-time specialty 24, 826 36, 880 62, 688 114, 578 172, 709

Internal medicine 4, 003 6,449 11,588 22, 459 34, 270
Subspecialties of internal medicine 4___ _ 465 620 1,955 2,847 4,540
Obstetrics and gynecology 1,418 2, 551 5, 074 10, 257 15, 297
Ophthalmology and otolaryngology 6,410 7,608 9,224 10, 358 12, 612
Pathology 518 987 1,730 3,804 7,296
Pediatrics 1,568 2,416 4,315 9, 157 14,333
Psychiatry and neurology 1, 401 2, 400 4, 720 10, 543 18,804
Radiology 1, 005 1,589 2, 866 5,659 8,854
Surgery (general) 4,320 6, 645 9,931 17, 027 22, 698
Surgical specialties 5 804 6 1,078 3,231 7,278 11,889
All other specialties 2,914 4,537 8,054 15, 189 22, 116

Interns and residents 7,200 11,800 23, 448 37, 843 46, 856

Includes all Federal physicians and non-Federal physicians in 48 States and the District of Columbia.
2 Includes all Federal physicians and non-Federal physicians in 50 States, District of Columbia, and territories.
3 Includes also part-time specialists, physicians not reporting a specialty, and those reporting specialties not

recognized by the American Medical Association.
4 includes allergy, cardiovascular disease, gastroenterology, and pulmonary diseases.
5 Includes neurological surgery, orthopedic surgery, plastic surgery, proctotogy, and thoracic surgery.
6 Includes orthopedic surgery only, other surgical specialties included with general surgery.

Source: Health Manpower Service Book 20. Manpower Supply and Educational Statistics for Selected Health Occupa-
tions. P.H.S. Pub. No. 263, sec. 20.

Data in this table are derived from periodic questionnaires sent to physicians by the American Medical Association. The
description of specialty and when full- or part-time specialist is each physician's own choice and does not reflect
American Board Certification.

PERCENTAGE DISTRIBUTION OF ACTIVE PHYSICIANS (M.D.) IN SELECTED SPECIALTIES AND IN TRAINING PRO-
GRAMS-SELECTED YEARS 1931-67

Midyear'
Dec. 31,
1967 2Type of practice and specialty 1931 1940 1949 1960

Total active physicians 100 100 100 100 100

General practice 3 79 71 56 36 25
Total full-time specialty 16 22 32 48 59

Internal medicine 2 4 6 10 12
Subspecialties of internal medicine 4 (5) (9 1 1 2
Obstetrics and gynecology 1 2 3 4 5
Ophthalmology and otolaryngology 4 5 5 4 4
Pathology (9 (5) 1 2 2
Pediatrics 1 1 2 4 5
Psychiatry and neurology 1 1 2 5 6
Radiology 1 1 1 2 3
Surgery (general)  3 4 5 7 8
Surgical specialties 8 1 1 3 3 4
All other specialities 2 3 4 6 8

Interns and residents 5 7 12 16 16

Includes all Federal physicians and non-Federal physicians in 48 States and D.C.
2 Includes all Federal physicians and non-Federal physicians in 50 states, D.C. and Territories.
3 Includes also part-time specialists, physicians not reporting a specialty, and those reporting specialties not recognized

by the American Medical Association.
4 Includes allergy, cardiovascular disease, gastroenterology, and pulmonary diseases.
5 Less than 0.5 percent.
6 Includes neurological surgery, orthopedic surgery, plastic surgery, proctotogy, and thoracic surgery.

Source: Health Manpower Service Book 20. Manpower Supply and Educational Statistics for Selected Health Occupations.
Public Health Service publication No. 263, section 20. Data in this table are derived from periodic questionaires sent to
physicians by the American Medical Association. The description of specialty anc: when full or part-time specialist is each
physician's own choice and does not reflect American Board certification.
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Mr. ROGERS. Now I understand that you are in sympathy with the
goals of the legislation but feel the necessary authority already exists
except for title III, I guess it is, or the last part where you would give
some information to the handicapped. But the other two approaches
to the bill you feel you have sufficient legislation to do the jOb is that
right?
Dr. MARSTON. Not in terms of what is specified in this bill. We do

not have legislation which would establish a Federal principal to sort
of indicate the internal structure of a medical school—that is, the
establishment of a department. And we think that that would be
unfortunate. We do not have the type of legislation that would high-
light it.
Mr. ROGERS. Well, is this the direction that that would be done, or

simply that funds be available if they decide to do it?
Dr. MARSTON. These funds are in sizable amounts, Mr. Rogers, when

one is talking in authorizations of $50 going up to $100 million for
this particular area. I think it is well to recognize that this is almost
as large as the total sum of the formula. $113 million is the total
amount that we have in the formula and special project grants for
medical and related activities.
Dr. ENDICOTT. I would like to add one comment to that, Dr. Marston,

and that is that in our existing legislation, health manpower legis-
lation, the support is at the level of undergraduate medical education.
And the differentiation into the family physician actually occurs after
the M.D. degree.
And our legislation, existing legislation, is defective with regard to

our ability to provide stipends and fellowships at the post-M.D. level.
Mr. ROGERS. But what about in the hospital or medical colleges for

the post-graduate work?
Dr. ENDIcorr. Well, we would support the faculty which provided

the training, but the stipends, which are included in this bill, we
would not be now authorized to provide.
However, most of the stipends even in the university hospitals, are

a part of the hospital cost and are charged off against the patients
and medicare-medicaid, and third party carriers. Most of those
stipends at present are not direct Federal stipends.
Mr. ROGERS. Now, how many departments of the family physician

would you say there are in our universities and our hospitals?
Dr. Errnicorr. Well, it depends a great deal on how you define it. It

is kind of a fuzzy area at the present time.
Mr. ROGERS. Well, do they have departments of surgery Maybe I

am using the wrong terminology.
Dr. ENDicorr. Well, some have departments of family practice. Not

very many.
Mr. ROGERS. How many, would you say?
Mr. CARTER. Fifteen, I believe.
Dr. ENDicarr. Yes, I think that is correct.
Mr. ROGERS. About 15 departments already?
Dr. Eismicarr. Well, the last information that we had from the

AAGP was nine departments and 14 divisions within other depart-
ments. But the picture is confused because in some schools they carry
out considerable activity in a department which they would, for exam-
ple, characterize as community medicine, or something of this sort.
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Now, in a contract we had 
Mr. ROGERS. Wouldn't that be classified the same? Would not the

association classify either as family practice?
They would not?
Dr. ENDIcoTT. No; I don't think so.
We had a contract with the University of Chicago which made a

survey, and according to his definition 43 were engaging in some sort
of activity in this area. How it is organized, and what they call it,
varies from school to school.
Mr. ROGERS. So we really don't know what we are doing in the area,

is that what you are telling me?
Dr. ENDIcorr. Yes, sir. I don't know entirely what is being done in

this area, because it is being done in so many different ways and dif-
ferent places that no matter what kind of a questionnaire you send
out, you get sort of uninterpretable data back.
Mr. ROGERS. Well, it is amazing that doctors couldn't give us the

right answer, and deans of schools. Is the questionnaire that difficult,
or is their operation so difficult to interpret? This is surprising.
Dr. ENDIcorr. Well, I think that the difficulty here is confusion as

to what we are really talking about, in terms of family practice.
Now, the president of the AMA has recently issued a figure indi-

cating that 38 percent of the physicians in this country engage in what
he calls family practice.
Mr. ROGKRS. Well, now, I thought they had made a speciality of this

now, about a year ago.
Dr. ENDICOTT. Yes, sir.
Mr. ROGKRS. And I thought it was fairly well defined, but it isn't?
Dr. ENDIcorr. Yes, it is well defined but the residencies are just

beginning this year.
Mr. ROGERS. They haven't had any residencies at all before in this
Dr. ENmayrr. Not so designated.
Mr. ROGERS. As a specialty?
Dr. ENDicoirr. Right.
Mr. ROGERS. Well, how did this come out, then?
Dr. ENDIccerr. There are 46 approved residencies as of June 30; 16

are located in medical schools and six are affiliated with medical
schools or located in teaching hospitals of medical schools; the remain-
ing 24 are located in community hospitals.
Mr. ROGERS. These are programs 
Dr. ENDIcorr. Yes, these are approved residencies in family practice.
Now, obviously there is no output yet because they are just starting

the first year of 3 years of training.
Mr. ROGERS. Well, what I mean is, how do we turn out family physi-

cians—how did we turn out family physicians before, and how were
they designated, and how did we ever keep up with them, and how many
did we know we had, before we had the specialty? I can understand
the speciality designation, now, and that is over and apart. It is def-
inite. There is a board, and the residency is accepted and they take the
exam and all this. I understand that.
That has been done since 1969. How did we know before how many

family physicians we had, or did we?
Dr. ENDIcorr. Well, we didn't really, but—
Mr. ROGERS. We didn't?



254

Dr. ENDicurr. Well, when I went to medical school 30-odd years ago,
it was fairly easy to tell, because we counted up the number who took
specialty training and subtracted that from the rest, and they were gen-
eral practitioners.
Mr. ROGERS. Well, I think that would be a pretty good rule of thumb

still, today, wouldn't it?
Dr. ENDwurr. No, sir. I don't think it would.
Mr. ROGERS. It wouldn't? Why not?
Dr. ENDicorr. Because the, in many situations the internist has taken

the place, really, of the general practitioner and engages in essentially
the same type of practice as the general practitioner who 30 years ago
completed 1 or 2 years of internship and went into practice.
Mr. ROGERS. So you would classify internists then as family physi-

cians?
Dr. ENDicorr. Many of them. Not all.
Mr. ROGERS. This may be a proper classification. How many does this

[rive us?
Dr. ENDIcorr. Well, that I am sure would have been included in

these figures, and that came out to 38 percent.
Mr. ROGERS. Including the internists?
Dr. ENDicorr. And the pediatricians, I would assume.
Mr. ROGERS. And pediatricians, too, even though they don't treat the

adult members in the family?
Dr. ENDicorr. Now, Mr. Rogers it is getting increasingly fuzzed up

because of the proliferation of subspecialties. Boards of internal med-
icine recognize a number of subspecialties—hematology, gastroenterol-
ogy, and so on. And these probably would not really be, could not really
be considered as primary care or family physicians since they limit
their practice pretty much, and their patients are often referred by
other internists.
Mr. ROGERS. I would not think they would classify them as family

physicians in the term we are using today. I would not think so.
Dr. ENDICOTT. Now, the same rhino- is happening in the field of

pediatrics so that you are getting pediatric surgeons, pediatric neurol-
ogists, pediatric hematologists, pediatric radiologists. And here again
you would have to scratch them off the list.
Mr. ROGERS. Well, I would agree. And this is what concerns me. We

do not seem to know, really, what we have. And I don't know that we
are seeing that the dollars that we are putting into education are really
turning out what we need. If there is no concern about matching the
need as to what we are producing, now, what is the point of having a
Federal program?
Dr. MARSTON. Well, let me say here that we have figures as to the

numbers of physicians in active practice, who are in general practice,
for instance who are in specialties. And for the year 1967 there were
62,757 private practitioners in general practice, and 127,322 private
practitioners in specialties. And we know that the trend has been in-
creasing in the number in specialties and decreasing in the number in
general practice, but the differentiation occurs after medical school.
(The following table was received for the record:)
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ACTIVE PHYSICIANS BY TYPE OF PRACTICE: 1949, 1960, 1967

Type of practice 1949 1960 1967

Number of physicians: Total active 191, 577 230, 762 295, 072

Private practice: Total 150,417 165, 844 1 190, 079

General practice 95, 526 74, 553 62, 757
Specialty practice 54, 891 91, 291 127, 322

Nonprivate practice 2 41, 160 64,918 103,993

Percent of physicians: Total in private practice 100 100 100

General practice 64 45 33
Specialty practice 36 55 67

1 Private practice not available for 1967. Figures shown are for solo, partnerships, group, and other practice.
2 Includes for 1949 and 1960: hospital service (including interns and residents), medical school faculty, administration

research, and Federal service.

Source: Health Manpower Source Book, secs. 14 and 20. Public Health Service Publication No. 263.

Dr. MARSTON. For the most part all programs have been focused at
the undergraduate period, before the differentiation has occurred.
Mr. ROGERS. Yes. Well, now, do departments of surgery go into

postgraduate, I presume, or do they go down into your 4-year?
Dr. MARSTON. The individual who goes into surgery specializes in

surgery after he finishes medical school.
Mr. ROGERS. He finishes medical school?
Dr. MARSTON. Yes, sir.
Mr. ROGERS. So what about your department of family practice,

they pick you up when?
Dr. MARSTON. As far as specialization is concerned after the M.D.

degree, with the exception, as I mentioned earlier, that the individual
golng into general practice might choose to take his electives in his
student days as opposed to taking them in surgery.
Mr. ROGERS. Now, what is the best way to have family physicians?

Is it to have a department, and recognize it, or not?
Dr. MARSTON. Well, I think the best way overall is to have the type

of practice arrangements which draw individuals into the field.
Now, backing up from that—
Mr. ROGERS. I am talking about what we can do and what the medi-

cal schools can do—set up departments to attract them?
Dr. MARSTON. I have watched this during my lifetime in medicine,

and one can train an individual for a job, and yet if the conditions of
practice are not conducive to keeping him in that job, he will come
back for additional training, specialization, or move from one area
to another area to seek that.
Mr. ROGERS. I understand. I am talking about making the initial

decision, what he is going to do, now. Is it more attractive, or has it
been more attractive to a docetor to go into a field which is now rec-
ognized? And now we are recognizing family practice by specializa-
tion, in effect, to specialize in this field. Is that more attractive now
to a young man who is getting his medical education, to be able to zo
and say I will be a diplomate of family practice, the status? Is this
helpful?



256

Dr. MARSTON. I think we all hope so, and I think we all believe—
Mr. ROGERS. Well, has it been true in medical education generally

that young doctors would go to the specialty and become the diplo-
mate ?
Dr. MARSTON. Again, the reason for individuals going into special-

ties has been a complicated one.
Mr. ROGERS. I understand that, but I am saying what a medical

college can do to help. I realize an individual decision is made all the
time, but what can the university do to direct young people to put
emphasis in the areas where they think it should be put?
Dr. MARSTON. Let me try to give an answer .to this. When I was

assistant dean I was studying the career patterns of individuals who
graduated from an institution. Very few went into psychiatry on
graduation. But by the time they had gone into military service and
by the time they had moved around as graduates from medical schools
do, if you looked 10 years later we were right on the national aver-
age. If you looked 2 or 3 years later, then one would come to the con-
clusion that the environment was one that did not lead the students
to go into this particular specialty.
And I think one of the particular problems is the mobility and the

multiple exposures that students get during this long period of
training.
Mr. ROGERS. I am sure that is true, but what I am saying is, what

I am trying to find out is do they have departments of psychiatry?
Dr. MARSTON. In schools. Yes, sir.
Mr. ROGERS. Do all the schools have them, medical schools?
Dr. MARSTON. Yes, sir.
Mr. ROGERS. What?
Dr. MARSTON. Yes, sir.
Mr. ROGERS. They have them in every one. They are called 
Dr. MARSTON. Behavioral science.
Mr. ROGERS. Behavioral.
Dr. MARSTON. But for all intents and purposes; yes, sir.
Mr. ROGERS. What are the other basic departments that they would

have?
Dr. MARSTON. In the clinical areas, medicine and surgery and pedi-

atrics, and OBGYN, and psychiatry and a variety of subgroupings of
those. In some eases they are called departments; in some cases they
are called divisions.
Mr. ROGERS. Now, it seems to me the pattern is that where there is

a need—and certainly we had the need for psychiatrists after World
War II, and this is when they came into their own. That is when the
colleges started putting in those departments; wasn't it?
Dr. MARSTON. The departments of psychiatry were in colleges be-

fore World War II.
Mr. ROGERS. Well, not as widespread, I am sure; were they?
Dr. MARSTON. Yes, sir.
Dr. ENnicorr. They were sort of starved for money.
Mr. ROGERS. Well, I am surprised at that. I would like to see a his-

tory of that. Not that I doubt you, but, I don't remember even hear-
ing of a psychiatrists before World War II.



257

Mr. CARTER. Well, I graduated—if the gentleman would yield,
I graduated in 1937 and we certainly had a department of psychiatry.
Mr. ROGERS. Well, I am glad to know that, because I didn't realize

that, at all.
Dr. MARSTON. Some are called departments of neuropsychiatry.
Mr. ROGERS. I would like a rundown on that, how many colleges

had departments of psychiatry before World War II.
(The following information was received for the record:)

COURSES IN PSYCHIATRY OFFERED BY MEDICAL SCHOOLS, 1940, 1969, AND 1970

In 1940, 29 medical schools out of a total of 67 offered elective courses in

psychiatry. A dozen or less out of the total of 67, had independent Departments

of Psychiatry. Of the over 100 schools of medicine admitting students for the

years 1969 and 70, all except one have an independent department of psychiatry.

