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FOREWORD 

This report on the physician's assistant as a new pattern of 

health care has been prepared in response to Senate Concurrent Reso­

lution 9 of the Fifth Legislature of the State of Hawaii, Regular 

Session of 1969, which directed the Legislative Reference Bureau to 

conduct a study on the need for certification standards for newly 

emerging health specialists. 

This report could not have been completed without the informa­

tion, cooperation, and suggestions so generously provided by various 

staff members of the Department of Health of the State of Hawaii, 

the faculty of the several schools in the College of Health Sciences 

and Social Welfare at the University of Hawaii, the Kapiolani Com­

munity College, the Department of Personnel Services, the executive 

secretary of the Board of Medical Examiners and the Board of Nursing, 

the Hawaii Medical Association, the Hawaii Nursing Association, the 

Hawaii League for Nursing, and the many private individuals and com­

munity organizations. We are especially indebted to Mr. Edward Honda 

for his technical assistance on this project. 

January 1970 

ii 

Henry N. Kitamura 
Director 
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S.C.R. 9 

CONCURRENT RESOLUTION 

REQUESTING THE LEGISLATIVE REFERENCE BUREAU TO STUDY THE 
NEED FOR ESTABLISHING CERTIFICATION STANDARDS TO 
FACILITATE THE EMPLOYMENT OF NEWLY EMERGING HEALTH 
SPECIALIST OCCUPATIONS. 

WHEREAS, there is a nationwide shortage of 

several kinds of professional health manpower which 

is depriving many of our people of adequate medical 

and paramedical services; and 

WHEREAS, lesser trained persons can not only 

perform on behalf of professionals those tasks which 

do not require highly specialized and professional skills 

but can be trained to perform the more simple medical, 

nursing, technical and other health tasks under direction 

of licensed professionals not actually present; and 

WHEREAS, reputable and nationally respected 

medical centers are now training nurses to make observations 

and recommendations and perform limited treatment services 

hitherto performed only by a licensed practitioner of 

medicine, training corpsmen to perform certain medical 

and surgical functions similarly not presently permitted 

under Hawaii licensure laws, and training other kinds 

of persons for specified examination and treatment tasks 

under suitable direction; and 
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W~~REAS, more and more of these paramedical 

S.C.R. 9 
Page 2 

occupations (SUCll as "physician's ass istants," "pediatric 

nurse practitioner," and "surgical technicians") are 

emerging in the labor market and can provide valuable 

and needed service to the people of this State; and 

WHEREAS, public acceptance of a team of health 

pYofessionals and paramedical personnel has been demonstrated 

in private physicians' offices in a few mainland areas 

~ith the lesser trained personnel being at some visits 

the only health person seen by patients, the patient 

knowing that each member of the team is not only under 

the tutelage and supervision of the physician but also in 

constant communication with him; and 

WHEREAS, such a health team can preserve the 

patient-doctor relationship and extend it to those who 

previously lacked adequate medical care; now, therefore, 

BE IT RESOLVED by the Senate of the Fifth 

Legislature of the State of Hawaii, 1969 Session, the 

House of Representatives concurring that the Legislative 

Reference Bureau, in cooperation with the University of 

Hawaii, Department of Health, Department of Personnel 

Services, Department of Regulatory Agencies, the Hawaii 

Medical Association, the Hawaii Nurses Association, the 
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S.C.R. __ 9_ 
Page 3 

Hawaii League for Nursing, and other public and private 

organizations concerned be, and it is hereby, requested 

to study the need in Hawaii for these newly emerging 

paramedical occupations including the establishment 

of certification standards and occupational categories 

and to report its findings and recommendations including 

proposed legislation, if indicated, for consideration 

by the Fifth Legislature of the State of Hawaii twenty 

days before the convening of the 1970 Session; and 

BE IT FURTHER RESOLVED that duly certified 

copies of this Concurrent Resolution be transmitted 

to the Governor, the Legislative Reference Bureau, the 

President of the University of Hawaii, the directors 

of the Department of Health, Department of Personnel 

Services and Department of Regulatory Agencies, the 

presidents of the Hawaii Medical Association, the Hawaii 

Nurses Association, and the Hawaii League for Nursing. 

vii 



Identification of New Health Professions 

Chapter I 

INTRODUCT'lON 

Senate Concurrent Resolution 9 of the Fifth Legislature of the 
State of Hawaii, Regular Session of 1969, calls for a study of the 
need in Hawaii for certification standards to facilitate the employ­
ment of a new field of health specialists. Since the term "new 
health specialists" includes anyone of a large number of health or 
health related occupations, inquiries were sent to 104 medical schools 
across the nation to determine whether health educators shared any 
ideas regarding health specialists. Replies were received from 62 
schools, or 60 per cent, and are summarized in Appendix A. The 
responses indicate that a great number of variously named training 
programs exists, and that the definition of health specialist is 
primarily a local determination, i.e., it is considered to be new to 
the particular locality where the skills are practiced rather than 
new to the health field in general. The responses also indicated that 
most of these programs are aimed at the preparation of individuals in 
specific technical skills, and that these highly specialized personnel, 
such as nuclear medical technologists (University of Iowa), instruc­
tional media technologists (University of Texas), circulation technol­
ogists (Ohio State University), medical computer science (University of 
New York), and biomedical engineers (University of Miami), reflect 
contemporary developments in scientific knowledge and technology, and 
biomedical research. 

Senate Concurrent Resolution 9 identifies three types of new 
health specialists: the physician's assistant~ the pediatric nurse 
practitioner~ and the surgical technician. The first two occupations 
mentioned in SCR 9, the physician's assistant and the pediatric nurse 
practitioner, are two distinctive types of physician's assistants being 
developed: the former being trained to assist the physician in 
providing general medical-health services~ and the latter being 
specifically trained to assist the physician in providing maternal or 
child care services. As further stated in the resolution, these two 
types of health specialists are being developed at several mainland 
medical centers to be, at times, the only person seen by patients at 
office visits, to personalize the delivery of health care, to extend 
health services to those who lack adequate care, and to perform certain 
functions generally performed only by a licensed physician. There are 
a number of labels for this new health role which is primarily aimed 
at the better utilization of a physician's skills by transferring 
certain physician functions to nonphysicians especially trained to 
take on such tasks. 
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NEW PATTERNS OF HEALTH CARE 

In contrast, the surgical technician, also known as an operating 
room technician, is a longer established health occupation, a descrip­
tion of which can be found in almost any publication listing or 
describing health careers. l Moreover, the surgical technician's 
training is directed toward the development of certain technical skills 
rather than medical judgment. His activities are restricted to a 
highly specified health setting (the operating room or the emergency 
ward)2 where, under the supervision of the operating room nurse, he 
primarily maintains aseptic conditions vital to patient care. 3 The 
surgical technician's role has evolved primarily from experience with 
medical corpsmen in the armed forces where laymen with relatively 
little training were developed into efficient operating room assist­
ants. 4 

The significant difference between the surgical technician and 
the physician's assistant lies in the level of skills 5 and medical 
judgment each requires, and the type of health setting within which 
each performs his duties, although both "assist" the physician in the 
broadest sense of the term as do most other types of allied health 
personnel. Furthermore, the surgical technician does not necessarily 
reflect an attempt to implement the concept of delegating physician 
functions to nonphysicians, although this is sometimes done. 6 Nor does 
·the surgical technician reflect a deliberate attempt to personalize 
health care, or extend physician services to those who previously 
lacked adequate medical care. 

The Physician's Assistant 

In view of the lack of consensus illustrated by the results of the 
inquiry regarding health specialists, and the emphasis contained in the 
language of Senate Concurrent Resolution 9, the focus of this report 
will be on the concept of the physician's assistant as it relates to 
the extension of the physician's services and as it represents a 
different organizational pattern of health care. This report is 
intended to inform the Hawaii State Legislature on the development of 
the physician's assistant concept, its relevance to Hawaii, what other 
states are doing, and some of the available alternatives regarding 
certification standards for this health occupation. In view of the 
disparity of occupational labels, the term "physician's assistant" 
will be used in this report to identify a person who assumes certain 
functions ordinarily performed by a physician. Although the practice 
of a physician's delegation of certain responsibilities and more 
routine or lesser-skilled functions to a person who assists him over a 
long period of time is not new, the training of personnel to perform 
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INTRODUCTION 

these functions through systematic educational programs at medical 
schools, hospitals and public health schools is relatively recent. 
These programs are designed to accommodate nurses, ex-military med­
ical corpsmen, and students who are either majoring in or who have 
baccalaureates in biomedical disciplines, and the training includes 
simple diagnostic and treatment procedures involving some degree of 
medical judgment. An important aspect regarding the physician's 
assistant is whether a registered nurse ora nonnurse carries out this 
role. Nurses have increasingly taken on many functions once performed 
only by physicians over the past years, including such practices as 
taking temperatures, blood pressure and providing immunizations. 
The gradual addition of such medica~ functions to the scope of nursing 
has expanded the role of nursing, sometimes referred to as the extended 
role of the nurse. From this point of view, a nurse performing certain 
delegated medical functions such as a physical examination may well be 
interpreted as part of the extended role of the nurse, rather than an 
extension of the physician. Although the physician's assistant is 
presented here within the framework of a method by which physician 
services can be extended to larger numbers of people without necessar­
ily increasing the number of physicians, the question of whether a 
physician's assistant role is more within the scope of nursing practice 
or medical practice becomes relevant when the issue of regulation and 
training is confronted. For example, if what the nurse does as a 
physician's assistant is considered to be medical diagnosis, it is 
clearly beyond the scope of nursing as defined by most nurse practice 
acts. But if it is considered to be "screening", i.e., recognition of an 
abnormal condition from a normal condition with subsequent referral to 
a physician, then this could be considered to be within the scope of 
nursing. 

Of the training programs taking place in other states, there 
appears to be a lack of agreement regarding who the trainees should be, 
the length of preparation, the content of preparation, the proper place 
for preparation, the health settings where such services would be best 
utilized, the kinds of standards to be imposed or enforced, and the 
appropriate body to impose such standards. Nor is there unanimous 
agreement on the proposed benefits to be derived, or the potential 
damage which could occur, from the development and utilization of a 
person in the role of a physician's assistant. 

Other health-related or allied health personnel--technicians, 
technologists, and occupational aides--who are now rapidly increasing 
in number and undergoing changes in occupational categories and 
functions 7 will be considered to be outside the scope of this report 
because very few, if any, of such health-related occupations are 
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NEW PATTERNS OF HEALTH CARE 

concerned with the extension of physician productivity by assuming 
certain diagnostic and treatment functions ordinarily performed by 
physicians. The recruitment of increasing numbers of technicians and 
aides to take on specialized and highly compartmentalized health 
functions or to take on the lesser skilled tasks of already estab­
lished nonphysician health occupations, are more appropriately described 
as additions to existing patterns of health care and accommodations to 
technological developments in biomedical research. However, some of 
the recommendations listed in chapter IV may well apply to the develop­
ment of regulations for other health occupations. 

The data contained in this report are based on information gathered 
from the available literature on health and health manpower, corre­
spondence with several medical schools and public health programs 
conducting physician's assistant training programs, inquiries to several 
medical schools across the nation; a telephone survey for the purpose 
of assessing the kinds of training programs for health service occupa­
tions being conducted in the local community, and extensive interviews 
conducted locally with persons in or connected with health or health­
related fields. 

Chapter II provides some background in the field of health manpower 
and the development of the physician's assistant concept. Chapter III 
describes some of the training programs for physician's assistants being 
conducted at several medical schools, schools of public health, and 
hospitals, and also provides some of the assessment studies on the 
effectiveness of the physician's assistant. A summary of the basic 
arguments for and against the concept is also presented. Chapter IV 
presents some conclusions regarding the relevance of physician's 
assistants to Hawaii, and some suggestions regarding legislation and 
the development of certification standards. Chapter V contains a summary 
of the report. 
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Chapter II 

HEALTH MANPOWER AND THE NEWLY 
EMERGING FIELD OF HEALTH SPECIALISTS 

Demands Being Made upon the American Health Care System 

The field of health manpower is in a state of crisis according to 
almost ani recent publication relating to health occupations and health 
manpower. Although there is widespread agreement that there is a 
critical shortage of health manpower, there appears to be a lack of 
agreement on (1) appropriate methods of measuring health manpower 
shortages~ (2) whether or not the issue is one of inadequate numbers of 
personnel, inadequate use of existing personnel, or inadequacies in the 
types and distribution of health services rendered~ (3) which types of 
health occupations or services are suffering more acute manpower short­
ages than others~ and (4) what the appropriate methods of relieving 
such inadequacies should be. The reason for increased attention to 
health manpower shortages and projections of such shortages, lies in 
the kinds of demands presently placed upon the methods by which health 
care is presently provided in this country. 

Consumers today not only have higher incomes but are better edu­
cated and seek more health care. Others, not covered by private health 
insurance, are covered by Medicare and Medicaid. 2 Furthermore, there 
has been a change in social attitude, and health is now considered to 
be a right rather than a privilege. It is believed that access to care 
should be available to all who seek it. 3 In addition to demands for 
more services by more people, there have been demands for different 
kinds of health services and a different organization of health care. 
Today's patient looks to the medical care system for an increasingly 
wider variety of services, such as preventive care and attention to 
behavioral problems rather than strictly physiological ailments. More 
care for chronic conditions are sought--hypertension, heart trouble, 
diabetes, arthritis--in addition to acute condition care. 4 Other 
demands are placed upon the medical care system by the general advances 
of science and technology, where medicine now possesses cures and 
preventives that could not have been predicted even a decade ago. The 
National Advisory Commission on Health Manpower has the following 
comments on the responsiveness of the American system of health care 
to these new and different demands being placed upon it: 

••• the organization of health services has not kept pace with advances 
in medical science or with changes in society itself. Medical care in 
the United States is more a collection of bits and pieces (with over­
lapping, duplication, great gaps, high costs, and wasted effort) than an 
integrated system in which needs and efforts are closely related. 
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NEW PATTERNS OF HEALTH CARE 