Dr. MARSTON. Mr. Rogers, I hope very much that the establishment
of the specialty here will indeed achieve one of its main goals of in-
ducing more people to go into this specialty area. From a factual
standpoint, I cannot assure you at this time that that will occur. And
that is the only point that I am trying to make.
Mr. ROGERS. I understand. Now, what are we doing at this level to

produce family doctors; anything?
Dr. MARSTON. We—
Mr. ROGERS. We have admitted the need.
Dr. MARSTON. Yes, sir. And a year ago, really, with a considerable

amount of enthusiasm from Secretary Finch and from the Depart-
ment, we put as a specific requirement, as a part of our attempts to
increase the number of graduates to put a special priority for those
institutions that would indeed seem to give the best chance of increas-
ing the number of students that would be going into family practice.
Mr. ROGERS. How did we do that?
Dr. MARSTON. Well, No. 1, we advertised in a press release that those

applications that were designed to achieve this goal would have a
higher priority than if they did not.
Secondly, in the review process, the review committees were told

to consider this as one of the criteria in evaluating the application.
So these were essentially the two ways in which we did this.
Mr. ROGERS. And did you get any results from that?
Dr. MARSTON. Yes, sir.
Mr. ROGERS. I would like for the record, and we won't have time, I

guess, now, what you did do, what your criteria were, how the grants
were made, to whom, and what resulted from it.
Dr. MARSTON. All right, sir.
(The following information was received for the record:)

PHYSICIAN AUGMENTATION PROGRAM

On August 21, 1969, Secretary of Health, Education, and Welfare Robert H.
Finch announced a program to increase enrollments in the Nation's schools of
medicine and osteopathic medicine. This program is known as the Physician
Augmentation Program, a program to support the addition of first-year pllaces
in schools of medicine and osteopathic medicine commencing with the fall term
of 1970. These places were in addition to any increase to which the schools al-
ready committed themselves. Grants were awarded on a national competitive
basis to those schools of medicine and osteopathic medicine that documented
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their intention to institute a major increase in their first-year enrollment and
that appears to have the greatest potential for achieving major increases with
their own resources as supplemented by funds allocated by the program. In
soliciting applications it was stated that special emphasis would be accorded
applications for Physician Augmentation program that include:
L Clinical training that provides extensive experiences in patient care in

outvatient and ambulatory facilities;
2. Provisions for experiences that will encourage students when they graduate

to enter the practice of family medicine; and
3. Provisions that will lead to improvement in the distribution, both geographic

and among various socio-economic groups, of medical and other health services.
Applications were reviewed by a specially appointed Ad Hoc review committee

and by the National Advisory Council on Health Professions Educational Assist-
ance. Applications were reviewed with respect to the general quality of the pro-
posals, the size of the proposed enrollment increase, and the capability of the
school to increase enrollment while maintaining the quality of its educational
program. The review considered the numbers of existing and needed faculty,
educational and physical facilities and financial resources of each institution.
29 Schools of Medicine and Osteopathy were awarded grants for FY-70 for the

Physician Augmentation program. There were 448 additional first-year places
represented in the 29 approved applications. A total of $9,781,252 was approved
for the 29 applications for the first year of the program.
Of the 29 approved applications, five included programs in family medicine.

Those institutions were the University of Nebraska Medical School, the Univer-
sity of Virginia Medical School, the University of Washington Medical School,
the University of Indiana Medical Center, and the University of Iowa Medical
School.

Mr. ROGERS. As far as family physicians.
Dr. ENDIcorr. Now, I would like to offer a comment here. I think

one of the key things has not really been discussed.
Mr. ROGERS. Excuse me 1 minute. May I interrupt just a minute.
(Short recess.)
Mr. ROGERS. Excuse me. I am sorry.
Dr. MARSTON. Could I just again make sure on this point in making

this information available, because I think it is important information,
that We have concern—for instance, when the manpower legislation
comes up for hearing this spring my guess is at least from our level
that we will want to see some identification in that legislation in this
area. You will recall that initially the special projects were focused
primarily on salvaging schools.
After this last passage

' 
the increase in enrollment emerged as a very

large use of these grants. We added an emphasis on family practice and
other needs. And I think this is a point that we would welcome addi-
tional discussion on in the extension of that legislation, and I for one
would not be averse to seeing this type of priority to achieve this type
of purpose.
T think this is another way of stating how strongly the department

feels about the basic purpose behind the legislation.
Dr. ENDIcurr. I think one of the key things in tackling this prob-

lem is, first of all, to expose the medical student to good family practice
when he is an undergraduate.
Now, in order to do this the institution has to engage in family

practice. And as you know, most medical schools treat the outpatients
who walk in off the street and whatever inpatients are admitted. They
do not generally treat families.
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Now, with the prepaid insurance plans, and so on, that are emerging,
a number of schools like Johns Hopkins, for example, are undertak-
ing to provide comprehensive health care to define 
Mr. ROGERS. Areas.
Dr. ENDicorr (continuing). Populations of families. Now, when

you have a setup of this kind so that the institution is taking care of,
and in the home, and in the outpatient facility and the hospital en-
gaging in preventive activities, then you have an ideal setting in which
to train both students and residents.
Now, I think that that is probably much more important than

whether you call it a division or a department or interdepartmental
affair.
Mr. ROGERS. Well, that may be true, but you know the politics of a

school.
Certainly I am sure you do, Dr. Marston. It is just about as heavy as

it is in the Congress, I expect, or in NIH or HEW or anywhere else,
and that in order to get funds and staff you have got to have status and
you have got to have a department. Why does everyone want to be a
national institute? For the same reason, to put the emphasis, to get
the exposure, to be able to get the money, to get the staff.
So this is about what this whole program is about. It is to have a

specialty in this field and recognize and get it moving, attract people
to it.
And I understand that. We talk against all the other specialties,

but we want to make a specialty here.
Mr. MARSTON. Yes, sir.
Mr. ROGERS. But we need a specialty here, and that is where the need

is and we need to do something.
Now, I don't think we are doing a sufficient amount to encourage

this. This bill is introduced to try to emphasize and give added im-
petus. That is basically what it is about.
I think the fact that they designated it as a specialty will help a lot

in medical schools now. You will see them start to set up departments,
I dare say.
Now, let me ask you this: I would like to know for the record, if you

will get me these figures, what medical schools are producing what
personnel, what is happening to our manpower in health. I would like
to get a little brief, rundown on that for the record.
Dr. MARSTON. Yes, sir. Not only physicians but other health man-

power the medical schools are producing?
Mr. ROGERS. That is right. What is happening and what input we

have had in this thing, ourselves, what our programs have done, what
the medical schools are turning out and allied schools.
(The following information was received for the record:)
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NUMBER OF SCHOOLS OF MEDICINE AND OSTEOPATHIC MEDICINE, STUDENTS, AND GRADUATES-SELECTED
YEARS 1950-51 THROUGH 1969-70

Academic year
Number  

Number of students,
Number of
graduates

of
schools 1 Total 1st year

1950-51 
1960-61  
1963-64 
1964-65 

85
92
92
93

28,062
32, 232
33, 595
34, 089

7,684
8,794
9, 213
9, 328

6,562
7,500
7,690
7, 804

1965-66 93 34,516 9,223 7,934
1966-67 95 35, 212 9,470 8, 148
1967-68  100 36,361 9,988 8,400
1968-69 104 37,712 10,384 8,486
1969-70  107 39,400 11,100 8,700

1 Includes new schools beginning in the year students were enrolled in regular program.
2 Includes full-time, part-time, and special students.

Source: Education number of Journal of the American Medical Association, Nov. 24, 1969, and educational supplement of
American Osteopathic Association, January 1969.

AUTHORIZATIONS AND APPROPRIATIONS FOR HEALTH PROFESSIONS EDUCATIONAL
ASSISTANCE, 1964-71

[In thousands of dollars]

1964 1965 1966 1967 1968 1969 1970
1971

estimate

HEALTH PROFESSIONS EDUCA-
TIONAL ASSISTANCE

1. Construction grants:
Authorization 1 25,000 75, 000 75, 000 135, 000 175, 000 170, 000 170, 000 225, 000
Appropriation 100, 000 75, 000 135, 000 175, 000 75, 000 118, 100 118,100
Available funds 100, 000 75, 000 135, 000 116, 700 2 133, 300 118, 100 118, 100

2. Educational improvement:
Authorization 20, 000 40, 000 60, 000 80, 000 117, 000 168, 000
Appropriation 10, 482 30, 000 52, 500 66, 000 105, 000 113, 650
Available funds 10,482 30, 000 42, 292 66, 000 101, 400 113, 650

3. Scholarships:
Authorization 0 (3) (3) (3) (3) (3)
Appropriation 200 4,030 7,200 11,219 15, 541 15, 000
Available funds 200 4,030 7,088 11,219 15, 541 15, 000

4. Student loans:
Authorization 5,100 10, 200 15, 400 25, 825 26, 000 26, 500 35, 000 35, 000
Appropriation 10, 200 15, 400 25, 325 15, 000 15, 000 23, 781 12, 000
Available funds 10, 200 15, 400 25, 325 15, 000 15, 000 15, 000 12, 000

1 Funds appropriated are available until expended. Authorizations recorded are based on aggregate appropriation au-
thorization of $175,000,000 for 1964-66 and an aggregate of $480,000,000 for 1967-68.
2 Includes +$58,300,000 reserved from 1968.
Formula.

Source: Bureau of Health Manpower Education, National Institutes of Health.

HEALTH PROFESSIONS INSTITUTIONAL GRANTS, BY DISCIPLINE, FISCAL YEARS 1969-71

[Formula grants]

Type of school

1969 1970 1971

Number Amount Number Amount Number Amount

Medicine 100 $21,123,000 101 $21,300,000 103 $21,400,000
Dentistry 51 9,213,000 52 9,400,000 53 9,450,000
Optometry 10 1,480,500 11 1,600,000 12 1,650,000
Osteopathy 6 1, 126,000 6 1,100,000 6 1, 100,000
Podiatry 5 693,500 5 700,000 5 700,000
Pharmacy' 70 9,700,000 74 9,800,000
Veterinary Medicine' 18 2,700,000

Total 172 33,636,000 263 46,500,000 253 44,100,000

1 Not eligible until 1970.

Source: Bureau of Health Manpower Education, National Institutes of Health.



265

HEALTH PROFESSIONS SPECIAL EDUCATIONAL IMPROVEMENT GRAN
TS, BY DISCIPLINE, FISCAL YEARS

1969-71

[Special project grants]

Discipline

1969 1970 1971

Number Amount Number Amount Number Amount

Medicine 60 $19, 784, 000 79 $34, 942, 000 95 $51,175,000

Dentistry 26 8, 723, 000 35 12, 962, 000 35 12,550,000

Optometry 8 1, 685, 000 9 2, 287, 000 8 1,900,000

Osteopathy 4 1,119, 000 6 2, 050, 000 5 2,725,000

Podiatry 5 1, 053, 000 5 1, 007, 000 5 1,200,000

Pharmacy 1 2 268,000

Veterinary Medicine 1 1 782, 000

Total 103 32, 364, 000 137 54, 298, 000 148 69,550,000

1 Not eligible until 1970.

Source: Bureau of Health Manpower Education, National Institutes of Health.

STUDENTS IN SCHOOLS OF NURSING: RN, 1964-69

Students
Total
RN

Associate
degree

Baccalau-
reate 1 Diploma

Admissions:
1964-65 57,604 6,160 11,835 39,609

1965-66 60,701 8,638 13,159 38,904

1966-67 58,700 11,347 14,070 33,283

1967-68 61, 389 14, 870 14,891 31, 628

1968-69 64,157 18, 907 15, 983 29, 267

Graduations:
1964-65 34, 686 2,510 5,381 26,795

1965-66 35,125 3,349 5,498 26,278

1966-67 38, 237 5,654 6, 131 27, 452

1967-68 41,555 6,213 7,145 28,197

1968-69 42,196 8,701 8,381 25,114

Enrollments: October-
1964 129,269 8,513 27,667 93,089

1965 135,702 11,564 30,378 93,760

1966 139,070 15,338 33,081 90,651

1967 141,948 20,936 36,599 84,413

1968 145,588 27,471 40,341 77,776

1969 150,795 34,537 43,460 72,798

Fall admissions: Sept. 1-Dec. 31-
1965 50,495 7,057 11,429 32,009

1966 48,524 8,962 11,770 27,792

1967 50,880 11,857 12,730 26,293

1968 53,598 15,201 13,761 24,636

1969 56,856 19,081 13,788 23,987

1 Includes data from one basic program leading to a master's degree.

Sources: National League for Nursing. State-approved schools of nursing-RN
 and LPN/LVN. New York, "The League,"

annual editions National League for Nursing. Prepublication data, Jan. 30, 19
70.
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AUTHORIZATIONS AND APPROPRIATIONS FOR NURSE TRAINING ADMINISTERED BY THE BUREAU OF HEALTH
MANPOWER EDUCATION, NATIONAL INSTITUTES OF HEALTH, 1964-71

[In thousands of dollars]

1964 1965 1966 1967 1968 1969 1970
1971

estimate

1. Construction:
Authorization (1) 15, 000 25, 000 25, 000 25, 000 25, 000 35, 000Appropriation 2 (1) 15, 000 25, 000 25, 000 8,000 8,000 8,000Available funds 15, 000 25, 000 16, 700 °16, 300 8, 000 8, GOO2. Institutional grants-Payments to
diploma schools (replaced in
1970):

Authorization 4, 000 7,000 10, 000 10, 000 10,000 (35, 000) (40, 000)
Appropriation 4,000 2,500 6,000 3,000 3,000
Available funds 4,000 2,500 6,000 3,000 3,000

3. Institutional grants-Project grants
for improvement of nurse train-
ing:

Authorization 2,000 3,000 4,000 4,000 4,000 4 35, 000 4 40, 000
Appropriation 2,000 3,000 4,000 4,000 4,000 8,400 11,000
Available funds 2,000 3,000 4,000 4,300 4,000 7,000 11,000

4. Advanced traineeships:
Authorization (5) 8,000 9,000 10, 000 11,000 12, 000 15, 000 19, 000
Appropriation 7,325 8,000 9,000 10, 000 10, 000 10, 470 10, 470 10,470
Available funds 7,325 8,000 9,000 10, 000 9,898 10, 470 10, 470 10,470

5. Nursing educational opportunity
grants (scholarships in 1970):

Authorization 3,000 5, 000 7,000 (9 (9Appropriation 500 5, 000 6,500 7, 178 17, 000
Available funds 500 4,750 7 5, 750 4 8, 178 17, 000

6. Student loans:
Authorization 3, 100 8,900 16, 900 25, 300 30, 900 20, 000 21, 000
Appropriation 3, 100 8, 900 16, 900 16, 000 9,610 16, 360 9,610
Available funds 3, 100 8,900 16, 900 16, 000 9,610 9,610 9,610

1 Under health professions educational assistance.
2 Funds appropriated are available until expended.
3 Includes +$8,300,000 reserved from 1968.
$35,000,000 authorized for both formula and project grants with stipulation that $15,000,000 of funds appropriated shall

be available for project grants.
I Indefinitely.
Formula.

7 Includes 4 $250,000 reserved from 1968 -$1,000,000 reserved until 1970.
Includes +$1,000,000 reserved from 1969.

Source: Bureau of Health Manpower Education, National Institutes of Health.
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ALLIED HEALTH PROFESSIONS EDUCATIONAL IMPROVEMENT PROGRAM: BASIC IMPROVEMENT GRANT

SUPPORT, BY TYPE OF CURRICULUM, TO 302 TRAINING CENTERS, FISCAL YEAR 1970

Programs of study
Number of
students

Number of
curriculums

Baccalaureate or higher degree-228 schools:
Medical technologist 7,909 195
Optometric technologist 
Rad iologic technologist 123 8
Medical record librarian 334 19
Dietitian 2, 557 105
Occupational therapist 2, 093 37
Physical therapist 3,225 62
Sanitarian 396 21
Dental hygienist1 943 22

Total 17,580 469

Associate or equivalent degree-74 schools:
Medical laboratory technician 666 29
Optometric technician 6 1
Dental hygienist' 1,849 59
Dental laboratory technician 276 16
Dental assistant 632 29
X-ray technician 848 47
Medical record technician 138 14
Inhalation therapy technician 352 28
Ophthalmic assistant 80 3
Dietary technician 271 13
Occupational therapy assistant 101 6
Sanitarian technician 38 3

Total 5, 257 248

Grant total 22, 837 717

1 9 training centers offer both the baccalaureate and associate degree programs.

Source: Bureau of Health Manpower Education, National Institutes of Health

AUTHORIZATIONS AND APPROPRIATIONS FOR ALLIED HEALTH PROFESSICNS PERSONNEL TRAINING, 1967-71

[In thousands of dollars]

1967 1968 1969 1970
1971

estimate

1. Construction:
Authorization 3, 000 9,000 13, 500 10, 000 (9
Appropriations 3,000 1,800  
Available fund 2,000 3 2,800  

2. Educational Improvement:
Authorization 9,000 13, 000 17, 000 20, 000  
Appropriation 3,285 9,750 9,750 9,750 9, 7 50
Available funds 3,285 9,750 9,750 9,750 9,750

3. Advanced traineeships:
Authorization 1, 500 2,500 3,500 5,000 (9
Appropriation 250 1,500 1,550 1,550 3,750
Available funds 250 1,184 1,550 1,550 3,750

4. New Methods:
Authorization 750 2,250 3,000 4,500 (9
Appropriation 200 1,000 1,225 1,837 4,495
Available funds 200 800 1,225 1,238 4,495

1 Extension of legislation pending.
2 Funds appropriated are available until expended.
3 Includes: +$1,000,000 reserved from 1968.

Source: Bureau of Health Manpower Education, National Institutes of Health.

51-381 0-70 18
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Mr. ROGERS. Now, in the allied health field we heard talk about
assistant doctors. What are you doing to help in this program to
begin to build paramedical people who can help in the delivery of
services in a primary way, assistant doctors, assistant doctors or nurses
or former medics? What are we doing in that area?
Dr. MARSTON. Would you like that now, or for the record?
Mr. ROGERS. Well, I would like it in detail for the record, but if you

could just give me a quick summary.
Dr. MARSTON. All right, sir.
Mr. ROGERS. Are we really doing anything or are we still talking

and still planning, you know, and saying, yeah, we are thinking about
it.
How many assistant doctors are we really turning out?
Dr. ENDIcorr. What we are turning out at the present time, sir, in

allied health, using the new methods authority, and in nursing, we are
assisting schools to develop curricula to start such programs and
examine their feasibility.
(The following information was received for the record:)

BUREAU OF HEALTH MANPOWER EDUCATION EFFORTS

Increasing awareness of the inability of existing health manpower to meet
growing demands for service has prompted the medical community to seek
innovative ways for increasing the physician's productivity and for expanding
his capacity to deliver health care. One method, commanding increasing interest
and attention, deals with changing patterns of delegation of selected duties and
functions traditionally performed by the physician. Over the past several years,
a variety of such experimental programs have come into being in various loca-
tions across the nation. Each program is unique and is developing in response
to needs for health care as perceived by the sponsoring institution. There is no
standardization of program design, curriculum content, academic transferability,
or certification procedures.
The variety of names used to identify this new type of "assistant to the

physician" illustrates the diverse nature of the approaches under development.
Examples include "Physician's Assistant," "Pediatric Nurse-Practitioner,"
"Clinical Associate," "Medex," and others. No generic name enjoys common
usage or general acceptance to date.
It is important to recognize and understand that virtually all of the programs

are still in their formative stages of development, demonstration, and evalua-
tion, though some are more advanced than others. A few programs have grad-
uates actually in the work force. Others have admitted students; and still others
are developing faculty and curricula in preparation for admitting students at
a later date.
Support provided by the Bureau of Health Manpower Education has given

emphasis to the development of the education and training phases of such pro-
grams or to develop a base of data through which curricula development might
be initiated. Support has been provided under both Allied Health Professions
Personnel Training and the Nurse Training authorities. The Bureau has also
provided support for certain activities through contract.
The following programs are currently receiving support through the Bureau:
Program title: A comprehensive and Detailed Manpower Analysis of General

Practice.
Institution: University of Florida.
Description: The project is designed to provide a measurement base for assess-

ing level of preparation required to carry out known responsibilities in the gen-
eral practice of medicine and develop a methodology to predict the influence of
various mixes of physicians and physician support personnel in the general
practice of medicine.
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Number of students enrolled: Not applicable.
Number of students graduated: Not applicable.
Program title: Physician Assistant.
Institution: Bowman Gray School of Medicine.
Description: The purpose of the project is to examine the duties of pedia-

tricians, both in hospitals and in practice, in order to develop a basic definition
of the assistant to the physician. Based on this definition, job description will
be developed for "assistants to the physicians" in the fields of pediatrics, medi-
cine, surgery, and general or family practice. A core educational program suit-
able for the training of these jobs will be developed. Where applicable, changes
in local and state licensure will be recommended. In addition, procedures to aid
individuals with similar but other types of training, i.e., the Armed Services
Corpsmen, to enter the above job categories with a minimum of difficulty are
being developed and studied.
Number of students enrolled: Not applicable.
Number of students graduated: Not applicable.
Program title: Research in Development of New Child Health Professional.
Institution: University of Colorado.
Description: The purpose of this program is to develop a new type of allied

health professional, the pediatric associate, who after completion of training
would be qualified to perform 80 to 90 percent of all services now being given by
pediatricians. To date, the basic program format has been developed and imple-
mented. This included a feasibility study to determine the scope of the program
and duties of the graduates. State licensure of the participants has been
achieved. Studies to ascertain the effectiveness of the training are being con-
ducted. Other studies include the degree of acceptance of the graduate by the pro-
fessional community and public, curriculum evaluations and character evalua-
tions of the program participants.
Number of students enrolled: 13 starting July 1970.
Number of students graduated: None.
Program title: A study of Anesthesiology Manpower Problems for the Develop-

ment of New Types of Allied Health Personnel.
Institution: Emory University, School of Medicine, Atlanta, Georgia 30322.
Description: The primary objective is to determine the feasibility of creating

new levels of health manpower for the delivery of anesthesiology services. The
study provides for detailed task analysis of the anesthesiologist, considerations
of new levels of personnel to function under the direction of the anesthesiologist,
and development of a curriculum including new equipment and instrumentation
to augment the productivity of the anesthesiologist both qualitatively and quan-
titatively.
Number of students enrolled: 3 at Master's Degree Level.
Number of students graduated: None.
Program title: Development of Orthopedic Assistant Training and Certifica-

tion Program.
Institution: City College of San Francisco (California).
Description: Purpose of the program is to develop a 2-year community college

curriculum to train orthopedic assistants. A curriculum committee was formed
and developed the courses offered in the new program. In addition, a task analysis
was conducted to ascertain the scope of activity to be performed by this in-
dividual. Recruitment of candidates is being conducted. An evaluation of the
program has been planned and will be performed. A subcommittee concerned
with relations between hospitals and orthopedic surgeons in the area has been
formed and is functioning.
Number of students enrolled: 23 at Associate Degree Level, March 2, 1970.
Number of students graduated: None.
Program title: Urologic Assistant.
Institution: Cincinnati Technical Institute.
Description: The project is designed to develop a 2-year Associate degree

training program for urologic assistants who can be utilized in hospitals,
outpatient clinics and private medical offices. The program will be a model
for the development of similar programs throughout the United States.
Number of students enrolled: None (Project initiated June 1970).
Number of students graduated: None.
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ACTIVITIES OF THE DIVISION OF NURSING IN SUPPORT OF PREPARING NURSES TO
PROVIDE PRIMARY CARE SERVICES

1. "Project to Prepare a Family Health Practitioner" at the School of Public
Health, University of California (Berkeley). Section 805 of PHS Act (Title
II—Health Manpower Act of 1968—P.L. 90-490).

This is a project grant to support an educational program which will provide
already qualified public health nurses with further knowledge and skills in physi-
cal diagnosis, clinical management, and community medicine so that they may
assume responsibilities as family health practitioners capable of providing com-
prehensive care to individuals and families in certain settings. The project will
have three phases: an educational segment, a clinical phase, and a final phase
with increased independence and responsibility under decreasing supervision.
The family health practitioner in this manpower health program will have con-
tinuing responsibility for patients all along the age continuum and for both acute
and chronic conditions.

2. "The Dynamics of Nursing in Ambulatory Patient Care"—Dr. Charles E.
Lewis, Department of Preventive Medicine, University of Kansas Medical
Center, Kansas City, Kansas, June 1, 1965—November 30, 1968—Section 301
of PHS Act.

In this research project continuing care for adult patients with chronic disease
within an ambulatory care setting was provided by a nurse in a one-to-one rela-
tionship. The nurse clinic was compared on a number of variable with the tradi-
tional medical clinic.

3. "Health Nurse Clinician"—Henry Ford Hospital, Detroit, Michigan—Section
805 of PHS Act (Title II—Health Manpower Act of 1968—P.L. 90-490)

This is a project initiated in the spring of 1969 for support of the development
of a new nursing program to prepare family health practitioners. The goal of the
project is to bridge the gap existing between the services of nurses and the serv-

ices of physician in delivering health care.

4. "A Study of the Role of the Nurse in the Preventive Services of a Student

Health Clinic"—Dr. John S. Hathaway, Yale University, New Haven, Con-

necticut, September 1957—August 1963—Section 301 of PHS Act.

This study set out initially to determine whether a nurse conducted health

interview could be safely substituted for the traditional physician conducted

physical examination in a college health service. This carefully controlled study

provided unequivocal answers to the question of the safety of the 
nurse con-

ducted interview and of the acceptability of this procedure to the
 students: On

the basis of these findings, college health services at Yale 
were reorganized.

5. "A Study of the Role of Nurse in the Clinic"—Thelma 
Ingles, Duke Univer-

sity, Durham, North Carolina, September 1958—August 1960—Sec
tion 301

of PHS Act.

This research project compared the traditionally administered role of the

clinic nurse with an alternate role of historian, dispenser, participant in diag-

nosis, teacher and counselor roles traditionally played by the physician. Based

on delegation of authority by physician to nurse, expanded nurse functions were

promising.

6. "Long-Term Efforts of an Experimental Nursing Process"—Miss Genrose
Alfano, Loeb Center for Nursing and Rehabilitation, Montefiore Hospital
and Medical Center, Bronx, New York. This study, begun in 1968, will not

be concluded until May 31, 1973—Section 301 of PIIS Act.

This study was based upon the hypothesis that the patient's need for profes-
sional nursing care becomes paramount as his need for medical care during the
critical stage of illness decreases. At the Loeb Center the nurse is the chief
therapeutic agent and the final effector in providing interrelated patient care.

7. "An Exploratory Study of a New Role in Nursing"—Mrs. Barbara Madden,
Rancho Los Amigos Hospital, Downey, California—Section 301 of PHS Act.

This research grant will describe and define the role of the nursing care con-
sultant in an effort to identify ways of using qualified professional nurses more
effectively in the face of manpower shortages, physician and other.
Work was begun December 1, 1968 and is expected to be completed in Decem-

ber 1970. Data should reveal the value of the clinical specialist as coordinator of
patient care.
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8. "Evaluation of an Experimental Training Program for Pediatric Nurse
Practitioners"-41 USC 52—Delegation from GSA under P.L. 152.

Areas that were evaluated in this contract with the University of Colorado
included the content, competence, development and acceptance of new role. It
was found that professional nurses with four months additional formal training
and twelve months field experience in pediatzics were able to competently per-
form the following activities: (a) take a complete pediatric history, (b) per-
form a comprehensive basic physical examination, (c) carry out necessary im-
munizations, (d) determine developmental status, (e) evaluate hearing, speech,
and vision, (f) perform urinalyses and hemoglobin determinations and obtain
laboratory specimens, (g) evaluate and manage common problems of the healthy
child and minor illnesses, (h) counsel parents, (i) assist in management of
emergencies, (j) care for newborn infants, (k) make home visits, and (1) handle
telephone calls.
An analysis of the performance of pediatric nurse practitioners over a one-

year period in one of the health stations in an urban neighborhood of Denver
indicated that nurses were able to care for 82% of the children by themselves
and that only 18% required referral to a physician or medical facility. Fifty-
four percent of the visits were for well-child care while the remaining 40%
for children who were ill or injured.
As associates of pediatricians in private practice, the nurse practitioners

performed functions similar to those carried out in the neighborhood health
stations. It has been found that having a nurse practitioner in his office, pro-
vided the pediatrician wih at least one-third more time than he formerly had
for patient care, reading, attendance at meetings, and other purposes.

9. "New Training Program for Pediatric Nurse Practitioners"-41 USC 52
Delegation from GSA under P.L. 152.

This contract with the University of Colorado Medical Center supports a pro-
gram aimed at the problem of providing adequate medical care to children
of families most likely to be affected by the increasing national shortage of
doctors, the rural and urban poor. It has implications as a demonstration of how
the research of doctors in general might be extended through the use of nurses
with advanced clinical training.

10. "An Experimental Training Program for Nurse Practitioners"-41 USC 52
Delegation from GSA under P.L. 152.

This is a contract with Yale University to plan and conduct an experi-
mental training and demonstration program to prepare nurse practitioners in
the clinical specialities of pediatrics and general medicine and to document
the knowledge gained for use in preparing a new advanced nursing curriculum
in the school of nursing.

11. "Ph.D Research Training in Clinical Nursing, Maternity and Pediatric Nurs-
ing"—Section 302 of PHS Act.

This program will provide indepth training at the Ph.D. level in maternity
and/or pediatric nursing with a view to increasing the number of nurses pre-
pared to provide primary care services.

12. "Specialized Nursing Care in Acute Circulatory Failure—Dr. Lawrence E.
Meltzer, Presbyterian-University of Pennsylvania Medical Center, Phila-
delphia, Pennsylvania, June 1, 1967—May 31, 1970—Section 301 of PHS
Act.

In this research project, the effectiveness of intensive coronary care was
demonstrated in a treatment program using specially trained nurses to monitor
electrocardiograph information, and to initiate planned life-saving procedures
during emergencies in the care of acute infractions. Previously these life saving
actions had been carried out only by physicians.

Dr. Ertmoorr. With regard to returning corpsmen, we have a pro-
gram in collaboration with the Department of Defense which seems
to be getting off the ground very well in identifying the corpsmen
about 3 months before discharge
Mr. ROGERS. How many have we got working now? We had 14 the

last time I asked in the research program.
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Dr. Eiwicorr. I would have to supply the
Mr. ROGERS. Do you think it is more than 14 now?
Dr. Errnicorr. Oh, yes. I am sure it is much more than that.
Mr. ROGERS. That is encouraging.
Dr. ENDICO1T. It is operated in nearly all of the 50 States at the

present time. We got started first in Texas and now it is-
Mr. ROGERS. I would like to know. I think this is very important,

and I think we ought to have a real program to encourage these young
men as they come back, to keep them in the health field.
Dr. ENDwarr. I was pretty skeptical as to how that was going to

to work, and I think it is working much better than I expected.
Mr. ROGERS. Yes. I would like a rundown in the record on what we

anticipate in this area.
(The following information was received for the record:)

STATES IN MEDIHC SYSTEM

With one exception, the State of Washington, all of the major population

States and Territories have now designated State MEDIHC Agencies. This brings

the total to fifty. Alaska and Nevada have not been asked to establish such a

program since so few servicemen with medical training return to those States.

The agencies are located as follows:

State Health Department  15

State Hospital Association  11

Comprehensive Health Planning Agency  8

State Health Careers Council    7

State Employment Security Agency  6
University   2

State Education Department  1

Mr. ROGERS. Now, on nutrition, how many medical schools have
courses in nutrition?
Dr. MARSTON. All of them have courses of one type or another in

nutrition.
Mr. ROGERS. Do they have any specialty in nutrition, at all?
Dr. BURTON. Sir, there is no district nutrition specialty training in

the medical schools, but all of them have it as part of their under-
graduate curriculum. In some schools nutrition study would start in
the first or second year; in other schools it would start during the
clinical experience in obstetrics and pediatrics.
Mr. ROGERS. Yes. How many courses would they have to take gen-

erally ?
Dr. BURTON. It may be broken up in some places into two or three

segments, but it depends on the school.
Mr. ROGERS. TWO or 3 hours?
Dr. BURTON. Two or three different locations and different times

during the 4-year curriculum when they actually get a concentrated
dose of nutrition studies. There are about 17 medical schools who
actually have a formally defined course in nutrition, which is given
on certain days during their sophomore or junior year and dedicates
a certain number of hours solely to nutrition.
Mr. ROGERS. But most of them don't, do they?
Dr. BURTON. They do it under the name of pediatrics, when they

teach how to feed the infant; obstetrics
' 
when they teach what kind

of prenatal care the woman should get from the nutritional dietetic
standpoint in order to produce an optimal baby.
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Mr. ROGERS. What about you and me? Who studies what we are
eating?
Dr. BURTON. As they go into, say, internal medicine in general, the

question of what is the best diet, or what is your best body weight
comes up and is the subject of formal presentations, not just 
Mr. ROGERS. I think this is the most neglected course probably

taught in colleges, don't you?
Dr. BURTON. As a matter of fact, if I may add, Mr. Rogers, there

have been many attempts in the last 10 years not just by Federal
sources but by other sources such as the American Medical Association
and the National Dairy Council to make strong efforts to introduce
formal nutrition education into the curriculum, but I don't think the
overall picture has changed very much, despite all these efforts. It has
something to do with the fact that there are too many impingements
and demands on the curriculum.
Mr. ROGERS. I understand, but this is one area which I hope that we

will be able to do something about in nutrition. I see you are spending
some money in research.
Dr. MARSTON. Yes, sir.
Mr. ROGERS. Is the research being funneled into the—what does it

go to? Where do the results go?
Dr. MARSTON. Well, I think the example that Dr. Burton has

brought up is the fact that if it is a relatively new and dramatic and
helpful thing, then very rapidly this becomes a part of practice. And
he was talking about—
Mr. ROGERS. Yes, but nobody teaches it.
Dr. MARSTON. Pardon?
Mr. ROGERS. Nobody teaches it.
Dr. BURTON. Anything new, Mr. Rogers, will be taught within, I

would say, a few months after its publication, because there are people
in internal medicine and there are people in obstetrics and there are
people in pediatrics who are vitally interested in that. And the mo-
ment it appears in print it becomes part of both practical and formal
teaching in the school.
Mr. ROGERS. You know, I dare say you could ask 10 Americans in

their last five fiscal exams how many doctors went into nutritional
problems with them, other than just saying well, you are a little
overweight or you are a little—or you could gain a little. I don't see
it being applied at all. I don't think we know enough about it, evi-
dently. We have had people testify, and I notice you say that probably
the best approach is the President's family assistance plan to help the
nutritional problem. I am not sure that is right.
In fact, I have great concern because we have had a group of den-

tists and doctors before this committee, who conducted a 5-year experi-
ment, and the diet they checked is what they were eating, and then
they changed it. But the diet they were eating was very insufficient,
and they are affluent and could buy about any food that they wanted.
But they didn't—doctors who are conscious of their health, and den-
tists were not even eating the right foods, and then they assure the
relationship and the fact when they corrected their diets the cardio-
gram, the spread between the cardiogram signifying the aging of the
heart was reduced 10 years.
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Now, it seems to me the medical profession here is very negligent,
and medical schools are very negligent in not developing a body of
knowledge here and getting it out. And with all of the chatter we
have had here in the Congress on Wheaties, and Post Toasties alone,
the lack of evidently any knowledge on that is shocking.
And I think with our research here again we ought to see if we

can't encourage some of this knowledge to be put to use.
Dr. MARSTON. I think you have pinpointed one of the very real

problems in talking about the impact of diet on cardiovascular disease.
Mr. ROGERS. I think it is on all disease. I don't believe it is from

just cardiovascular. From the testimony we heard it affects us so
many ways, skin conditions, and all.
Dr. MARSTON. In many instances, the problem is that we do have

an inadequate base of knowledge.
Mr. ROGERS. Yes.
Dr. MARSTON. And, as you know, there is a vigorous debate that is

going on now among countries as to the precise relationship between
diet and early death of males. And this is one that we have and will
be spending a lot of time on, which will raise problems for us and
eventually will raise problems for you because there are judgment
factors in this that are going to be difficult to give a clear-cut yes-or-no
answer on.
Mr. ROGERS. But I would like a rundown on what research we are

doing and what results we have, and how is it being applied. I would
like a rundown, if you can get it—maybe you can't—on the medical
schools and the number of hours presented on nutrition and those
that are compulsory courses in nutrition.
(The following information was received for the record:)