Less than perfect use of resources is, of course, not unique to 
health. Yet in our opinion, the organization of health care has been 
less responsive to rapidly changing national needs than have many other 
aspects of society, and unless major changes are accomplished more 
quickly than has ever been possible in the past, a more serious "crisis" 
will be inevitable. 5 

The Development of the Physician's Assistant Concept 

One of the resources considered to be used "less than perfectly" 
is health manpower: ex-military medical corpsmen, medical students, 
bio-medical students and graduates, and members of already established 
health professions. 6 Of those presently established health occupations, 
the physician has probably received the greatest attention. National 
projections of physician supply and demand provide the not so sur­
prising conclusion that there will never be enough physicians to 
accommodate the increased demands being made for medical services. 7 

Furthermore, the physician shortage is not geographically uniform. 
The distribution pattern for physicians is generally one where rela­
tively high numbers are found in economically well-to-do communities. 
It is often the isolated, the economically sub-standard and the 
unattractive communities which maintain inadequate numbers of physi­
cians, and have the greatest need for augmentation or optimization of 
its physicians. 8 

In view of the present and projected shortages in numbers and the 
uneven distribution of physicians, other alternatives have been sought-­
one of which has been the examination of ways by which physician 
productivity might be increased. 9 This alternative embodies a shift in 
focus from numbers of people to the services rendered by these people. 

The link between manpower and services is close, if our interest is in 
services--and, surely, if it is in health--we cannot focus simply on 
manpower. Technology is changed, capital equipment is modified, new dis­
coveries are made, and new organizations for delivery of services are 
created. All these may alter the relationship between the "input" called 
the physician and the product he delivers: the health service ••. a 
patient's health is not improved by manpower itself, but by the services 
it may provide. 10 

The problem then becomes one of adding to the total supply of physi­
cian services rather than adding to the total supply of physicians. ll 

The more effective utilization of potential and established health 
manpower and of physicians and nonphysicians to improve and increase 

6 



HEALTH MANPOWER 

health services is dependent upon the orderly development of new 
arrangements and patterns of organization, upon changes in the ways in 
which educational training institutions operate, and upon a recognition 
of the contributions which these types of personnel can make. 12 

The ineffective utilization of potent'ial and established health 
personnel, the increasing demands for medical care and the lack of 
adequate numbers of and uneven distribution of physicians to accommo­
date these demands, the focus on physician services rather than on 
physicians, and the possibility of developing new arrangements for the 
rendering of medical care have all contributed to the development of 
the concept of the physician's assistant and the implementation of 
formal training programs in several states. Implicit in this concept 
is that all health and medical services need not be rendered by physi­
cians, and that today's physicians' services need not be the same as 
tomorrow's. Some of the procedures undertaken by the physician in 
earlier years--for example, the administration of vaccines, glaucoma 
screening, Papanicolaou smears--are performed by other personnel 
today.13 

Among the earliest discussions of expanding medical professional 
services with nonprofessional personnel is a publication by Charles L. 
Hudson in 1961. 14 Hudson explores the possibility of improving man­
power utilization in a hospital setting by the increased and more 
effective use of medical students, interns, resident physicians, nurses, 
and by the development of physician's assistants. He describes the 
latter group as a class of assistants with special training, inter­
mediate between that of the technician and that of the doctor, who 
could not only handle many technical procedures but could also take 
some degree of medical responsibility.15 A curriculum consisting of 
two to three years college work with certain prescribed courses is 
suggested, with vocational training in medical school such as that in 
which graduate students, nurses, and others are instructed, and grant­
ing a baccalaureate in science, science in medicine, or medicine upon 
completion of training. 16 

The idea of extending physician services by delegating certain 
physician functions to lesser-trained personnel is often combined with 
extending medical care to specific segments of the population lacking 
adequate numbers of physicians or receiving less than adequate medical 
care. Projects exemplifying this approach are the Comprehensive Child 
Care Projects of the U.S. Children's Bureau which provide general 
pediatric services for children up to eighteen years of age through 
neighborhood health centers. Another is the Neighborhood Medical Care 
demonstration projects of the Office of Economic Opportunity which are 
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NEW PATTERNS OF HEALTH CARE 

directed toward family-centered health care. These types of programs 
represent attempts to break the poverty-illness cycle by providing 
comprehensive care to low-income urban areas where there are practi­
cally no physicians, with an emphasis on continuous care through the 
services of a permanent physician operating as a member of a team 
together with allied health personnel. In the Comprehensive Child Care 
projects, plans call for the eventual development of satellite centers 
staffed by a public health nurse with the responsibility for well-baby 
care under the guidance of pediatricians who would periodically visit 
each center. 17 

Another example of extending physician services to specific 
segments of the population, in this case to rural areas, is a demon­
stration project started in 1969 at the University of Washington. 
Ac~ording to the sponsors of the project, it was initiated for the 
following reasons: the demands being placed upon physicians, not only 
in the State of Washington but nationwide~ the increase in the number 
of physician-directed services~ the diversion of physicians in increas­
ing numbers from patient care to research, teaching, public health 
work, and administrative positions~ physician concentration in metro­
politan areas~ decreasing numbers of general practitioners in medicine~ 
and the fact that of the 30,000 corpsmen discharged annually from the 
military with some medical training, it is estimated that over 6,000 
leave a military framework in the Navy, Air Force, Army and Coast Guard 
where they have been providing primary medical care to return to a 
civilian setting which is unable to utilize their extensive training 
and proven talents. 18 Fifteen former military medical corpsmen, 
chosen from eighty applicants, are being trained over a period of 
fifteen months to work with general practitioners located in the State1s 
rural areas. The training consists of three months' review and train­
ing with an emphasis on geriatrics, pediatrics, physical histories, 
physical examinations, performing minor surgical procedures and assist­
ing at surgery, followed by one year of working with a physician­
preceptor. During the training period the corpsmen are paid $500 per 
month, and at the end of the training program an annual salary of 
$8,000 to $12,000 is expected. 19 
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Training Programs 

Chapter III 

PHYSICIAN'S ASSISTANT 

In addition to those demonstration projects which function to 
explore and test the workability, acceptance, benefits, and problems 
of those new arrangements designed to extend physician services, there 
are several formalized training programs preparing individuals to 
assume specific physician functions. The major distinction among 
these educational programs appear to be in the type of health services 
rendered, i.e., the general practice physician's assistant, the materna~ 
child care physician's assistant and, to some extent, the trainees' ad­
mitted to the program. For the maternal-child care physician's 
assistant, the primary source of manpower has been professional nurses, 
e.g., the pediatric nurse practitioner. Professional nurses have 
also been used in the more generalized physician's assistant role, 
but to a lesser degree. Of the several educational programs described 
in the following pages, other distinctions are apparent. There are 
as many ~ifferent names for the role of the physician's assistant as 
there are training programs. There is a diversity of training settings 
and sponsors which include university or academic environments, hospi­
tals, and governmental health departments. The length of training 
varies from four months to five years, and appears to be correlated 
with what the trainee brings with him in terms of prior skills and 
experience. Qualifications for admission include such criteria as 
academic credits (a high school diploma or two years of college work), 
an occupational title (registered nurse or public health nurse), or 
experience (military medical experience or experience in the care of 
the sick). Completion of training is recognized by a certificate, 
a baccalaureate degree, or a master's degree. Only one state, Colorado, 
regulates and licenses a type of physician's assistant. l Annual com­
pensation for physician's assistants has been placed anywhere from 
$7,500 to $15,000 (see Appendix B). 

On the other hand, the several training programs have certain 
shared features--the major similarity being the purpose for which each 
has been established. To some extent curriculum content is similar, 
for each program involves some or all of the following: schooling in 
interview techniques; taking physical histories; conducting physical 
examinations; learning to detect and identify deviations or abnormal­
ities; carrying out simple diagnosis and treatment; and course work 
in such basic sciences as anatomy, physiology, biochemistry, pathology, 
microbiology, preventive medicine, growth and development, and child 
psychology. For most of the programs, particularly those involving 
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NEW PATTERNS OF HEALTH CARE 

nonnurses, a major aspect of training lies in the physician­
preceptorship. Many programs emphasize this aspect of training which 
is like an apprenticeship and involves a one-to-one relationship be­
tween the physician and the trainee, with considerable and almost 
continual contact. Another shared feature among these programs is 
that all have been developed within the last five years. 

The following pages contain brief descriptions of several physi­
cian's assistant training programs presently being conducted in 
various settings across the nation. The sele~tion has been determined 
only on the basis of those appearing most frequently in the literature 
and mentioned most frequently in locally conducted interviews for this 
report. Undoubtedly, there are many other demonstration projects and 
various universities, colleges, hospitals, and clinics planning or 
already conducting similar programs. 

Physician's Assistant-General 

At the Medical Center of Duke University, a two-year physician's 
assistant program was established in 1966. 2 The program is small, 
with approximately 12 students per class, and is aimed at the develop­
ment of an assistant to the primary physician or the "first-line" 
physician--the generaList, general internist, and the general pediatri­
cian. Applicants are required to have a high school diploma and 
"previous experience in carinj for the sick". There is a preference 
for nonnurses in the program, and most of the applicants and students 
are ex-military medical corpsmen. 4 A certificate is awarded upon 
completion of the program. 5 It is reported that for 1968, over 5,000 
applications were sent out, with a final number of over 300 well­
qualified applicants to fill the 30 anticipated positions and since 
April of 1969, over a thousand application re~uests have been received 
by the physician's assistant program at Duke. Patient acceptance is 
reported as good if the patient is informed of the assistant's role 
and knows that effective communication is maintained with the physi­
cian. Graduates of the Duke program have been employed for the most 
part, by the Duke Medical Center, and salaries range from $7,500 to 
$9,500 per year. 7 Augmentation of physician output has been reported 
at thirty to fifty per cent, based on the experience of two physicians 
in a small town practice who found their output with the addition of a 
single physician's assistant to equal the output of the same group with 
four physicians one year before. 8 The basic approach used in the 
program is repetition and task-oriented training on a relatively low 
educational base with considerable physician contact. 9 The 
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students are provided academic credit for their work which is accepted 
by other educational institutions offering baccalaureate degrees in the 
health sciences. 10 

At the University of Kentucky, a two-year pilot program has been 
established for a physician's assistant called a "clinical associate" 
who is designed to assist the specialist in internal medicine and to 
work in a multiple specialty practice in a hospital or a group medical 
practice. The associate also assists in horne care and nursing care of 
invalids and the chronically ill, and makes follow-up observations of 
patients who have been thoroughly studied and are known to the physi­
cian, but are unable to make frequent office visits. Within the 
purview of the associate are such procedures as: giving injections 
and immunizations; passing and caring for catheters, applying dressings, 
administering intravenous solutions; collecting blood and urine samples; 
giving, reading and recording skin tests, and performing pulmonary 
function tests. ll 

In September 1968, Alderson-Broaddus College initiated a four­
year physician's assistant program, terminating in a baccalaureate in 
medical science. 12 As conceived by Alderson-Broaddus College, the 
physician's assistant is a health professional who exists primarily to 
aid physicians in the care of patients, and works directly under the 
orders and supervision of a physician. 13 The curriculum combines lib­
eral arts, basic science, laboratory, nursing, and special medical 
science courses, the latter including lectures in medical history and 
ethics. The junior and senior years consist of physician-supervised 
experience at the Broaddus Hospital and the Meyers Clinic. 14 For an 
outline of the duties of the Alderson-Broaddus physician's assistant, 
see Appendix C. 

Another type of training program is one which provides special 
training to registered nurses. The following three .examples describe 
this type of educational program. The first illustrates a hospital 
training program in which the trainees are subsequently deployed in 
hospital out-patient clinics and low-income urban areas. The second 
illustrates the training and utilization of nurses to extend medical 
care for chronic illnesses in a University Medical Center. The third 
is unusual in that it constitutes a response to a specific problem and 
involves the training of a single nurse at a University Medical School 
to provide general medical care in a rural community. 

Massachusetts General Hospital in Boston offers a sixteen-week 
training course for registered nurses. The program consists of eight 
weeks of classroom instruction and eight weeks in clinical practice 
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under close supervision. The nurses are taught to use a stethoscope, 
otoscope, take throat cultures and blood samples, and evaluate hearing 
and speech defects, eye problems, and congenital deformities. This 
program is directed toward systematic diagnosis, as compared to the 
four-year college program of a registered nurse which is directed more 
at patient care. 15 Nurses in this role work in the several clinics 
within the hospital's out-patient department, such as the nurse well­
child conferences,16 adolescent weight-control clinic, general medical 
clinic for care of medical patients with chronic diseases, diabetes 
clinic, pulmonary clinic, and an alcoholic clinic. 17 These new types 
of health specialists, called extended role nurses or nurse practi­
tioners (there is no agreement upon identification), are also being 
used to extend medical care into slum neighborhoods. It is reported 
that a low-income neighborhood in Cambridge, Massachusetts, established 
its first health clinic in the fall of 1968 and that it is staffed and 
almost complet~ly run by nurse practitioners. 18 These practitioners, 
however, are limited in their scope of functions, e.g., they cannot 
prescribe drugs or perform surgery, and like other registered nurses, 
they always work under a physician's supervision. Exactly what the 
nurse practitioner does depends on the doctor for whom she works. 19 

The University of Kansas Medical Center, Department of Nursing 
Education and Department of Preventive Medicine, is reported to have 
completed a study in which nurses served as the primary source of care 
for adults with chronic illnesses. It was found that patients accepted 
the nurse in the role, appointment schedules were followed more care­
fully, and the cost of the program was less than in the regular medical 
clinic. 20 