NUTRITION TRAINING OFFT,RED IN MEDICAL SCHOOLS

While all medical schools offer some training in nutrition, it is frequently
offered in the context of broader courses in the basic and clinical sciences courses
which are required. A typical medical student may receive from 30 to 40 class-
room hours of nutrition, of which one-half to one-third would be in pure nutri-
tion and dietetics and the remainder in obstetrics, pediatrics, internal medicine,
physiology, and biochemistry. Because of the way nutrition is integrated into
the basic curriculum, it is virtually impossible to pinpoint it in terms of numbers
of hours of required instruction.
There is general agreement among medical educators that nutrition training

offered in the schools falls short of the ideal. However, given the pressures on
schools to expand their curricula in other subjects as well, there appears to be
no immediate optimum solution to the problem. A few schools are experimenting
with innovative teaching methods to increase student interest and shorten
instruction time.

Dr. ENDicorr. I would like to offer a comment here because early
in my career I was in the field of nutrition at the NIH, and in the
1940's, the early 1940's, we had a major program of research in nutri-
tion which had been going on for about 20 years.
Now, in that period of time the essential vitamins were identified

and related to specific nutritional diseases such as pellagra and beri-
beri, rickets, and scurvy, and so on.
And having pretty much mined out the area of the specific vitamins

which were specific remedies for specific diseases, people began to lose
interest in the field, and I think really because they didn't know where
to go next. And much of the malnutrition that we are talking about
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today is quite subtle, and making this association between the diet and
the disease is a difficult, oftentimes primarily a statistical thing involv-
ing large population samples where you can't really get adequate in-
formation on what the people really do eat, and people just went into
other areas.
And I think you are quite correct in saying that one of our main

problems right now is that we have quite inadequate knowledge as to
the subtle effects of a diet which may contain every essential ingredient
but too much of some and not enough of others.
Mr. ROGERS. Like women supposedly having a deficiency in iron,

and so forth, and all of this.
Now, let me get back to this assistant doctor business. What are we

really doing? Are we pushing anything here? Are we waiting for the
AMA I think they have given their approval now. Or are we waiting
for some licensing? Should we have some technique where we should
preempt State licensing on these new categories of health?
Dr. ENDicorr. I am satisfied that the licensing problem, once the

physician assistant is accepted by the profession, will quickly be taken
care of by modifications of the Medical Practice Acts of the several
States.
I mentioned that it had already been done, for example, recently in

California.
Mr. ROGERS. Yes. I saw that.
Dr. ENnicorr. So I don't think that that is going to be an

impediment.
Mr. ROGERS. How many research projects do we have going on in

this manpower area for assistant doctors? What are we doing to de-
velop this category?
Dr. ENnicorr. The responsibility for research in this area is in the

National Center for Health Services Research and Development, and
I would have to get that information.
Mr. ROGERS. Could you get it and let us have it?
Dr. ENnicorr. Yes, sir.
Mr. R-OGERS. I think it would be helpful.
(The following information was received for the record:)

NATIONAL CENTER FOR HEALTH SERVICES RESEARCH AND DEVELOPMENT, HSMHA—
RESEARCH RELATING TO PHYSICIAN EXTENDER PROJECTS

MANPOWER

a. Evaluation of manpower projects: a systems model

The most productive single contribution which the National Center can make
in manpower is to design, test, and demonstrate a reliable means of early assess-
ment of the values of manpower development programs which periodically sweep
through the health-care industry in response to critical needs as perceived by
various groups of hard-pressed practitioners. The currently popular and poten-
tially valuable physician assistant idea is just such a proposal. So also was the
dental chairside assistant, the nurse anesthetist, and the pediatric nurse prac-
titioner. But these were the sound projects which survived out of a welter of
similar projects which existed only long enough to drain off scarce resources and
delay arrival at a solution to the problem.
As an alternative to the trial-and-error method currently applied to such

projects, the Center is developing an evaluation tool which can be used to sys-
tematize both analysis of the elements of each "new manpower" project and
measurement of strengths and weaknesses, in accordance with accepted princi-
ples of evaluation. By use of such a model, savings in time and money can be
effected and greater utility can be assured in manpower innovations.
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(1) Medex.—The starting point for building the assessment model is the
national evaluation of the Medex project, one of the most promising of the more
than 40 physician-assistant projects now under way in the country.
In FY 1971, the Medex approach will be replicated in three sites: inner city,

rural central plains, and rural northeast.
In FY 1972-1976, further extension will be carried out on a large-scale dem-

onstration basis in States where medical leadership, expressed desire of practic-
ing physicians, and educational resources hold promise of successful application.
Tentative identification has been made of 13 such locations, which represent all
geographic areas of the country. Final determination will be reached with the
advice of scientific and professional adivsory committees.
With a national advisory group, a matrix will be developed for the systems

model against which physician-assistant programs can be measured in the future.
As a first step toward this goal, broad categories of questions to be included in
this matrix have been depicted, as follows:

DEFINITIONAL

Labels
Levels
Credentialling

Degree of Supervision

PREPARATIONAL

Length, Mode, Setting of Training
Recruitment
Selection

OPERATIONAL

Basis for Task Delegation
Supervision

Roles
Location

ASSESSMENT

Acceptability
Quality

Cost
Productivity

EMPIRICAL

The scientific and professional advisory committees will also assist in develop-
ing a national information/surveillance system into which the total range of
observations and experiences of all large-scale demonstrations of physician-
assistant projects will be fed and analyzed.
b. Physician extender projects
The acute shortage of physician services in rural and inner-city United States

is well documented, as is the steady decline in the ranks of the general prac-
titioner. A series of specially-designed projects will be undertaken to study
training and utilization requirements for mid-level workers who can provide
specified medical and health services under the general supervision of a physician,
who may be on the premises or located at some distance but linked to the site of
care by closed-circuit television, short-wave radio, telephone, or computer cable.
The effectiveness of the performance of these workers will be examined, as well
as the economics of their use, and the limitations which may or should be placed
upon them.
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All of these projects will be evaluated, using the national evaluation plan
discussed in the previous section covering Medex. The projects include:
(1) Pediatric Nurse Practitioner.—Based on data on physician visits collected

by the National Center for Health Statistics, it is clear that the greatest decre-
ment in medical care in this country is for low- and middle-income family members
under age 15. The pediatric nurse practitioner program therefore takes on special
significance.
Twelve such programs are in existence or in some stage of development, with

widespread interest in development of more. The total production of these
largely experimental programs has been only about 200 pediatric nurse prac-
titioners. Ten large-scale demonstration projects will be completed by FY 1975
to extend the concept and the capability of producing pediatric nurse
practitioners.

Evaluative studies of this new occupational type have, in general, established
its productivity, effectiveness, and public acceptance. Some of the questions
still to be answered are occupational persistence as a proxy measure of job
satisfaction, the extent to which these workers can be more flexibly allocated in
relation to social needs, how productive in service and economic terms will they
be over the long haul, and what kinds of problems in interpersonal and inter-
professional relations will be encountered in this new role.
(2) Generic (Non-Military) Physician Assistant—Discharged military corps-

men who have been certified for independent duty constitute a valuable pool
for recruitment and training as physician assistants. Due to prior training and
experience, it is possible for them to convert to the physician assistant role in
primary care practice with minimum additional training and orientation.

It must be recognized, however, that as military need for active-duty corpsmen
is decreased, this resource group will be diminished for physician assistant
training programs. Need for the services of physician assistants will continue,
or will in all likelihood mount as the public adjusts to the presence of the new
mid-level worker in the health-care delivery system. It seems reasonable to
assume that programs to train civilians as physician assistants can gradually
be built into the mainstream of health-career education.

Anticipating that time, we will support 12 college-based physician assistant
programs. This will permit studies of the preparation, role, and specialty options
of physician assistants, as well as related social and economic factors. By the
end of FY 1975, these college-based programs could either be expanded in ac-
cordance with accumulated data, or phased out if the new role has not estab-
lished itself in our American system of health care delivery.
(3) School Nurse Practitioner.—There are 18,459 nurses employed by local

Boards of Education in the United States. Nearly half of them have academic
degrees, and 27 percent of them have both academic degrees and public health
nursing preparation. Most work alone in school health units, with only occa-
sional supervision by physicians.
A project will start in FY 1971, in which the role of the school nurse will be

expanded (after special training) to include physician assistant functions, so
that she can provide routine and regular health care and treatment for children
on the scale of a small neighborhood clinic. At a later stage, the feasibility
will be explored of extending some kinds of services (well-baby and prenatal
care, for example) to members of the families of the school children.
(4) Nurse Midwife.—By 1975, there will be six million births annually in the

United States, but there is such a shortage of obstetricians and general prac-
titioners who practice obstetrics that it is estimated that in the years 1976-1980
as many as 40 percent of the births may be unattended.
One solution to the problem is utilization of well-prepared medically-supervised

nurse midwives. In FY 1972-1976 the Center will determine training require-
ments and utilization of nurse midwives in rendering professional management
of anticipated normal pregnancy and delivery; in staffing special family-planning
clinics; in providing continuity of care, or services in antepartum clinics, labor
and delivery rooms.
(5) Clinical Pharmaoist.—The use of pharmacists in new clinical roles in med-

ical care will be examined. The extent and the directions to which the study will
be extended during the period 1972-1976 will depend upon results emanating
from the early work.
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e. Methods for obtaining basic information
Balanced development of new health manpower will require methods of ob-

taining reliable basic information, on which action projects can be designed.
In this foundation-building category, three major projects will continue through
FY 1972-1976:
(1) Research Center.—A Health Services Research Center which will con-

centrate on manpower will be supported for the purposes of developing and
using various measures of manpower productivity under different organiza-
tional patterns; and examining the process of installing innovative types of man-
power, as well as task redistribution, within different care settings, namely:
(1) private medical, both urban and rural; (2) comprehensive community care;
(3) Model Cities health programs; and (4) prepaid group practice.
(2) Data Resource for Manpower Planning or Staffing.—To provide a highly-

organized informational resource for manpower planning or staffing, systematic
collection will continue of both formal and naturally-occurring experimental
evidence related to staffing alternatives.
(3) Appraisal of Medical Clinic Staffling Patterns.—The Center will continue

a systematic department-by-department appraisal of staffing patterns in the 250
medical clinics (or an appropriate sample), cutting across geographic, size, type
of payment, and other crucial variables, to develop data required for planning
major change within the group clinic movement in America.

d. Relationship to the community health services system projects
The large-scale manpower R&D projects will provide a resource of personnel

and knowledge to be used in the community projects described above. To the ex-
tent possible, the community project sites will also be used for the manpower
R&D efforts.
The manpower staff, familiar with the accumulated experience in utilization

studies, will provide an informational resource regarding methods and resources
for the manpower development aspects of the community projects. The national
protocol for manpower evaluation will also be recommended for use in the com-
munity projects.

Dr. ENDicorr. Now, our support up to now has been limited to de-
velopment of curricula and evaluation of utilization.
Mr. ROGERS. Yes; well, I would like to know what programs you

have supported in doing this type of work with the junior colleges as
well as your medical schools, if you could let us have that for the
record.
Dr. ENDicorr. Now, you will recall when we had earlier hearings

this year in allied health, one of the difficulties which we reported to
you at that time was not a deficiency in authorization, but you recall
there was a peculiarity of the allied health bill which required that we
fund the formula or entitlement grants before we made any special
project grants, and we never got enough money to satisfy the formula
entitlements.
Mr. ROGERS. Yes.
Dr. ENDicorr. We had the authority, but we didn't have the funds.
Mr. ROGERS. Could not use it. This is right. This is true. Have you

given any other kind of encouragement to get into these programs?
Dr. ENDICOTT. Yes.
Mr. ROGERS. If you will let us have it, for the record.
Dr. ENDICOTT. We have; right.
(The following information was received for the record:)

BHME ACTIVITIES INVOLVING PHYSICIAN'S ASSISTANTS

The Bureau of Health Manpower Education staff participates actively in
national conferences and workshops exploring problems regarding the develop-
ment, utilization and evaluation of physician's assistants. Staff also provides
consultation in the preparation of grant applications for funding of physician's
assistant programs under existing legislative authorities. In addition, staff main-
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talus working relationships with other Federal programs involved in physician's
assistants such as the National Center for Health Services Research and Devel-
opment, Regional Medical Programs, Office of Education, Department of Labor,
and Office of Economic Opportunity. The Bureau engages in collection of data
about physician's assistant programs. The first compilation of data has been
published in a document entitled "Selected Training Programs for Physician
Support Personnel." A method to facilitate continuous data collection about
existing and developing physician's assistant programs is now being established.
A series of meetings with key professional organizations concerned with the
delivery of primary care has been initiated. These meetings are intended to facili-
tate more broadly disseminated knowledge among the various professional orga-
nizations, as well as recommendations for future action, both private and Federal.

Mr. ROGERS. Well, I think we need to emphasize this specialty of the
family physician, and to boost our whole effort. And I hope that our
programs will be geared to that. I don't know what the committee is
going to do with this, but I think they are favorably impressed that
something must be done in order to get us moving in this area, because
what we are concerned with, as you know, is getting out delivery now.
And the man who has got to deliver this on an open basis is going to be
the family physician, it looks like to me, and his helpers. And we have
got to move to this quickly.
Dr. ENDicarr. Well, I can assure you that a number of institutions

are planning, or starting, these programs, and that there is a steady
stream of them to my door trying to find out where they can get
some money, so it is going to move somehow.
Mr. ROGERS. So you think it does need some money to get them

going?
Dr. ENDicorr. Yes, sir; I am quite sure it does.
Mr. ROGERS. Thank you.
Thank you, Mr. Chairman.
Mr. PRErYER. Thank you, gentlemen. We certainly appreciate all

of you being here today and staying on later than usual.
Dr. MARSTON. Thank you for the opportunity to be here.
Mr. PRETER. We have four more witnesses, and I am afraid it is

impossible for us to complete them today, so that the committee will
recess until 10 o'clock tomorrow.
I am sorry we haven't been able to get to every one today but we will

get to you the first thing in the morning.
If there are any of you who would not be able to be here tomorrow,

and who would like to have your statement included in the record,
we will be glad to do that. I am sorry we won't have the chance to hear
you testify in person, but we wouldn't want to cause you to throw
your schedule completly out of joint and stay, if you could put your
statement in the record, which we would be glad to have.
(The following statements were submitted for the record.)