The University of New Mexico School of Medicine has developed a 
"model of care" to remote corrununities without physicians which may very 
well be the farthest development of the physician's assistant concept 
utilizing a nurse. The Department of Epidemiology and Corrununity Medi­
cine, in conjunction with the Department of Pediatrics within the 
School of Medicine, provided a six-month physician IS assistant training 
program to an experienced nurse as the trainee. This nurse was selected 
from the corrununity in which she was to serve--the corrununity of Estancia, 
sixty miles southeast of Alburquerque, which had a medical clinic but 
had experienced difficulty in recruiting a physician. The training 
program was designed to meet the needs of a rural corrununity in health, 
illness, and accident situations, patient needs in prenatal care, well­
child or well-baby care,2l routine adult check-ups, premarital examina­
tions, and acute and chronic complaints. She was taught to observe 
and describe, to sort out abnormal from normal findings, and to act 
under the supervision of the two department chairmen at the University 
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PHYSICIAN'S ASSISTANT 

of New Mexico by means of written standing orders or direct telephone 
communication. In making observations and acting under physician's 
orders, her role conforms with pertinent New Mexico laws. A pattern 
was established in which the nurse could treat persons "on the spot" 
according to standing orders or instructions by telephone, send urgently 
ill patients to Alburquerque for immediate care, or arrange weekly 
visits by physicians for selected patients. This program has been of­
fering health services to Estancia since February 1969. 22 The chairman 
of the Department of Epidemiology and Communicable Diseases of the Uni­
versity of New Mexico School of Medicine reports: 

In terms of original aims, it has been possible to train a physician's 
assistant (a family nurse practitioner or whatever one prefers to call 
her) and offer an "on the spot" program of care in health and illness. 
Presently, the School of Medicine is involved in assembling data to show 
what such services cost and whether the current fee-for-services method 
of payment meets those costs, which persons use the facility and which 
do not, what types of problems are brought to the physician's assistant, 
and what proportion of situat~~ns can be managed on the spot or require 
referral to the urban center. 

Physician's Assistant-Maternal and Child Care 

Health services relating to maternal and child care is the only 
other area in health care which has experienced as much, if not more, 
activity relating to the physician's assistant concept than the area 
of general health care. One of the major reasons for this development 
may be found in the nature of obstetrics and pediatrics. These medical 
specialties offer many services which are concerned with maintaining a 
certain level of comprehensive health care and providing informational 
services, such as monthly prenatal examinations for expectant mothers, 
premarital examinations, routine pelvic examinations, and regularly 
scheduled physical examinations and immunizations for children, as com­
pared to other specialties which tend to be more concerned with acute 
illness care. Although acute illnesses do constitute a major portion 
of child care, 24 it is estimated that thirty per cent of the chronic 
conditions in children could be prevented or corrected by comprehensive 
care during the first five years of life, and comprehensive care which 
is continued to the age of eighteen could prevent or correct sixty per 
cent. 25 One of the physician's assistant programs in pediatrics, in­
volving the longest period of training, proposes to prepare an individ­
ual in the knowledge necessary to care for the estimated eighty, to 
ninety per cent of patients seen in pediatric practice who are well or 
have relatively mild diseases, and in the knowledge necessary to decide 
when to refer patients to pediatricians for consultation or further 

13 



NEW PATTERNS OF HEALTH CARE 

management. 26 Furthermore, it is in the area of the pediatric physi­
cian's assistant where a number of assessment studies have been conduc­
ted regarding such variables as parental acceptance, physician reaction, 
effect on number of patients seen, potential utilization of such per­
sonnel by pediatricians, and identification of those physician functions 
which could be transferred to the assistant. Similar evaluation or 
feasibility studies have not been published for the physician's assis­
tant in general practice. Some of these studies in pediatrics are 
presented below, along withdesctiptions of some of the training pro­
grams, for pediatric physician's assistants. 

Of the several on-going programs to train physician's assistants 
in maternal or child care, perhaps the most widely publicized programs 
are those at the University of Colorado. The Medical School there 
established a five-year training program in July 1969 for a "child 
health associate" which was originally called "pediatric associate".27 
The program consists of two years of undergraduate college or university 
work followed by a two-year course of study at the University of Colo­
rado Medical Center and a one-year internship. The first graduates 
are scheduled for the summer of 1972. 28 Upon completion of the under­
graduate curriculum and the program of training at the Medical Center, 
the title of "Child Health Associate" and a bachelor of arts degree 
are awarded. 29 Sponsors of the program indicate that the only patients 
who would not receive almost total care by the child health associate 
would be those who have some illness or condition which would require 
the diagnostic and therapeutic skill of a subspecialist in pediatrics.~ 

In addition to the child health associate, the University of Colo­
rado conducts a pediatric nurse practitioner program, initiated in 1965 
under both the department of pediatrics of the School of Medicine and 
the School of Nursing. The pediatric nurse practitioner is a regis­
tered nurse with a baccalaureate degree and specifically trained in 
child care. Four months of intensive theory and clinical practice in 
pediatrics is provided, and includes training in taking a complete 
pediatric history, performing a comprehensive physical examination,3l 
carrying out necessary immunization procedures and knowing when and 
how to modify a scheduled program, knowledge relating to parent-child 
relationships and child-rearing practices, knowledge relating to psycho­
sexual and normal growth and development, assisting in emergencies, 
performing developmental examinations and evaluations of physical irn­
pairments,32 performing various types of laboratory analysis, and 
evaluating and managing a variety of acute and chronic disorders. 33 

Upon completion of training, the pediatric nurse practitioners work in 
neighborhood child health stations in low-income urban and rural areas, 
and in the offices o~ pediatricians in private practice. Although the 
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nurse is under the general superv1s10n and direction of a physician 
wherever she practices, in some neighborhood child health stations a 
physician may be in attendance only once or twice a week when he 
sees patients with special problems. When consultation is necessary 
in the health stations, the nurse may contact the physician by tele­
hone or may refer the child to some medical facility for care. In 
some stations a physician is present at all times, making consulta­
tion readily available. 34 For a description of the program and evalua­
tion, see Appendix D. 

A third program that is develQping physician's assistants in 
pediatric care is a two-year pediatric assistant course at the Bowman 
Gray School of Medicine, Wake Forest University, in North Carolina. 
The program takes applicants who have had two years of college with 
courses in biology and chemistry or well-trained ex-medical corpsmen. 
The training consists of one-year course work and one year of clinical 
work: in the first six months, a basic course in the clinical and 
basic science principles is presented; the second six-month period is 
spent in intensive training in the specific tasks which the pediatric 
assistant may perform under the direction of the employing physician 
and takes place under the direction and coordination of a member of 
the department of pediatrics; the final twelve months consists of su­
pervised practice under a preceptor in clinics and practitioner's 
offices. The pediatric assistant is responsible for promoting and 
protecting the health of well children, including the identification 
of illness, abnormalities, and behavioral problems in association 
with and under the supervision of a child care physician. 35 

A fourth type of program is the family health practitioner, 
which is funded by the National Institute of aealth and involves the 
School of Public Health of the University of California at Berkeley, 
School of Medicine of the University of California at Davis and/or 
San Francisco, and the California State Health Department and Highland 
Hospital, Alameda County. This proposed educational program is 
scheduled to begin in the latter part of 1969 and differs from other 
types of demonstration projects by specifically calling for the 
development of an educational program to provide qualified public 
health nurses with knowledge and skills in physical diagnosis, clinical 
management, and community medicine so that they may assume responsibi­
lity as family health practitioners and provide comprehensive care to 
the individual and to families in certain settings. The proposed edu­
cational program is to be 21 months in length culminating in a master's 
degree, and is a direct result of the need for standardizing the several 
in-service programs carried on for some time by several local California 
health departments which were training public health nurses in extended 
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roles. 36 The health departments had been transferring increasing re­
sponsibilities to public health nurses, particularly for the management 
of the child and family in well-child care conferences. In utilizing 
public health nurses in this role and setting, the physician may see 
the child and parent at their first visit and not again for some period 
of time, perhaps one year. The public health nurse is then responsible 
for the management of well-child care during that time and she contin­
ues to provide care in the interim between physician contacts. 37 For 
a comparison of the functions of a public health nurse and the family 
health practitioners as noted above, see Appendix E. 