STATEMENT OF DR. JOHN A. B. COOPER, PRESIDENT, ASSOCIATION OF AMERICAN
MEDICAL COLLEGES

Mr. Chairman and Members of the Subcommittee: The Association of Ameri-
can Medical Colleges appreciates this opportunity to offer comments on H.R.
15793 and related bills, authorizing grants to support training of physicians and
other health personnel in the field of family practice.
The Association of American Medical Colleges is comprised of all of the 14)7

medical schools in the United States and 390 of the major teaching hospitals.
This community of institutions encompasses most of the processes of medical
education in this country as well as providing training for large numbers of
related health professions and occupations and contributing in a considerable
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and influential way to the improvement of the medical care scene through in-
novation, demonstration, and providing medical and health services. Thus the
Association and its membership have a direct and deep involvement in the prob-
lem and activities with which the bills being considered by this Subcommittee
deal.
At the outset, it is important to emphasize that the Association fully supports

and is broadly committed to the basic objectives being sought through these bills.
The Association commends their sponsors for the continuing interest that they
have shown in improving the health care of the American people.
The advance of medical science and technology, the necessary expansion of

specialization in medicine to assure effective clinical application of these advances,
rising public expectation that their health needs will be more adequately met,
and the growng inaccessibility of health services has made it abundantly clear
that there are major deficiencies in the nation's present arrangements for the
provision of medical care. This set of circumstances has emphasized for some
time that a more direct confrontation with the problems of meeting society's
health needs constitutes perhaps the central challenge before medical education
today.
The perception of this challenge has generated widespread and diverse response

on the part of American medical schools and teaching hospitals. In brief and in
summary, these responses involve:

Major effort to expand medical school enrollments and thus the produc-
tion of physicians.
The development of departments of community medicine and family

practice.
Curriculum modification which has brought to medical students a greater

awareness and understanding of the social, behavioral, and environmental
factors in disease and health.
Expanded research and development activity in the area of medical care

and health services.
Extensive involvement in the community health scene and the development

of innoVative approaches to the delivery of health services.
Out of this considerable activity has emerged a set of generalizations which

are pertinent to the Committee's action on these bills.
In general, it seems clear that a major national need is for the better provision

of primary, personal, and comprehensive medical care. Various terms are utilized
to describe this need—family practice, general practice, personal medicine, pri-
mary physician, generalist, etc.
Because of this confusion in terminology, it is more useful to think of the

functions which should be performed in the optimum provisions of health care
to patients:

1. Assessment of their total needs before they are categorized by specialty.
2. Elaboration of a plan for meeting those needs in the order of their

importance.
3. Determination of who shall meet the defined needs—physicians, general

or specialist, non-physician members of the health team or social agencies.
4. Follow-up to see that needs are met.
5. All must be done in a continuous, coordinated, and comprehensive

manner.
6. Attention at each step must be given to the personal, social, and family

dimensions of the patient's problem.
7. Health maintenance and prevention are as important as cure and

rehabilitation.
The achievement of a pattern of medical care which provides for the full and

competent performance of these functions is dependent upon changes in not only
the content and scope of the educational experiences of the MD, but also upon
considerable change in the structure and process of delivery of health services.
The broad efforts now going on in medical schools and teaching hospitals to

extend both the educational experience of physicians in this respect and the
involvement of academic medical centers in these problems have already been
briefly summarized. What is important to keep in mind is the diversity of ap-
proaches being taken. This diversity of effort is of the utmost value because, as
noted by one student of this problem:
"To date, no clear pattern for the future of medical practice has emerged, and

the nature of American society makes it probable, indeed desirable, that there
be diversity of medical care arrangements, opportunity for experiments, and
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acceptance of the need for critical evaluation of new approaches to the provision

of health services."
Thus, the concentration of support only on developing departments and pro-

grams in Family Practice such as proposed in H.R. 15793 would, in the view of

the Association, not provide the broadest opportunities to achieve the overall

objectives being sought. For example, studies have shown that the function of

providing primary care is by no means confined to general practitioners. A study

by Dr. Kerr White of Johns Hopkins reported in the April 1964 issue of the

Journal of Medical Education, indicates that substantial amounts of primary

care are given by internists (77 percent of patients seen), obstetricians (85 per-

cent of patients seen), and pediatricians (88 percent of patients seen).

It seems evident that the education of internists, obstetricians, and pedia-

tricians as well as general practitioners and other specialists, should have sus-

tained exposure in their educational experience to the needs, functions, and

practices involved in providing sound, comprehensive and prevention-oriented

medical care.
The urgent and fundamental need is for broad flexible support of the whole pro-

cess of innovation and new developments in medical eduaction aimed at increas-

ing its relevance to the problems, conditions, and needs of developing a system

of medical care services characterized by comprehensiveness, continuity, com-

petence, humaneness, and family orientation.
The Association would view with great concern approaches which would

have the effect of determining departmental organization and the nature of

the curriculum in medical schools by statutory action. We join with the Amer-

can Medical Association in this reservation concerning the specific language of

HR. 15793 and its companions, including the Senate-passed measure S. 3418.

The statement has been made that only through statutorily designated grants

will it be possible to divert the medical schools from their present work with re-

search and get them to concentrate on problems with medical care and the

needs for primary service.
Mr. Chairman and members of the Committee, we seriously question the ac-

curacy of this allegation. In our view, Congress will be gravely misled if it is

accepted as a basis for legislation of the kind proposed here.
We have already outlined for the Committee the extent to which the medical

schools are involved in attempting to solve problems of health care and health

services and the development of innovative programs in this area. The addi-

tional facts which the Committee must consider in respect to this are as follows:

1. The entire structure of medical education is in desperate financial circum-

stances. This factor is a product of rapidly increasing costs, expanding func-

tions such as those into the problems of community service, and increasing

enrollments in efforts to expand the numbers of physicians produced, coupled

with declining levels of private support. The major sources of Federal funds

utilized by medical schools have been restricted to specific and often quite nar-

row objectives, principally in the support of research and in a particular effort

to support increases in the number of physicians produced.
2. Despite the desperate financial circumstances of the medical schools, there

has been completely inadequate Federal support for the basic operating costs

of the educational process in relation to the magnitude of the needs.
3. Although programs have been authorized to support, among other things,

innovation and new developments in curriculum and programs which would be
used to accomplish the very purposes of the bill now before the Committee, the
funds appropriated for these purposes have been utterly inadequate. Most of the
funds so appropriated have been consumed in the urgent and necessary efforts
to rescue schools in financial distress.

4. The legislation now before the Committee will only compound this grave
situation. It will again provide restricted grants for limited special purposes. It
will provide no recognition of the need for basic operating support. Unless some
provision is made to cope with this problem on a stable and continuing basis, it
is folly to legislate additional restrictive categorical programs. Unless some pro-
vision is made to sustain the basic structure of medical education, it is the most
unwise public policy to seek to strain this already weak structure to serve highly
restrictive special purposes.
Medical schools are actively changing their educational programs to meet

new challenges. Support for specific programs rather than general support will
limit the speed, flexibility, and effectiveness of the process of innovation.
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The objectives sought through H.R. 15793 could be well achieved by broad-
ening the support to all programs that will increase the number of physicians
qualified to participate in the delivery of primary health care. One way of doing
this would be by appropriate amendment of Part E of Title VII of the Public
Health Service Act to provide for the following:

1. A modification in the language of Section 772—Special Project Grants, to
emphasize the use of these grants for educational innovation and development
relating to the needs for physicians capable of providing primary, comprehen-
sive and personal medical care.

2. Enlarge the institutions eligible for Special Project awards to include hos-
pitals and public and private non-profit agencies involved in education and train-
ing in health.

3. Increase the appropriation authorizations in Section 770 to assure that
adequate funds can be budgeted for Special Project Grants in this area.
With the addition of the changes noted above, it would appear that existing

legislative authority is fully adequate to achieve the essential objectives of H.R
15793.

Since the Senate has already acted on S. 3418, a companion bill to those under
consideration by this Committee, I would like to address a few remarks to an
additional provision contained in that bill. Title I of S. 3418 is substantially the
same as H.R. 15793. Title II would authorize support by both grants and con-
tracts to institutions conducting courses and undertaking research in the field
of malnutrition and would authorize the Secretary of Health, Education and
Welfare to establish special projects to provide students with practical experi-
ence in this field and to provide them with financial assistance to pursue studies
and engage in activities in poverty areas relating to malnutrition.

Title II of the bill does not suffer to the same extent from the defects which we
perceive with respect to Title I. While encouraging the study of nutrition, it
does not establish as a precondition for receipt of the grants authorized the
requirement that such courses be given in any particular administrative setting
in the schools. The institutions which the AAMC represents are becoming in-
creasingly aware of the importance of nutrition-related problems and are moving
to develop their ability to meet these problems more fully. Funds made available
in response to this legislation may well serve to accelerate that process.
On the other hand, we consider it important to once again register our con-

cern over the continuing tendency of the Clongress to support important health
objectives through the establishment of a multitude of highly specific programs.
As a matter of principle, we believe that Federal assistance should be given
.in such a manner as to ensure the continuing viability and healthy development
of the institutions devoted to these objectives. The fragmented pattern of support
that results from legislation such as that under consideration often bears little
relationship to the real needs of the institutions and severely restricts their
ability to develop well planned and comprehensive programs. We believe that
the Congressional objectives can be more effectively carried out through an ade-
quately funded program of broad support wherein the Congressional priorities
are indicated.
We would point out, for example, that the broad authority available to the

Secretary with respect to the support of research has already resulted in a
strong program in research on nutrition, supported by the National Institutes
of Health at a rate of about $23 million per year. Additionally, research train-
ing in the field of nutrition is supported at well over $1 million per year. This
bill provides the Secretary no new authority in this area, and it is doubtful
that it would result in significantly increased funds for this purpose.
On the other hand, financial assistance to students for one segment of their

curriculum, as provided in this bill, is of little avail if sufficient funds are not
available to enable them to complete their entire course of studies.
In conclusion, then, we would urge the Committee to postpone action on the

legislation before it until the Committee has had ample opportunity to consider
the full set of circumstances bearing upon the support of medical education
in the United States. The expiration of the Health Professions Education Assist-
ance Act as of June 30, 1971 and the prospect of the introduction of legislation
to extend this program in the forthcoming Congress will provide an excellent
opportunity for the Committee to study this problem in depth. On this basis it
will be possible for the Committee to approach this problem as a whole, rather
than act upon isolated programs which provide no recognition of the basic and
grave financial problems that beset the entire structure.



283

STATEMENT OF DR. WILLIAM A. SODEMAN, CHAIRMAN, COUNCIL ON MEDICAL
EDUCATION, AMERICAN MEDICAL ASSOCIATION

Mr. Chairman and Members of the Subcommittee: I am Doctor Wiliam A. Sode-
man of Philadelphia, Pennsylvania and Chairman of the Council on Medical
Education of the American Medical Association. Accompanying me today are
Doctor C. H. William Rube, Director of the Association's Division of Medical
Education, and Mr. Charles W. Pahl, a member of the AMA's Legislative
Department.
Mr. Chairman, we appreciate this opportunity provided to the American Medi-

cal Association to present its views on legislation before you which would estab-
lish a five-year program of assistance to public and private nonprofit medical
schools and hospitals to expand existing programs, or to establish new pro-
grams, of training in the field of family practice. These bills also give the Secre-
tary of Health, Education, and Welfare the authority to appoint a 12-member
Advisory Council on Family Medicine. We are pleased to recommend that this
legislation be supported and enacted into law with certain modifications.
There can be no doubt remaining in the minds of the Members of Congress,

and there is certainly no doubt within the medical profession, that one of the
most pressing and vexing problems facing this country is the provision of com-
prehensive and high level medical care to every American. In spite of all that
has been done by Oongress and other groups, there remain important problems
in the delivery of health care. We will address our comments to S. 3418, which
has been passed by the Senate and which is similar to the other bills before you.
We are in an age of specialization which has been the basis for many of the

major breakthroughs in modern medical science and improvements in patient
care. However, if the patient is to receive maximum benefits from medical science,
his total health care must be evaluated and managed efficiently. This cannot be
done satisfactorily if the patient must first diagnose his own ailments to deter-
mine the specialists he should see. This is expensive, time-consuming, inefficient,
often impersonal, and not very satisfying to the patient. What is needed is a
generalist who is the patient's first contact physician.
In earlier days the general practitioner filled this need and most physicians

were general practitioners. It was an easier role to fill them than now because
knowledge was limited and specialization was not well developed. The need today
is for a new type of generalist who is prepared to function as a family physician.
Unfortunately, most medical schools and hospitals do not offer this kind of
training.
The new type of generalist must be trained to evaluate the patient's problems

in their totality, to provide by himself or with his office staff a high proportion
of the care needed by most patients, and to coordinate the care provided by others
when necessary. He must be concerned as much with prevention, health main-
tenance and rehabilitation as with diagnosis and treatment, must care for am-
bulatory and out-of-hospital patients throughout their illness and in times of
good health as well as sickness, and must deal with the environmental and
emotional problems of the patient and his family. He must make his services
available as well as accessible. This is what we mean by comprehensive, family-
centered, patient care, and this is the kind of care the modern family physician
should give.
The American Medical Association has been concerned for a long time about

the decline in the number of physicians in family practice and the lack of educa-
tional programs designed specifically to prepare physicians for careers in family
medicine. This concern lead in 1964 to the appointment by the AMA and the
Ad Hoc Committee on Education for Family Practice "to examine the problem
of the declining numbers of family practitioners and to support solutions which
might increase the supply". The Ad Hoc Committee studied the problem for two
and one half years and in 1966 submitted a report entitled "Meeting the Chal-
lenge of Family Practice". The recommendations of the Report were approved
by the AMA House of Delegates, and the Council on Medical Education was
charged with the responsibility for implementing the recommendations. The en-
tire Report is relevant to the proposed legislation and we have provided the
Committee with copies for its information.'

1 The report, "Meeting the Challenge of Family Practice," of the Ad Hoc Committee on
Education for Family Practice of the Council on Medical Education, American Medical
Association, may be found in the committee's files.
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The most glaring problem identified by the Report was the lack of effective
and attractive educational and training programs for family practice in our
medical schools and teaching hospitals. The reasons for this lack are many and
there is not time to dwell upon them now. Perhaps it is enough to say that the
need for a new approach has become both clear and compelling only recently, and
the resources and incentives for developing such programs have been lacking.
As a result, we find the following conditions to be generally prevalent in our

teaching institutions, although there are some exceptions:
1. Most medical schools and teaching hospitals do not have organizational

units for teaching family medicine and do not offer in their patient care
programs, where medical students, interns and residents are taught, a model
of example of family-oriented, comprehensive patient care.

2. There are few family physicians teaching on the clinical faculties of
medical schools—outstanding men with whom students can identify and
whom they can emulate. There are few career opportunities for such physi-
cians in academic medicine. Even more serious for the future, there are
few who are qualified for academic appointments, although happily there
are many young physicians with potential interest in this field if attractive
career opportunities for them can be developed.

If teaching by example is more effective than teaching by exhortation, and I
have no doubt that this is true, it no wonder that the field of family practice
now attracts few recruits among medical students.
I do not blame medical schools for this. We have been in a period which has

emphasized medical research and specialization, and the schools have adapted to
the prevailing values and patterns for the delivery of health care and to sources
of financial support. Their programs have been effective and socially beneficial,
but they have been incomplete and not in balance.
Another problem identified by the AMA Ad, Hoc Committee Report was the lack

of status and recognition for the young physician considering family practice
as a career. Family Practice was not a recognized specialty and the traditional
specialist dominated the scene. Hospital privileges for family or general prac-
titioners were sometimes unnecessarily restricted. Third parties who paid for
physicians' services, including the U.S. Government, paid the specialist more than
the general practitioner for identical services. The prestige, status and influence
of the specialist were greater. Why should a student take additional training after
medical school to become a family or general practitioner when with little addi-
tional time, effort and expense, he could become a specialist?
Much has happened since the Report of the Ad Hoc Committee was released

in 1966, but we are just at the beginning of what must be a long-term, sustained
effort to solve the family practice problem:

1. As a result of leadership by the American Academy of General Practice
and the American Medical Association, Family Practice is now a recognized
specialty will an approved specialty board, and the status problem for
physicians in this field should begin to improve.

2. Some medical schools and hospitals have developed training programs
for family practice. Many other schools and hospitals are considering the
development of new programs.

3. Interest in the field has grown substantially, and the climate for con-
structive work is much better than it has ever been. At the recent meeting
of the AMA in Chicago, the House of Delegates strongly reaffirmed its sup-
port of measures for increasing the numbers of family physicians.

However, the family practice movement faces some serious problems, the
most serious of which is financial. The Ad Hoc Committee Report recognized
this problem and stated, "Substantial additional funds will be needed if medical
schools and teaching institutions are to develop satisfactory training programs
and appropriate models of practice." Support will be required for faculty and
other staff and for operating expenses similar to other major %clinical depart-
ments. Suitable facilities for training programs are generally lacking, and
to provide them will necessitate construction. Funds for training faculty and
stipends for trainees will be needed. The Committee report recognized that
most medical schools and teaching institutions were already fully committed
in the use of their resources; in fact many face grave problems just to maintain
their present operations without adding new and major programs such as
family practice.

It is true that family practice programs in a few institutions have obtained
support from institutional funds, or from service contracts with federal agencies
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such as the Office of Economic Opportunity. Relative to need, this support ha
s

been only a drop in the bucket; and the problems involved in financing 
an

educational program from a service contract seriously distort the educationa
l

program and sometimes the service program as well.

If the Family Practice movement is to succeed in helping to solve a majo
r

problem in the delivery of health services, it must be supported adequa
tely.

It must command a national commitment analogous to research in the
 post

World War II period, not necessarily in the amount of money but in the ass
ur-

ances of gradually increasing funds, stable in nature, and flexible in
 their use.