Assessment Studies on the Physician's Assistant in Child Care 

The several studies and surveys conducted on the use of a physi­
cian's assistant in pediatrics have shown that child care services 
present a more than appropriate setting for the ready absorption of a 
physician's assistant in the health care team. 

One study conducted in 1965 found that one-half of a pediatrician's 
time was taken up with well-child supervision (monthly and annual check­
ups, counseling in nutrition and growth, immunizations) while an addi­
tional one-fifth was required for the management of minor respiratory 
infections. It was concluded that pediatric nurse practitioners could 
perform these same functions and the association of such an assistant 
with a pediatrician would be an effective way to increase comprehen­
sive health care services to significantly larger numbers of patients 
by a wiser use of the professional skills of the physician and the 
nurse. 38 In another study, the performance of pediatric nurse practi­
tioners over a period of one year in one of the Denver health stations 
had the following conclusions: 54 per cent of the visits were for well­
child care while the remaining 46 per cent were for ill or injured 
children~ and nurses were able to care for 82 per cent of the children 
by themselves and only 18 per cent required referral to a physician or 
medical facility.39 

In another report, the addition of a pediatric nurse practitioner 
to the private practice of two pediatricians produced almost a 19 per 
cent increase in the number of patient visits as compared to the number 
of patient visits prior to the addition of the pediatric nurse practi­
tioner. The pediatric nurse practitioner was paid an annual salary of 
$7,630, a sum which was 37 to 40 per cent greater than the salary of 
other registered nurses in the office. The nurse practitioner's added 
skills and increased responsibilities, however, made this differential 
acceptable to the other employees. 40 Patients were charged the same 
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for visits to see the nurse as for visits to see the physician, and 
the net income from charges made for the nurse's services exceeded the 
nurse's salary by the fifth month of her association with the office. 41 

The Bowman Gray School of Medicine conducted a study in the spring 
of 1969 using "systematic sampling techniques" in order to explore cer­
tain questions relative to the iroposed pediatric assistant program 
scheduled for the fall of 1969. 2 The study indicated that if a pedi­
atric assistant~sumes, under the pediatrician's direction and super­
vision, the major responsibility for history taking, well-child 
evaluation and care, and minor medical advice, approximately half of 
the pediatrician's time can be freed for ill children and those with 
problems requiring his special skills. 43 

On the subject of parental attitudes, a 1968 study indicated that 
all socioeconomic groups, including "affluent suburbia", will accept 
the concept of pediatric assistants, depending on how the innovation 
is presented. 44 

The American Academy of Pediatrics has be.en the most active pro­
fessional organization in the exploration of the physician's assistant 
concept and has recommended the development of three classifications 
of child health personnel (for a detailed discussion of the recommended 
training and functions of the pediatric nurse associate, see Appendix 
Fh 

1. A pediatric nurse associate--a registered nurse who has 
completed a diploma nursing program, an associate degree 
nursing program or is a graduate of a baccalaureate nursing 
program; 

2. A 'pediatric office assistant, who will, when possible, 
have completed at least two years of college or its equi­
valent, or be a graduate licensed visiting or licensed 
practical nurse; and 

3. A pediatric aide, who, when possible, will have completed 
at least high school or its equivalent. 45 The executive 
board of the Academy has endorsed a policy permitting a 
physician to delegate to properly trained individuals 
working under his supervision the responsibility for pro­
viding health examinations and health care for infants 
and children, and established a Division of Child Health 
Manpower to develop training guidelines, accreditation of 
educational institutions, and certification of allied 
health personnel. 46 
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These developments, the purpose of which is to increase the pediatri­
cian's capability to provide comprehensive pediatric care to larger 
segments of the public, are the direct result of a 1967 survey con­
ducted by the Academy of its membership regarding the use of allied 
health workers in maternal or child care. Almost 90 per cent or 
6,001 board-certified pediatric practitioners in the United States 
replied to the survey. It must be noted, however, that this survey 
only includes pediatricians whereas child care is also handled by 
general practitioners, internists, and other types of physicians. 
Also, the definition of allied health worker included registered nurse~ 
licensed practical nurses, medical or pediatric assistants (non­
registered or licensed practical nurses), laboratory technicians, medi­
cal secretaries, and secretary-receptionists. Some of the results of 
the survey are listed below: 47 

1. It was estimated that a minimum of 25 per cent of the 
pediatrician's office time could be freed if an allied 
health worker were to assume an expanded patient care 
load only for health supervision, and at least 50 per 
cent of the average practitioner's time would be freed 
and better patient care would be provided in the process, 
if other office activities of the pediatrician (clerical, 
technical, and laboratory tasks, plus some aspects of 
home visit and illness care) were taken into consideration7 

2. Forty-one per cent of the respondents generally favored 
the full-time employment of an allied health person, 22 
per cent said they would hire such a person on a part­
time basis, and the minority responding said they would 
not hire an ancillary person. However, many respondents 
indicated that the reason they would not hire someone 
was that they already had satisfactory arrangements; and 

3. Less than 15 per cent of the total survey response re­
vealed unsuccessful experiences in utilizing allied 
health workers, the major reason being that the worker 
was not capable. Another reason was that the pediatri­
cian did not have time to train the individual. Parental 
objection and opposition of physicians were found to be 
less important than the lack of trained workers. 48 

The data of the American Academy of Pediatrics survey on the 
utilization of allied health workers in pediatric practice for the 
State of Hawaii are as follow: 49 
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1. Of the 44 pediatricians surveyed in Hawaii, 40 (or 90 
per cent) responded, and of the respondents, 74 per cent 
were in active practice;SO 

2. Of the number in active practice, 48 per cent favored 
the full-time employment and 14 per cent favored the less 
than full-time employment of an allied health person;Sl 

3. Seventy-one per cent reported successful experiences in 
the utilization of allied health workers, and 22 per 
cent reported some unsuccessful experiences, the reasons 
being "parental objection", "training needs", and "worker 
inadequacy". 52 

4. Forty-seven per cent were of the opinion that greater 
use of allied health workers would result in an increase 
in the number of children the practitioner serves and 
an improvement in the quality of servicei S3 

5. At least 50 per cent indicated that they now performed 
certain tasks which "could and should" be done by an 
allied health worker (see Appendix G for a listing of 
these tasks) i and 

6. Of the several listed obstacles which could interfere 
with greater use of allied health workers in pediatric 
practice, 42 per cent of Hawaii's practicing pediatricians 
responding to the survey listed as "very serious", the 
unavailability of competent, trained allied health 
workers. 54 

It is important to bear in mind that, although the survey indi­
cates both nationally and for Hawaii, the job potential for the several 
types of named allied health workers has been documented only for pe 
diatric practice. 