Nothing will assure success more than this. A new program, not yet
 engrafted

firmly into the medical educational system, needs earmarked funds,
 not funds

that might or might not become available to it from institutional gra
nts. With-

out such funds, the Family Practice movement will develop much
 more slowly

than it should if it is to meet pressing national needs. S. 3418 
is designed for

the type of program that is required.
The proposal before you authorizes the Secretary of Health, Ed

ucation, and

Welfare to make grants to public and private nonprofit medi
cal schools to

establish and operate educational departments devoted to teac
hing all phases

of family practice. Grants would also be available to assist i
n the cost of con-

struction of any additional facilities as may be required 
and funds could be

used to defray the costs of training needed teaching pers
onnel. This is a lauda-

tory program and should be supported.
We are somewhat concerned, however, over the specific

ation in Section 761

(a) (1) of S. 3418 that there must be "separate and distin
ct departments" estab-

lished for these purposes. While new administrative uni
ts would be desirable,

the requirement of "separate and distinct departments" 
seems unnecessarily

restrictive and might inhibit the development of otherw
ise worthy programs

of family practice.
Our Ad Hoc Committee Report dealt with this organizati

onal issue with this

comment (page 48) :
"There are various ways in which this need" (i.e. for a

n administrative unit)

"might be satisfied, an academic department of famil
y medicine is one way;

another is the creation of a division of family medicine 
within a major depart-

ment such as medicine" (or community medicine) ; "a thir
d way might be the

creation of an interdepartmental unit; and there mi
ght be other approaches

which would serve satisfactorily in a given setting."

In light of this, we feel that it would be inadvisable to
 legislate the organiza-

tional structure for teaching family medicine, espe
cially since some medical

schools are successfully developing programs witho
ut a separate department.

We would suggest further that Section 765(b) (1)
 (A) be deleted, since its

application would pose many difficulties. It states t
hat departments of family

medicine should be of "equal standing" with other
 clinical departments. The

meaning is not clear. The various clinical depart
ments of medical schools are

not "equal" now in terms of budgets, number of fac
ulty, patient load, curriculum

time or other measurable criteria. What we want
 are departments adequate to

conduct defined programs as specified in the 
applications and approved by the

Advisory Council.
Section 765(b) (1) (B) specifies that the program 

should meet the standards

established for the specialty of family medici
ne. The bill provides elsewhere

that the grantee institutions and their progra
ms must be accredited or have

"reasonable assurance" of accreditation. This ac
complishes the objectives of

ensuring that standards are met and avoids any
 implication that this section

would legislatively dictate curriculum content and
 quality, which are the proper

responsibilities of faculties. We suggest the delet
ion of this provision as being

unnecessary.
The grant program for hospitals is valuable and

 should provide the needed

impetus to the developemnt of family medicine 
training programs in the post-

medical school, hospital environment. The sch
olarships, fellowships and stipends

to interns and residents will enable the pro
gram to compete better with the

other medical specialties in attracting aspir
ing physicians to the practice of

family medicine.
We would like to recommend to this Commit

tee that it give serious considera-

tion to amending this legislation by the d
eletion of the provisions relating to the

training of paramedical personnel in the fi
eld of family practice. While the

training of such individuals is desirable and sho
uld be undertaken, its inclusion

In this proposed program can only dilute and
 encumber the primary purpose of
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the legislation—that is, the training of physicians to practice in the field of
family medicine. We would urge that the training of paramedical personnel be
the subject of separate legislation and this legislation be directed solely to the
training of physicians.
We would suggest a modification of the composition of the Advisory Council

on Family. Medicine to be appointed by the Secretary of HEW. Because family
medicine draws from all disciplines of medical practice, we would suggest that
some of the members include medical educators from other fields. This would
broaden and strengthen the deliberations of the Council. If a membership of 12
is desired then three could be practitioners of family medicine, three could be
teachers of family medicine, three could be medical educators from other fields
and three could be public representatives. We would further suggest that the
Secretary of HEW make his appointments of physicians in consultation with
the organized medical profession, soliciting for his consideration a panel of
names of physicians who would be qualified to serve.
In conclusion, let me reiterate our strong support of this important legisla-

tion. We recommend its enactment as modified to delete the restrictions identified
above and the provisions for the training of paramedical personnel. We believe
these modifications would strengthen the legislation to accomplish its goals. We
believe that this legislation will make a meaningful contribution to present ef-
forts to increase the number of physicians practicing in the field of family
medicine.
We will now be happy to attempt to answer any questions which the Committee

may wish to ask.

STATEMENT BY MARJORIE A. COSTA, DIRECTOR OF COMMUNITY RELATIONS, EDUCARE
DIVISION, UNIVERSAL EDUCATION CORPORATION

I am Marjorie A. Costa, a Public Health Educator with a Master of Public
Health Degree from Columbia University, School of Public Health and Adminis-
trative Medicine. I have lived in the Bedford-Stuyvesant area of Brooklyn
for more than 40 years. (The Bedford-Stuyvesant area, as referred to by me,
is primarily a Black ghetto with a population of approximately 450,000 residents
in 2,582 acres).
For many years my concern for comprehensive health services has kept me

involved on a voluntary basis as well as on a paid professional basis.
In my capacity as Instructor in Public Health Practice for Columbia Uni-

versity and as Director of Community Relations for the Educare Division of the
Universal Education Corporation, I go into areas similar to Bedford-Stuyvesant,
e.g. East Harlem, Central Harlem, South Bronx, Pittsburgh and Harrisburg.
In a voluntary capacity, I have been serving as Chairman of the Board of

Directors of •the 0E0 funded Neighborhood Health Center of the Provident
Clinical Society of Brooklyn, Inc.; Chairman of the Board of Directors of the
Bedford Mental Health Clinic; Secretary to the Board of Directors of the Brook-
lyn Psychiatric Centers, and appointed member of the Mayor's Advisory Board to
the New York City Department of Mental Health and Mental Retardation
Services.
It is with this background that I testify today on behalf of the Bill H.R. 15793

relating to the need for more practitioners of family medicine.
Due to the increased emphasis on medical specialization, the general prac-

titioner, or family doctor, has been gradually phased out of our society, leaving
little or no personalized medical attention.
Disadvantaged individuals have been forced to substitute the emergency

room of hospitals for the family doctor. Consequently, the utilization of am-
bulatory care facilities in areas heavily populated with minorities, is on the
increase. These ambulatory care facilities leave a great deal to be desired since
it is difficult to staff them with general practitioners for the family medicine
practice. This is caused not only by the uncertainty of the funding of these
centers and the muddled federal guidelines, but primarily because of the fact
that there just are not any general practitioners to staff them.
In any given area with a heavy concentration of poor immigrant residents,

emergency room visits have increased fifty percent over the previous year. The
"emergencies," in the eyes of the patients, were real; but an analysis of the
cases indicated that the number of "hospital emergencies" were minimal. This
supports the fact that the emergency room is substituted for the family doctor
increasing the cost of medical care and decreasing the effectiveness of medical



287

care. As a result of this practice, the health care institutions are being forced
to expand staff and facilities for a component for which they are neither fi-
nancially nor professionally prepared. Ofttimes, in these emergency rooms, nurses
carry out many of the functions of physicians, which is not a desirable prac-
tice since it is of an "unofficial" nature. Very seldom, if ever, do you see a Chief
of Staff in an emergency room or out-patient clinic situation.

Priorities in the medical education programs are concentrated on the in-
patient aspect, to give broad exposure on the ward with the patient that can
be followed and studied.
Emergency room or clinic rotation of the intern or resident is less desirable

and comprises only a minute portion of the total schedule, since there are no
regular assignments but a sharing with other services on a limited and undis-
ciplined basis.

Preventive medicine is one of the major objectives of the family doctor. It is
imperative that we move ahead seriously and rapidly to achieve a family-oriented
health delivery system with broadly trained family physicians.
In order to create the new specialty of family medicine, the medical schools

and hospitals must be able to envision some financial support in the develop-
ment and implementation of programs for this objective. Their current operat-
ing costs are excessive and spiralling.
The availability of Federal Funds with matching State Funds for the educa-

tion of family physicians is extremely desirable and necessary.
I submit that these funds should be made available to disadvantaged high

school graduates immediately upon graduation from high school, and should
carry them through pre-medical and medical school, if they so desire.
Upon completion of their formal education with a specialty in family medicine,

they should serve in a fully equipped family-oriented health center in the area
from which they came or a similar area, for a period of at least five years.
At the end of the five year period, they should be given the health center which

they helped build as a further incentive to remain, if they choose to remain, in
the service of that community.
This suggested solution is certainly not in place of the allocation of funds

for the training of para-medical staff to assist and become members of the
health team, but in addition thereto. Nor is this statement to minimize the
importance of specialists. On the contrary, it is because of these specialists and
the advances in our technology that we know how to render superior medical
care. We are about 10 years behind in the application of our medical knowl-
edge due to the shortage of physicians, et al, to apply it. Hence, fragmentation!
I further submit, that these recommendations will not only improve the health

lot of the disadvantaged, but of the advantaged as well.

(Whereupon, at 5:20 p.m., the committee adjourned, to reconvene
at 10 a.m. Thursday, October 1,1970.)





TRAINING OF FAMILY PHYSICIANS

THURSDAY, OCTOBER 1, 1970

HOUSE OF REPRESENTATIVES,
SUBC01VIMITTEE ON PUBLIC HEALTH AND WELFARE,

COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE,
Washington,D.C.

The subcommittee met at 10 a.m., pursuant to notice, in room 2325,

Rayburn House Office Building, Hon. John Jarman (chairman),
presiding.
Mr. JARMAN. The subcommittee will please come to order as we con-

tinue the hearings on H.R. 15793 and all similar or identical bills to

amend the Public Health Service Act, the Family Medicine Practice.

Our witness this morning, Dr. Peter Andrus, chairman of the

Standing Committee on Health Affairs, Student American Medical
Association, Philadelphia, Pa.
We appreciate your being with us this morning, Dr. Andrus.

STATEMENT OF PETER ANDRUS, CHAIRMAN, STANDING COMMIT-

TEE ON HEALTH AFFAIRS, STUDENT AMERICAN MEDICAL

ASSOCIATION

Dr. ANDRUS. Thank you, Mr. Chairman.
I am Peter L. Andrus, a recent graduate of the University of Penn-

sylvania School of Medicine. I am appearing before you today in my
capacity as chairman of the Standing Committee on Health Affairs of
the Student American Medical Association, SAMA is an autonomous
organization representing over 20,000 active medical members and
over 30,000 affiliate intern and resident members.
Mr. Chairman, our Nation today faces a crisis in health of steadil

mounting proportions. The severity of this crisis becomes clearer to
more and more people with each passing day. We are faced by severe
constraints in each of the operative parameters which determine the
extent to which high quality health care is available to all of our
country's people.

First, the manpower shortage in practically all categories of health
professionals is worsening appreciably with each passing week. This
shortage of qualified manpower is perhaps our most pressing and im-
mediate constraint on the delivery of health care, since, in the final
analysis, health care is people—people trained and available to serve
other people who are sick.

Second, and of great importance as well, is our lack of suitable
facilities in which to deliver health care. Both consumers and pro-
viders of 'health care alike are becoming increasingly aware that our

. (289)
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existing institutional structure of health facilities is not maximizingthe time of scarce health professionals engaged in the delivery of
services nor are they conducive to optimal utilization of the limitedfunds available to finance health costs. Thus, we must expect in the
coming months and years to find a great deal of innovation exertedin developing new facilities for aiding in the delivery of fast, effec-
tive, comprehensive, economic health services.
Third, we find ourselves in the midst of a devastating upward spiral

of health care costs 'brought on by a host of factors including: a risein consumer expectations in the health care system; attempts at new
funding mechanisms for health care such as medicare and medicaid;
and a rapid inflation in the economy as a whole. Thus, health costs
have skyrocketed. I need hardly elaborate on this point except to say
that adequate documentation of this phenomenon is readily available
elsewhere.
Within the context of this most distressing picture, I wish to state

the strong support of the Student American Medical Association for
H.R. 15793, a bill which we feel will make a significant contribution
in remedying the problems to which I have previously alluded and
in improving the quality of health 'care to all Americans.
In testimony presented 2 days ago before the subcommittee, the

American Academy of General Practice strongly emphasized the
shift away from generalization toward specialization that has occurred
in American medicine in the past 40 years. The rise of specialty-
oriented practice, based firmly in scientific and technologic knowledge
and advances is a very significant, and for the most part positive,
feature in the growth of medicine. Historically, this movement was
strongly aided by the development of the National Institutes of
Health in the late 1940's and their subsequent growth as a source of
funds for research and training of manpower in the several specialties
of medical practice.
Looking at the contemporary scene, however, we see a health care

system that has in part grown away from the fundamental reason for
its existence: the good health of our Nation's people. While I strongly
support the rise of scientific, specialized medicine, I also wish to sug-
gest that at present we are in the process of reexamining our objectives
and reformulating our goals so as to reemphasize health services as
the end toward Which the means of health research and education are
directed.
I think that a basic conclusion we are reaching in this sweeping

reappraisal is that the primary care, or family physician must play
a central role in the delivery of health services in the years ahead.
Family practice, as Dr. Vernon E. Wilson

' 
recently appointed head of

the Health Services and Mental Health Administration, points out
"is the first specialty whose specialization arose from the need of the
community rather than the need of the discipline." 1
The family physician specializes in generalization and adaptability.

His training equips him to deal with a broad range and the vast ma-
jority of the illnesses which afflict mankind and to deal with them in
a competent, effective and economical manner. This training further
equips him to recognize and delineate those problems of a highly
1 From American Family Physician/GP, April 1970, P. 132.
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complicated nature which require a specialist, and further to co-
ordinate the various health services in a community to the overall
good of his patient.
Yet, as has been pointed out by Dr. Kowalewski of the AAGP in

his earlier testimony, the numbers of family physicians as a propor-
tion of all practicing physicians have steadily dropped for the past
40 years, and the ratio of health consumers to family physicians has
risen steadily during this same period. Even more frightening are
the current estimates which indicate that only between 10 to 15 per-
cent of the graduates in recent medical school classes are going into
general or family medicine.
Within the past 18 months, the development of the American

Board of Family Practice and the rapid increase of family medicine
residency programs from a mere handful to 38 (as of June 1970)—
and I am informed now somewhere in the seventies—has begun to
provide a sound base for certification and strong training in this
legitimate patient-oriented medical specialty. Yet, the efforts to pro-
vide adequate numbers of well-qualified family physicians have to
date been pitifully small.
An important factor in the prospect for future success of such

program is, of course, the attitude of today's medical students toward
family medicine. I can state with conviction that the activism and
commitment that mark today's students in their efforts to face and
solve many of today's health problems will provide a strong stimulus
to devote their professional lives to the practice of high quality,
patient-oriented family medicine.
It is for the reasons I have stated that the Student American Medi-

cal Association strongly supports H.R. 15793, and its companion
bill, S. 3418 which has passed the Senate. We believe this bill focuses
at each of the important levels required to develop a strong program
of training in family medicine. By its provisions for funding depart-
ments of family medicine within the medical schools, a significant pos-
tive exposure and influence to family medicine can be provided for
medical students at a crucial time in their career decisionmaking proc-
ess. By providing funds for the development of family medicine
residency training programs there will be a strong impetus placed
on capitalizing upon the increased interest in and need for the prac-
tice of family medicine. Finally, by providing funds for the train-
ing of allied health personnel in this area the bill takes the very
progressive step of encouraging innovation in developing new pat-
terns of delivering health care in a more effective and economic
manner.
In conclusion, let me say that we believe this bill, H.R. 15793 to

be most timely, and its sponsor and cosponsors are to be heartily
congratulated for its inception. Just as the provision of Federal funds
since the late 1940's for the National Institutes of Health has pro-
vided this country with tremendous advances in biomedical knowl-
edge and specialty practice, so too the initiation of the program pro-
posed in H.R. 15793 will make a dramatic contribution toward the
goal of better quality health care for all Americans that we are all
seeking in the 1970's. The Student American Medical Association
strongly supports that goal and this effort to achieve it.

51-381 0-70-20
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Thank you for the opportunity to present our views here today,
and I would be glad to answer any questions which the committee
would have at this time.
Mr. JARMAN. Thank you, doctor. May I ask what your own plans

are in the medical field?
Dr. ANDRUS. Yes, sir I recently finished my M.D. work at the

University of Pennsylvania, and this year I am continuing at the
university in a master's program in health care administration. I in-
tend to take my internship beginning next year, and I am strong-
ly considering taking 3 years in a family medicine residency pro-
gram. My long term career plans lie in the direction of health care
planning and administration, but I think that a foundation in the
area of family medicine that could be gained through such a resi-
dency program would be most invaluable.
Mr. JARMAN. How many were in your graduating class at Penn-

sylvania?
Dr. ANDRUS. Approximately 125.
Mr. JARMAN. And could you estimate out of that group of grad-

uates how many you think were going into family medicine prac-
tice?
Dr. ANDRUS. I would suspect that the number would be very small.