Developments in Hawaii 

On the basis of interviews with health personnel and a telephone 
survey conducted to determine the types of training programs for health 
occupations taking place in the community at present (for data, see 
Appendix H), it was found that no formal training program for physician's 
assistants of the order described in this report is being conducted 
at any local hospital, governmental health agency, or academic 
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institution. However, two private group practices have trained and 
are presently utilizing registered nurses in some of the functions of 
physician's assistants described above. 

At the Kaiser Medical Center, a registered nurse with ten years 
experience in pediatrics was provided additional training for a period 
of six weeks in March 1969, and now operates as a "pediatric assistant". 
The training consisted primarily of learning the various techniques, 
procedures, and use of equipment such as the stethoscope and otoscope 
associated with the routine examination of well children. The pedia­
tric assistant now serves among the four outlying Kaiser medical clinics 
on Oahu at Ewa, Pearl City, Koolau, and Maile. There is a pediatrician 
at each of these clinics except the Maile clinic, which has a general 
practitioner. The pediatric assistant provides independent patient 
care. On alternately scheduled well-baby check-ups, she spends approx­
imately a half-hour with each patient. According to both the pediatric 
assistant and the staff pediatrician at the Kaiser Medical Center, who 
is primarily responsible for this development, no legal problems have 
been encountered and this tole is considered by them to be within the 
scope of nursing and the Nurse Practice Act of Hawaii. Both report 
that the pediatric assistant role has operated successfully and that 
it has afforded health care services to larger numbers of children. 
Tentative plans are to train one or two more nurses in this role. How­
ever, the training would again be on a one-to-one basis, involving a 
nurse trainee .and the physician or rotating physicians. No systematic 
evaluation procedure has been followed at Kaiser Medical Center, other 
than the already existing "patient complaint" procedure for the gen­
eral medical facility and services. 

At Straub Clinic, a private group practice, registered nurses are 
conducting initial physical examinations of apparently well individuals 
in the Health Appraisal Center Program, more commonly known as the 
multi-phasic screening program. The Health Appraisal Center officially 
opened in January of 1968 and is funded through a National Institute 
of Health grant until January 1971. The purpose of this unit is to 
train and utilize paramedical personnel so as to reduce the cost of 
and to offe~ a comprehensive multi-phasic screening examination, and 
collect a large enough sample to determine normal laboratory values 
for the patients visiting the clinic. 55 This program has developed, 
in addition to the use of registered nurses in an extended role, a 
class of workers known as "diagnostic technicians". Most of these 
persons were formerly nurse's aides at the Straub Clinic and were pro­
vided additional training in order to perform routine tests associated 
with physical examinations, operation of certain kinds of medical 
equipment associated with the tests, and to interpret the results and 
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to determine the need for further testing (see Appendix I for a de­
scription of the functions of a diagnostic technician at Straub Clinic). 
The registered nurses associated with the Health Appraisal Center go 
through both formal and in-service training (see Appendix J for detail 
on training and responsibilities for registered nurses in extended 
roles at Straub Clinic). They perform a screening physical examination, 
including a Pap smear and tonometry, and have participated in a physi­
cal diagnosis course given to medical students at the Univerity of 
Hawaii. 

In addition to the activities at Straub Clinic and Kaiser Medical 
Center, nursing educators in Hawaii have also been keenly aware of the 
development of the physician's assistant particularly as it relates to 
nursing and would consider such a role, when it involves nurses, to be 
an extension of nursing practice rather than an extension of medical 
practice. The University of Hawaii's School of Nursing initiated a 
dialogue on the extended role of the nurse on May 31, 1969, where rep­
resentatives of the Straub and Kaiser programs as well as representa­
tives of the University of Hawaii nursing faculty, the department of 
health public nursing program, and organized professional nursing par­
ticipated in a discussion of the nurse in an extended role as a clinEal 
specialist and in an extended role as a doctor's assistant. 56 The 
clinical nurse specialist is a nurse prepared at the master's degree 
level in advanced nursing theory and practice in anyone of the sev­
eral areas in nursing. The University of Hawaii's School of Nursing 
presently maintains a master's program in community health nursing, 
mental health-psychiatric nursing, and medical-surgical nursing. The 
clinical nurse specialist differs from the physician's assistant pri­
marily in the level of training and scope of functions. The physician's 
assistant is prepared in a more narrow area, i.e., to perform specific 
medical tasks, particularly in the medical assessment of apparently 
well individuals and further, a significant portion of the apprentice­
like training and subsequent practice is dependent upon the supervision 
of a licensed physician. Although the American Nursing Association 
has not taken an official position regarding nurses as physician's 
assistant, from interviews conducted locally with nursing educators 
and representatives of organized professional nursing, the general 
feeling appears to be that nurses should not be assuming a physician's 
assistant role. It is recognized that nurses have been taking on more 
and more medical tasks, and if delegated the additional function of 
physical assessment, would consider this not to be the preferred direc­
tion for nursing. 
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Arguments Relating to the Physician's Assistant 

The concept of the physician's assistant is not totally accepted 
in the health field. It is, at best, accepted in varying degrees by 
certain segments of the health community. For the most part, arguments 
associated with the physician's assistant concept focus on two issues: 
the acceptance of the concept itself; and the use of nurses in this 
role. 

Advocates of the physician's assistant cORcept generally feel that 
it meets and, in fact, more than fulfills the reasons for its develop­
ment. The major reasons are: 57 

1. The use of such personnel eases the allocation and dis­
tribution problems on health care now facing a nation 
committed to health improvement but characterized both 
by private practice of medicine and largely, by private 
financing of medical care; 

2. The use of such personnel might motivate more physicians 
to find practice in "poorer" areas more rewarding than 
they now do; and 

3. Problems of overwork would be eased and the physician 
would have the time to practice the better medicine that 
he is trained for with the net effect that fewer physi­
cians would be needed. 