I couldn't give you a numerical figure, but I think the significant
thing is the change in the attitudes from my class in medical school
to the attitudes of the first and second year medical students current-
ly in school. And I think among this group of students there is a sig-
nificant increase in the interest for such programs in general or fam-
ily medicine.
I think that students today are far more concerned about the is-

sues of health care delivery, the way our system is operating at the
current time, the difficulties that we're having. And I believe that what
they are doing is translating those kinds of interest into recogni-
tion that the real need for physicians in this country is in the family
practice field. There is less of an interest at the current time in re-
search areas, and I think students are more concerned about health
services today than they have ever been in recent years.
Mr. JARMAN. In terms of the bills themselves and the provisions of

the bills, what is your reaction to the provision of the bill relating
to separate departments to teach family medicine?
Dr. ANDRUS. There has been much contention on this point. The

argument has been made that the bill would require medical schools to
set up separate departments, in essence that the Congress would be
dictating to medical schools how to administer their schools. I would
have to reject that contention, because I believe a careful reading of
the bill will indicate that there is no requirement that a family medi-
cine program be set up, because a school does nct have to seek funds
under this program. And, indeed, I think that 'th the appropriate
reading of section 761 (a) (1) we find that there are grants "to operate,
as an integral part of their medical education program, separate and
distinct departments devoted to providing teaching and instruction,
including all phases of family practice." In many schools it is appro-
priate to set up a Department of Family Medicine specifically to ac-
complish this task, but I think that in other schools, and I can cite
my own, the University of Pennsylvania, where we have a Department



293

of Community Medicine, we feel very strongly that community medi-
cine has the obligation and the concern of providing students with the
opportunity during their medical education to experience family medi-
cine. And I think that it would be very reasonable to have a Depart-
ment of Community Medicine applying for funds under this program
specifically for the purpose of setting up and operating a program to
provide students with experience in family medicine.
Mr. JARMAN. Just one other question then along that same line of

thought. Do you think that currently authorized programs in the
medical schools are providing the necessary incentives to encourage
students to enter family medicine?
Dr. ANDRUS. I looked through the transcript from the hearings on

the companion bill over on the Senate side, and it was very interesting
for me to find in that transcript on page 51 a listing of some of the
programs which were mentioned as possible areas of support for fam-
ily medicine. Among these were the Health Profession Educational
Assistance Act, The Allied Health Professions Personnel Training
Act, the Nurse Training Act, and various other provisions of the
Public Health Service Act.
I think that the current administration has made a very strong point

that they had the necessary authorizations to provide sufficient in-
centives for this type of program. And yet I think if you look at the
record of their support of appropriations for these programs in the
last 2 years you find very clearly that their support for these programs
is inadequate. Support for medical students and other health profes-
sion students and nursing students by way of loan and scholarship
funds has decreased by significant figures in the last 2 years rather
than increased. Support of an institutional sort for special projects
within our health profession schools has either decreased or remained
at the same level, and I think that one can conclude that the efforts
being made at the current time to support family medicine as an area
of high priority are definitely much less than are needed.
I think, too, that the argument that this is a categorical bill and,

therefore, should not be passed, simply must be rejected when one
examines the realities of the situation. Although in general I would
support the idea of block funding. I think that here we find a case in
which family medicine is a very high priority for us in the 1970's and
we must make a, very direct effort to put the needed funds and incen-
tives into this area so that we can make the progress that we must
make.
During my formal statement, I proposed the analogy between what

happened for medical research during the 1940's and the 1950's
through the NIH to what should be happening in the family medicine
and other programs related to the improvement of health services and
the delivery of health services in the 1970's. And I think that this
analogy makes very clear where I stand in that particular regard.
Mr. JARMAN. Thank you.
Mr. Hastings?
Mr. HASTINGS. I yield at this time, Mr. Chairman, to Dr. Carter and

save my questions until after Dr. Carter.
Mr. JARMAN. Yes.
Dr. Carter?
Mr. CARTER. I thank you for your courtesy.
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I particularly enjoyed your statement. I thought it was very good
and well written, well thought out. I find it good to have young men
such as you entering the profession, I believe, with the idea of really
doing something about the problems that face us. I hope we have more
of your bent.

Certainly, I Strongly support this bill as it is, and what you say
about the loan funds, of course, is true for medical students, and not
only that, but in allied professions that is true, also. The funds have
not been increased as they should have been, and many medical stu-
dents are having difficulty in getting through school. We find that all
the time. I would hope that we could do something about it. Of course,
I didn't hear the first part of your statement, but I think you may have
said that through the efforts of NIH many of our institutions have
become research oriented, is that true?
Dr. ANDRUS. I think that is very true, sir.
Mr. CARTER. And you think we need more emphasis on health pro-

fessions where the impetus of that particular branch is leading, is
tha true?
Dr. ANDRUS. Yes, sir. I think my position certainly would not be an

anti-intellectual one. I think that the research we are doing is very,
very important, but I think that at this particular period of time we
are dearly recognizing that our efforts in research have far out-
stripped our efforts to improve and increase the quality and the amount
of health care that is being delivered to our people. So I think that our
primary concern now must be in the area of health services, and we
must begin to develop more manpower, to develop the right kinds of
facilities, to develop the financing mechanisms, and to develop a plan
for reorganizing health services 90 that health care can be delivered
to all Americans.
Mr. CARTER. Our delivery system has fallen down, is in the process of

falling down.
Dr. ANDRUS. I think that we can safely say that.
Mr. CARTER. Yes, sir. I am also happy to see that there is a larger

program for the prospective family physician, a year of internship and
2 years of residency or vice versa.
Dr. ANDRUS. I think that the first year is normally considered to be

the internship year in those instances where an internship is required
under State licensure for practice within the State.
Mr. CARTER. Yes, sir.
Dr. ANDRUS. But as my understanding of it goes, the family medicine

residency is a comprehensive, coordinated program during the entire
3 years. It is merely the first that is considered an internship for
licensure purposes.
Mr. CARTER. Yes, sir. I certainly support a strong program in this

field and feel that family physicians should be well grounded in gen-
eral medicine, if you would, diagnosis and basic surgery. A family
physician or a country doctor many times has to do things that require
knowledge in many cases in which he has not had adequate training,
but I would like to see them trained adequately to face almost any situ-
ation that might confront them. I realize the necessity of that, and
certainly I think it isn't enough to have just training in obstetrics and
gynecology. We have got to have a rather broad spectrum training
program in order to be efficient. As it happens I am a country doctor,
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and I have enjoyed very much my work as a country doctor and realize
the necessity, the importance of adequate training and also the im-
portance of dedication to one's profession which you communicate to
me and this group.
Thank you, Mr. Chairman.
Mr. JARMAN. Mr. Kyros.
Mr. KYROS. Dr. Andrus, we are pleased to see you here. I would like

to ask you a couple of questions in regard to the testimony of the De-
partment of Health, Education, and Welfare, as represented by Dr.
Marston yesterday. Apparently you are aware of some of his state-
ments.
Dr. ANDRUS. Yes, sir I was here.
Mr. KYROS. In one of his statements yesterday, Dr. Marston, for

whom I have the highest respect, felt that it was not necessary to op-
erate separate and distinct departments devoted to teaching and in-
struction in all phases of family practice. Although you seem to dis-
tinguish that section 761(a) (1) gives some flexibility, as I read it,
money for family practice under this particular bill would be to assist
you to set up independent departments. It could well be argued that
the Government, through this bill, is saying that you ought to have a
separate department. What we have heard thus far from the doctors is
that they would welcome a separate department, so it isn't coercion.
Now, I want you to distinguish for us, on record, why you should

have a separate department, and why not a division within a depart-
mental specialty, as Dr. Marston suggested?
Dr. ANDRUS. Very well, sir. To proceed to a direct answer to your

questions, what this bill does provide is very strong incentives to cre-
ate change rather than providing coercion as a means of creating that
change. I think the point of section 761(a) (1) is to insure that the
institution of family medicine programs within any medical school
will be on a first-rate basis. There should be no inference that family
medicine is in some sense second-class medicine. I think that it is very
clear that the disciplines of internal medicine, surgery, pediatrics, psy-
chiatry, OBGYN, all of these provide their input to family medi-
cine. These are the disciplines which a family physician uses in con-
ducting his practice.
But of greater importance than just those disciplines is the attitu-

dinal approach which the family physician takes to the care of his
patients. He takes a comprehensive approach. He takes a preventive as
well as a curative approach in dealing with his patients' problems. He
does not just hone down into one organ system. I think that this is one
of the very important reasons why in any school where a program of
family medicine is set up there must be very strong assurances that
everyone views this as being first-class medical training.
The point I made earlier was simply that there would be no neces-

sary requirement that the department set up within a school would be
named the Department of Family Medicine, and I gave the specific
example that a department of community medicine which took as one
of its primary objectives, teaching and instruction in all phases of
family practice for medical students and, conceivably, for residents
within its medical center could legitimately qualify under the provi-
sions of this act for support.
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I think in some instances interdepartmental mechanisms may be
used, but a specific department, a Department of Family Medicine, or
a Department of Community Medicine would be the mechanism
through which such a program would be administered.
I think the one thing I want to get very clearly on the record is

that I do not view fanuly medicine as second-class medicine. I think
that this must be stressed and this must be understood by all parties
concerned.
Mr. KYROS. SO, in order to motivate medical students to go into fam-

ily practice, family medicine must be a major department in a medical
school. That, in and of itself, will motivate them to go into family
medicine. Is that correct?
Dr. ANDRUS. I think that the idea that family medicine is first-class

medicine is going to be a strong motivating factor. I think that the
bill will provide sufficient flexibility so that within the context of any
given medical school the arrangements can be worked out such that
there can be strong support for family medicine. I would expect that
in a majority of schools this will be through the formation of a sepa-
rate and distinct Family Medicine Department. I would think that in
an additional number of schools, a Department of Community Medi-
cine would be the approach taken,, and that in fulfilling the criteria
of section 761(a) (1) a Department of Community Medicine could
qualify under the bill for funding and support.
Mr. CARTER. Mr. Chairman, would the distinguished gentleman

yield?
Mr. KYROS. Just one question.
Mr. CARTER. Yes, sir.
Mr. KYROS. You apparently do not agree with Dr. Marston's state-

ment on page 8: "We strongly oppose legislating the organizational
structure within medical schools for teaching family medicine, espe-
cially when some schools are successfully developing such programs
without separate departments." You do not agree that we are legislat-
ing an organizational structure within medical schools?
Dr. ANDRUS. I don't think you are doing this in a coercive fashion.

I think that in an incentive-type fashion you are recognizing the
political realities within most of our medical schools. In most of our
medical schools, a Family Medicine Department might find a some-
what hostile environment within which to operate, and this bill pro-
vides the incentives to insure that the family medicine program won't
be coopted—to use the words of today's activists.
Mr. KYROS. I, for one, don't remember this committee ever wanting

to legislate how medical schools operate internally. We feel, I think,
that we have enough on our hands and should not try to tell the medical
school how to organize. I don't think that is really our province, and
I wouldn't want to be accused of that. But Dr. Marston, for whom,
as I said before, I have a sincere admiration, apparently has this
belief. I want to make sure that you felt we weren't legislating the
organizational structure of a medical school.
Dr. ANDRUS. No, I think medical schools would be free to organize

themselves administratively as they choose.
Mr. KYROS. The gentleman from Kentucky.
Mr. CARTER. Yes, sir. I have been impressed very much by your

statement and by its clarity, and you have gone so deeply into these
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different problems. A question was brought up about family medicine
being of an inferior quality. Of course, many times we realize that
a family doctor or country doctor is often referred to as perhaps not
knowing that much, and they quote as I quoted a day or two ago
about the general practitioner knows less and less about more and
more until finally he knows nothing about everything.
As one family physician or country doctor, I had heard things like

that said many times. I like to be with rural people, more closely asso-
ciated with them, and enjoyed this type of practice. I made the deci-
sion as many others have to do the best to upgrade the quality of
family medicine.
I have heard surgeons say, for instance, this fellow at the crossroads

sent in this patient and he diagnosed him as having diverticulitis and
he has appendicitis. Of course, there is not—the appendix itself is only
a diverticulum as we know, a residual appendix. I have heard those
aspersions cast so many times, so one day I got a great deal of kick
out of having diagnosed a tumor of the sigmoid colon, the lower part
of the sigmoid colon. I had sent this patient to a specialist for treat-
ment, and he sent the patient back and he said he didn't have it. I was
happy to call him over the phone and tell him, "You have just not
got your finger far enough up the rectum."
Thank you.
Dr. ANDRUS. Well, as you know, Dr. Carter, occasionally even the

surgeons are wrong.
Mr. CARTER. As this one was. They are men just as general

practitioners.
Mr. ROGERS. Would the gentleman yield?
Mr. CARTER. Yes, sir.
Mr. ROGERS. Off the record.
(Discussion off the record.)
Mr. KYROS. Dr. Andrus, the next point I want to direct to your

attention, is again to Dr. Marston's testimony, although perhaps you
are not in a position to answer this because you may not have had
enough experience in this field with Federal programs. Dr. Marston
has indicated his belief that the health professions educational assist-
ance construction program and the Hill-Burton medical facilities
construction and improvement programs were sufficient to cover with
those funds any family pract—e assistance. I wonder what you com-
ment is on that, and why those programs might not be sufficient in your
judgment.
Dr. ANDRUS. You are referring to which programs, again, sir, the

Hill-Burton program?
Mr. KYROS. The Hill-Burton construction program and the health

professions educational institution assistance grants.
Dr. ANDRUS. The institutional or construction or both?
Mr. KYROS. Both construction and institutional grants.
Dr. ANDRUS. Well, I think first we must consider the level of

authorization which is available, and then relate that to the level of
appropriations which have been available. And if we could cite the
1970 year under the Health Profession Educational Assistance Act,
authorized for construction was $170 million, appropriated was $118.1
million. For educational improvement—that is, the institutional sup-
port—$117 million was authorized and $105 million was appropriated.
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I think what has to be. brought into consideration here is the fact that
that $223.1 million which was available during the last fiscal year for
construction and educational improvement under the Health Profes-
sion Educational Assistance Act has got to be divided up amongst
all of. the varied concerns within the medical schools of the country.
This is going to be not only for family medicine but for surgery and
obstetrics and gynecology and internal medicine and for research,
and right on down the line. So I think the point here is that conceivably
if you allocated very nearly all of the funds, or a very, very large
proportion of the funds under those programs to family medicine and
completely ignored other areas of interest, then possibly the conten-
tion of Dr. Marston is correct. But I think the track record would
prove that has not in fact been done and that there has not in fact been
sufficient incentive put into the area of family medicine in the past.
That is the record. I think that the Department of Health, Educa-

tion, and Welfare would more adequately be able to indicate specif-
ically what efforts they have made in this area than I. I think that you
would agree with me if they did provide that information that the
efforts in family medicine have not been sufficient.
Mr. KYROS. There is also one more point. You will notice on page 10

of Dr. Marston's testimony that he says the administration strongly
opposes enactment of the educational categorical grant authority such
as the present bill before us has. He said this I suppose in the light of
the fact that he had discussed the Health Professions Assistance Act
and the Hill-Burton Act. How do you defend the categorical approach
in the light of his statements?
Dr. ANDRUS. Well, I think that the health professions program is

a categorical one. It is directed toward the health professions. I think
that the nursing program is a categorical one. It is directed toward
nursing. I don't see how the administration proposes to provide the
appropriate funding for education unless these programs are con-
tinued. I think that to include all programs that the Federal Govern-
ment operates in support of education within one omnibus bill would
be to significantly lose sight of the particular concerns we have in the
area of health. And I would think that the health concerns would be
swallowed up in such an approach to the problem.
I think that this family medicine bill is a categorical approach to

the problem, and I think that in this specific instance it is very much
needed.
Mr. KYROS. Do you think this is putting the money where the prior-

ity exists to make the best and closest health delivery to the patient?
Dr. ANDRUS. I think that this would make a significant contribution

to that, yes.
Mr. KYROS. Thank you very much. Thank you, Mr. Chairman.
Mr. JARMAN. Mr. Hastings.
Mr. HASTINGS. Dr. Andrus, I commend you first for your statement

and your position, your feeling and hopefully your leadership of
young doctors toward the problem that is going to increase in the
seventies for us. I support this bill. I have no reservations. I am a
cosponsor. I have some reservations only in that I sometimes feel
that we are trying to deal with this whole extremely serious problem
of proper health care in a bits and pieces approach rather than an
overall comprehensive approach.
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I am very concerned with the oncoming, apparently in the not too
distant future, of some form of national health insurance, for example,
that we are just not going to be in a position to provide the health
service that we will have to have available by legislating it.
In line with that, I feel that if we are going to solve this problem, it

is going to be primarily solved by the medical profession, not by Con-
gress or State governments. We obviously are going to have a strong
part of that in working in partnership with the medical profession,
but I don't believe in the end result that we are going to be able to sit
here and legislate a proper system of health care throughout the coun-
try without perhaps some great changes in the medical profession,
and I am not going to suggest what they should be because that is
your area, not mine.
In the overall field though, of a health care plan in this country that

is going to provide enough health services, allied professions, et cetera,
and certainly family doctors, the family practice part of it, what are
your observations as to which direction, first, the medical profession
and, second, the Congress in order to be of assistance, hopefully .using
the carrot approach rather than the stick, what is your observation in
which direction we should be moving?
That goes beyond the realm of this particular bill, of course, but it

is part and parcel of our overall concern.
Dr. ANDRUS. It certainly does, and I am going to have to be care-

ful not to stick my neck out too far.
Mr. HASTINGS. Why not? We do every day.
Dr. ANDRUS. To look retrospectively for the moment: In particular

the history of the 89th Congress is of interest in terms of the very
progressive health legislation that came out of that body. The com-
prehensive health planning approach, Public Law 89-749, the regional
medical programs—the cancer, heart, and stroke legislation—all of
these or both of these programs were directed toward providing incen-
tives within the health care delivery system for having various com-
ponents of that system work together in a cooperative fashion to deal
with health problems in a coordinated comprehensive fashion rather
than in a fragmented bit-by-bit type of fashion. And I think that the
health legislation that follows upon that initial step in the compre-
hensive direction should be directed in the same fashion. I think that,
hopefully, family medicine programs—as they are to be provided for
in this bill—will be coordinating with the whole thrust of the regional
medical programs and will be interrelated with comprehensive health
planning within the given areas.
Mr. HASTINGS. Well, all right, if I may interrupt a moment. I think

that it is the same Congress or perhaps the one before that approved
title XIX. Medicaid and with all the great promises that have been
ongoing since that time even I think it has been proven where a State
actually implemented the intent of the medicaid legislation, it found
itself in a position it didn't have enough health services available
through either doctors, hospitals, or allied professions to be able to
handle the promises that were made to everybody through medicaid.
My concern really in the long range as we get into this program

and other types of programs is, are we going to answer the need when
we finally do adopt such a program as the National Health Insurance
program and are we going to say to everybody in this country regard-
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less of income that you are going to have an equal opportunity to have
good medicine, good health care? Are the programs that we have
ongoing including this one, sufficient to guarantee that when that is
passed in fact we are going to be in that position? I have some serious
reservations that we will be in that position.
Dr. ANDRUS.I think, sir; that the programs that are on the books

now are the first attempt to provide very strong incentives within
the system to interrelate and coordinate the various components of that
system. I think when we move in the direction of taking a compre-
hensive step in developing the financing mechanism for health care
in this country, the provision of that finapping mechanism must be
coupled with the development of very, very strong incentives to make
more efficient the delivery of health services.
I think your point is absolutely correct, that if we simply provide,

as I think for the most part was done through the title XVIII and
XIX mechanisms, for a means of financing health care without provid-
ing for the basic changes in organization of delivery patterns that
will be necessary in order to make the system capable of providing
the increased amount of health care demanded once the financing
mechanism has been created, the health services system will simply
dissolve in chaos.
Mr. HASTINGS. Is Congress or the medical profession going to be

the leader in developing that type of health care?
Dr. ANDRUS. Well, I would like to be able to contend that the medical

profession will be the leader, and perhaps if you give some of its
younger fellows a few more years, we will.
Mr. HASTINGS. Hopefully we can wait for that. I don't know that

we can.
Dr. ANDRUS. Unfortunately, I don't think that we can wait quite

that long, either, and I think it is going to be necessary for the Con-
gress to prod us along. You may be sure that there are going to be
some strong supporters among student ranks for that prodding proc-
ess in the next few years. But I think it is going to be very important
that we begin to view the whole area of health as a cooperative en-
deavor
' 

one which involves not only the providers, but the consumers
as well, provides for an appropriate mix of the public and private
sectors. We physicians have simply got to stop thinking that we have
all the answers in health care. I think the record proves that that
is not so.
Mr. HASTINGS. Thank you, Dr. Andrus. Mr. Chairman, no further

questions.
Mr. JARMAN. Doctor, we think you have made an excellent witness.

We appreciate your being with us to help make the record on this
important bill.

This concludes the hearing, and the committee will stand adjourned.
(The following letters and telegram were received for the record:)

AMERICAN HOSPITAL ASSOCIATION,
Washington, D.C., October 8, 1970.

Hon. HARLEY 0. STAGGERS,
Chairman, Committee on Interstate and Foreign Commerce,
U.S. House of Representatives, Washington, D.C.

DEAR Mn. CHAIRMAN: This letter is written to place before you and the mem-

bers of your committee the views of the American Hospital Association with

regard to H.R. 15793 which would authorize grants to medical schools and hos-
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pitals that have training programs for medical students, interns or residents
to help them provide professional and technical training in the field of family
medicine.
One of the most noticeable changes in the practice of medicine in our country

in recent years has been the great increase in specialization. Whereas eighty
percent of the physicians in private practice declared themselves to be general
practitioners forty years ago, recent information from medical school graduates
indicates that at this time only about fifteen percent are planning to enter
general practice. The decrease in the number of physicians providing health care
as general practitioners or family physicians has, we believe, been one of the
major causes of the increasing difficulties encountered in trying to obtain the
services of a physician when medical help is needed. This lack of accessibility
to physician services is not limited to the poor, although, it is especially apparent
in urban and rural poverty areas.
In addition to the importance of the family physician as a means of entry into

the health care system, his role includes evaluating the total health needs of
the patient; providing preventive, curative, and rehabilitative health care; re-
ferring the patient, when appropriate, to other sources of care; preserving the
continuity of care; and coordinating health services for the patient.
The new field of family practice has emerged in recent years in recognition

of the family physician's key role in and responsibility for the total health care
of patients. Some medical schools are beginning to develop curriculum and offer
courses in family practice. However, much more needs to be done along these
lines by medical schools and by hospitals engaged in training medical and para-
medical personnel. -
The American Hospital Association is pleased to support H.R. 15793 in view

of the great need for both medical and paramedical personnel trained in the
field of family medicine.
We shall not comment on all of the provisions of the bill. We would, however,

note with approval that the bill specifically provides that public and private
nonprofit hospitals shall be eligible for grants to operate special professional
training programs in the field of family medicine for medical students, interns
or residents; to operate or participate in special training programs for paramedi-
cal personnel in the field of family medicine; to provide financial assistance in
the form of scholarships, fellowships or stipends to needy interns, residents, or
other medical personnel receiving training in the hospital's program in the field
of family medicine; and to construct, acquire, expand, remodel or alter facilities
appropriate to carrying out a program of training in the field of family medicine.
The provisions permitting the Secretary of Health, Education, and Welfare to

make planning grants ( Sec. 766) are certainly desirable inasmuch as medical
schools and teaching hospitals are already hard pressed to maintain their present
programs and for the most part simply do not have available the funds that are
necessary to plan and develop new programs in family medicine.
In order to assure that proper consideration is accorded the problems and

needs of teaching hospitals engaged in training in the field of family medicine, we
urge that Section 767 of the bill be amended to provide for representation of such
hospitals on the Advisory Council on Family Medicine. This could be accom-
plished without increasing the size of the proposed twelve member council
by having the council consist of twelve members, three of whom are physicians
engaged in the practice of the family medicine, three of whom are physicians
engaged in the teaching of family medicine in medical schools, three of whom
are engaged in the teaching of family medicine in hospitals, and three of whom
are representatives of the general public.
We appreciate the opportunity to present the Association's views on H.R.

15793 and request that this letter be made a part of your committee's hearings
on the bill.

Sincerely,
KENNETH WILLIAMSON,

Deputy Director.
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AMERICAN OSTEOPATHIC ASSOCIATION,
Washington, D.C., October 6, 1970,

Hon. JOHN JARMAN,
Chairman, Subcommittee on Public Health and Welfare, House Committee on

Interstate and Foreign Commerce, Rayburn House Office Building, Wash-
ington, D.C.

DEAR Mn. CHAIRMAN: The American Osteopathic Association appreciates this
opportunity to note, for the record, its support for Senate Bill 3418 and similar
House bills.
The American Osteopathic Association (A.O.A.) is the national professional

organization of osteopathic physicians and surgeons. There are in excess of
13,454 osteopathic physicians and surgeons in the United States. Some 252 hos-
pitals with a bed capacity in excess of 22,117 are staffed by doctors of osteo-
pathy. There are six colleges of osteopathy all approved by the A.O.A. and there
are 79 intern training and 68 residency training hospitals likewise approved by
the Association, which is the recognized accrediting agency by the Division of
Education of the Department of HEW, and The National Commission on
Accrediting.
The objective of the A.O.A. is to promote the public health, to encourage scien-

tific research, and to maintain and improve high standards of medical educa-
tion in osteopathic colleges.
For the past twenty years, as this distinguished Committee is well aware, this

country has been moving unswervingly in the direction of a crisis in health
manpower resources. Our population growth has far out-paced our ability to
increase the number of qualified physicians. At the same time, we have been
faced with an explosion of technological advances in medicine, which by their
nature have occasioned increased specialization in health manpower. As a result,
we are now faced with a grave shortage of family physicians.

Historically, our profession has been, and continues to be, a major supplier
of family physicians. A significantly larger percentage of osteopathic physicians
practice family medicine than do medical doctors. Of our 13,454 osteopathic
physicians, approximately 65% or about 8,750 are engaged solely in the delivery
of comprehensive health care as primary physicians.
The fact that the majority of our physicians devote their entire practice to

family medicine (or the delivery of primary health care) is no accident, but
rather a manifestation of our basic philosophy which emphasizes the treatment
of human ailments within the context of treating "the whole man."
In order to meet our country's increasing need for more family physicians,

we believe that our nation's medical schools require not only the kind of finan-
cial assistance Senate Bill 3418 would provide, but it would serve to point out
the fact that these schools have a responsibility to inculcate in their students
the desire to serve people and not merely treat disease. This can be done by
placing the student in a learning environment which includes clinical experience
in a primary physician setting. Our experience has been that when this is done
a majority of students will want to become family physicians. We sincerely
hope that schools receiving funds under this Bill, if enacted, will make a con-
certed effort to apply the foregoing principle in their efforts to generate more
family practitioners.

Given the acute shortage of family practitioners and consonant with our
profession's philosophy, it is with pleasure that we offer our endorsement of
Senate Bill 3418.
While the language of the Bill, as passed by the Senate, does not explicitly

articulate the inclusion of our osteopathic medical schools in the grant programs
and representation from our profession on the Advisory Council on Family
Medicine, the Report on the Bill from the Committee on Labor and Public Wel-
fare (Report No. 91-1070) states: "Since the committee understands that HEW
defines 'schools of medicine' to include schools of osteopathy for the purpose
of qualifying for grants of assistance, the committee did not feel the necessity
of identifying them by name in the Bill. Additionally, no specification of osteo-.
paths was made with regard to the membership of the Advisory Council, though
clearly there are many eminent osteopaths whose contribution to the Council
would be invaluable."
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Because of interest in the area of family medicine and the expertise, we be-
lieve our institutions and members can and do contribute to that field, we would
respectfully request that the report of this committee similarly reflect the Con-
gressional intent that our profession be included.

Very truly yours,
WALLACE M. PEARSON, D.O.,

Chairman, Council on Federal Health Programs.

AMERICAN PSYCHIATRIC ASSOCIATION,
Washington, D.C., September 30, 1970.

Hon. JOHN JARMAN,
Chairman, Subcommittee on Public Health and Welfare, House Interstate and

Foreign Commerce Committee, 2125 Rayburn House Office Building, Wash-
ington, D.C.

DEAR MR. CHAIRMAN: The American Psychiatric Association wishes to ex-
press its professional interest in Title III of S. 3418, The Family Practice of
Medicine Act of 1970, which will be considered by your Subcommittee.

Title III, as you know, provides for the establishment of the National In-
formation and Resource Center for the Handicapped within the Department
of Health, Education, and Welfare.
We of the psychiatric profession agree in principle with the need for greatercoordination and effective dissemination of information in the field of the hand-icapped, as indeed we do in all other areas affecting the nation's physical andmental health.
As Title III so aptly states, "Greater availability and coordination of knowl-edge is essential to achieving meaningful solutions and progress for the dis-abled." This of course, applies to every area of health services in general.Centrally available information is vital to us in the medical, scientific, andsocial fields if we are to end wasteful duplication, and to function with anysemblance of unity and efficiency.
Nevertheless, we must also be watchful in not forming new entities whichmay efficiently be placed in existing facilities.
We therefore are privileged to join the list of distinguished national or-ganizations which support the concept set forth in the proposed National Infor-mation and Resource Center.
With best personal regards, I am

Sincerely yours,
ROBERT S. GARBER, M.D.,

President, American Psychiatric Association.

NATIONAL ASSOCIATION FOR RETARDED CHILDREN,
GOVERNMENTAL AFFAIRS OFFICE,
Washington, D.C., October 1, 1970.Re H.R. 15793.

Hon. HARLEY STAGGERS,
Chairman, House Interstate and Foreign Commerce Committee,
Washington, D.C.
DEAR MR. STAGGERS: The National Association for Retarded Children wouldlike to record its support of Title III of S. 3418, now pending before the subcom-mittee on Public Health, which would authorize the establishment of a Na-tional Information and Resource Center for the Handicapped.
We understand it is the intent of the Title to cover problems specific tohandicapped persons, whether the handicap is physical or mental, or both. Werecommend that this intent be clarified in the language of the Act by substitutingthe phrase "who are physically or mentally handicapped" for the phrase "who arehandicapped" in Section 3 (a ) of Title III.
The needs of persons with physical and/or mental handicaps are diverseand complex and require the mobilization of resources which cannot in thenature of things be themselves centralized. The centralization and dissemination
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of information concerning such resources, including new knowledge, becomes,
therefore, an important means by which we can maximize the appropriate utili-
zation of these resources and make most effective use of the money that is
spent by the federal government and other agencies in creating new facilities,
training new personnel, and generating new knowledge.

It is appropriate that provision for the National Center should be incorporated
in the family practice bill since the family physician is often the first person
to whom a family with a handicapped member may turn for help; he in turn
needs a source of current information in this complex field.

Sincerely,
IDLIZIBETH M. BOGGS,

Chairmax, Governmental Affairs Committee.

OREGON ACADEMY OF GENERAL PRACTICE,
Portland, Oreg., July 21, 1970.

Hon. HARLEY 0. STAOGERS,
Chairman, Interstate and Foreign Commerce Committee,
Rayburn House Office Building,
Washington, D.C.
DEAR CONGRESSMAN STAGGERS: The Oregon Academy of General Practice urges

you to hold hearings on H.R. 15793 at the earliest possible date. The need is criti-
cal for additional physicians in family practice and likewise for allied health
personnel. Existing training programs should be expanded at once and new ones
established now.

Especially with respect to family physicians. training programs must receive
immediate attention. Opportunities for such training must be made available to
our current medical students and for the most recent graduates now in their
internships. Medical schools •and hospitals presently engaged in such activities
as well as institutions willing to undertake them are in need of the financial
assistance which H.R. 15793 would provide.
The Subcommittee on Health of the Senate Labor and Public Welfare Commit-

tee has already held hearings on S. 3418, identical to H.R. 15793. It appears to us
that the enactment of this essential legislation would be materially hastened if
your Committee would consider the Bill promptly.
The American Academy of General Practice has enthusiastically endorsed this

legislation and its President was a witness before the Senate Subcommittee on
Health. The American Medical Association and the Student American Medical
Association are both among the advocates of this legislative proposal.
On behalf of this Academy, I request that H.R. 15793 be given highest priority

by your Committee on Interstate and Foreign Commerce.
Respectfully,

WARREN B. THOMPSON, M.D., President.

WASHINGTON ACADEMY OF GENERAL PRACTICE,
Spokane, Wash., July 10, 1970.

Congressman HARLEY 0. STAGGERS,
Chairman, Interstate and Foreign Commerce Committee,
House Office Building,
Washington, D.C.
DEAR CONGRESSMAN STAGGERS: I am writing you On behalf of the family doctors

of the State of Washington. We, who are providing the bulk of the actual medical
care in this State, are deeply concerned about the decrease in the numbers of new
family doctors. We are very interested in pushing House Bill HR 15793 because
we hope this will help to solve the problem of primary medical care.
I am writing to ask you to exert every effort to begin hearing on this piece of

legislation and we would appreciate your support of this bill both at the hearings
and in the House.

Very truly yours,
RICHARD H. GANZ, M.D.,

Chairman, TV AGP Commission on Legislation and Public Policy.
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[Telegram]

SAN FRANCISCO, CALIF., September 29, 1970.
HARLEY 0. STAGGERS,
2366 Rayburn House Office Building,
Washington, D.C.
The need for additional family physicians has been evident for many years.

Ways are being sought by the medical profession and by the Government to meet
this great need. One way is the establishment of family practice departments in
medical school and at the present time we are having discussions with West
Virginia University Medical School for the establishment of this department. The
Congress presently have under consideration the Yarborough-Rooney bill which
would help provide funds for this purpose. We in West Virginia in the Academy
of Family Practice are in favor of passage of this legislation. We respectfully
encourage you to not only to vote for this legislation but hope you will be able to
encourage other Members of the Congress to do the same.

Respectfully,
J. KEITH PICKINS, M.D., Clarksburg.
JOE A. SMITH, M.D., Dunbar,
DEL ROY DAVIS, M.D., Kingwood,
CARL B. HALL, M.D., Charleston.

Delegates to American Academy of General Practice.

(Whereupon, at 11 :10 a.m. the subcommittee adjourned.)
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