It is further argued that the development of physician's assistant 
would reduce the disparity in educational training for health personnel 
in primary patient care, where many years are presently required to 
prepare a physician in contrast to the minimum two years of post high 
school work for a registered nurse. Few opportunities exist for those 
with somewhat less training, i.e., there are doctors of medicine but 
not master's or persons with baccalaureates in the same field. Addi­
tionally, the creation of "sub-physicians" or assistant physicians does 
not imply the creation of a cadre of poorly trained ph¥sicians but the 
creation of a cadre of well-trained assistant doctors. 8 

are: 
Some of the arguments against the physician's assistant concept 

1. That such an assistant could not, in a matter of two or 
three years, approach that part of medical practice de­
voted to the whole patient (what is sometimes described 
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as the "science and art of medicine" or the "mind-set" 
of the physician) without the complete training received 
under the M.D. degree programi59 

2. That there is no assurance that the use of such personnel 
will result in greater numbers of physicians in low­
income and rural areas, and what may result instead is 
second class care for patients living in those areas; 

3. That over-zealousness in the development of assistants 
may result in medical practice itself becoming a second 
class activity where physicians would enter only academic 
or administrative medicine or subspecialties, feeling 
that the actual practice of medicine is something which 
could be done by individuals with lesser intellectual 
capacities, training and skills;60 

4. That in the use of such assistants, the greatest risk is 
a decline in medical care quality for like others who are 
incompletely trained, the physician's assistant may not 
recognize his limitations. No help at all would be bet­
ter than to render incomplete services to both the physi­
cian and the patient. 61 A more suitable alternative is 
to upgrade the skills of present categories of allied 
health workers to further assist the physician and augment 
physician productivity rather than interpose a new cate­
gory between the nurse and the doctor. 62 

The idea of interposing a new category between the nurse and the 
doctor presents the question of possible role conflict between a nurse 
and the physician's assistant. Many feel that there would be no con­
flict. For example, a nursing consultant to the Rockefeller Foundation 
had the following comments after observing 32 students and three grad­
uates of the Duke University program for eight weeks: 

In talking with three of the assistants, and observing their work in the 
hospital, I saw nothing which I could interpret as interfering with the 
nurse's role. As a matter of fact, I saw the assistant doing procedures 
which nurses have rebelled against doing for many years, tasks which have 
been seen a.s medical rather than nursing: taking histories, drawing 
blood, collecting specimens for gastric analysis, and doing basal meta­
bolism rates, electrocardiography, and skin-testing for allergies .•• the 
assistant may make suggestions to the nurse; he does not give orders. 63 

Dr. Hu C. Myers of the Alderson-Broaddus program has commented that 
the creation of the physician's assistant will free nurses to develop 
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their profession in the way that they would like to develop it, and 
points out that nurses have been recently moving toward independence 
and would like to be relieved of some of the duties of helping physi­
cians. 64 The role of the physician's assistant is also considered dif­
ferent from the role of the professional nurse because of the personnel 
structure provided for his employment and supervision, by the necessarily 
wider and less strictly defined areas in which he works, and by his 
direct personal relationship to a physician as opposed to an institu­
tional staff heirarchy.65 

Those opposed to the use of nurses as physician's assistants feel 
that: 

1. 

2. 

3. 

It is unwise to recruit from an occupational category al­
ready faced with a national shortage in manpower; 66 

It is objectionable to use nurses in something that is 
yet experimental; 

There is expected resistance to the acce~tance of the 
new role by some individuals and groups.6 

Much of this expected resistance lies in the contention that the func­
tions of the physician's assistant lie outside the scope of nursing. 
It is argued that a shift in the traditional pattern of nursing occurs 
when physical appraisal and the use of the stethoscope and otoscope are 
required of nurses. Some nursing educators question whether the physical 
appraisal aspect of the extended role is nursing, and would call the 
role pseudo-doctorin~ Some physicians also question whether this lS 

nursing practice, and they would call it second class medicine. 68 

On the other hand, those who strongly favor the use of nurses in 
an extended role as physician's assistants feel that rather than further 
deplete the already critical supply of nurses, it may work the reverse. 
By providing a kind of challenging and responsible opportunity for 
nurses, extended role nursing may work to maintain nurses, attract cap­
able people to the field, and be instrumental in encouraging inactive 
nurses to return to work. Appropriately prepared nurses working in 
this role could be far better utilized than they presently are in many 
actual work situations, and under-utilization of nursing abilities may 
already be depleting the supply of nurses to a far greater extent than 
would the use of nurses in the extended role. 69 A nursing consultant 
with the California Department of Health has commented: 
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It would seem to those of us working with the extended role that the 
answer to the question: "Is this nursing?" will be found by asking 
other questions. Will this kind of service provide the kind of health 
care which patients want and need? Are nurses effective in the role? 
Will the use of nurses on this role contribute to the better utilization 
of heal th personnel generally? Will the nurse supplement the responsi­
bilities of other health personnel so that comprehensive care is provided 
to the patient? Will duplication of health services to patients be 
reduced? 70 

It is felt by the advocates of nurses in extended roles that nurses are 
already performing many duties which formerly were considered the re­
sponsibilities of doctors. Professional nurses could and should take 
a greater part in meeting and improving the delivery of health services, 
which requires experimentation in the most effective use of physicians, 
nurses, and others, as well as an adaptive a~lroach to traditional, 
heirarchical, and organizational structures. 

Understandably, those interested in developing the physician's 
assistant concept look toward nursing as an advantageous source of man­
power for this role, since registered nurses bring with them years of 
experience, knowledge and expertise in patient care, and would require 
less in terms of specific training in the assistant role than a non­
nurse. Although nursing would probably not find the proposal of a 
nursing-medicine hybrid consistent with their present goals for nursing 
education, there is nothing to prevent individual nurses who might 
wish to qualify as physician's assistant from doing so. However, it 
would seem incautious to presume that nurses and nursing should be the 
principal field for the recruitment of physician's assistants without 
at least the endorsement of the nursing profession. 72 The Committee 
on Nursing of the American Medical Association has stated: 

The AMA Committee on Nursing is in agreement with and puts its support 
behind, the establishment of programs that will assist the physician in 
providing the best possible medical care. The committee supports the 
premise that a role reorganization is necessary and can be done only in 
a separate, structured, formal educational experience, in a setting 
which allows and encourages the evolution of an expanded role for the 
nurse. It is imperative that programs such as Silver et al. describe 
be developed jointly by the School of Medicine and the School of Nursing 
in a university. The academic environment provides the necessary per­
sonnel to assure that qualified candidates are selected for such programs. 73 
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Chapter IV 

FINDINGS AND RECOMMENDATIONS 

Relevance to Hawaii 

The concern expressed in Senate Concurrent Resolution 9 relates 
to the need for certification standards to facilitate the employment 
of these newly emerging health specialists. The question of the need 
for certification standards in the regulation of physician's assist­
an~requires the preliminary determination of whether there is a need 
in Hawaii for these kinds of health personnel~ As discussed in Chapter 
III, the physician's assistant concept has experienced a more active 
development in maternal and child care. A significant part of this 
active development is the number of studies assessing: (1) the amount 
of time spent by pediatricians on certain tasks or groups of tasks, 
such as well-child supervision, and a determination of which of these 
groups of tasks constituted an inefficient utilization of a pediat­
rician's specialized skills and therefore may well be within the pur­
view of a trained assistant; (2) the number of patients visits with 
a physician's assistant in pediatric practice as compared to the num­
ber of patient visits in a practice without such an assistant; and 
(3) acceptance by parents of a physician's assistant in pediatric 
practice. Attention on the development of the physician's assistant 
in pediatric care is also true in Hawaii. The data for Hawaii of 
the American Academy of Pediatrics 1967 survey on allied health 
workers provide some indication of the potential in Hawaii for phy­
sician's assistants in child care. A majority of the Hawaii practicing 
pediatricians responding favored the employment of allied health 
workers, reported successful experiences in the utilization of allied 
health workers and indicated that they now perform certain tasks which 
"could and should" be done by an allied health worker. A lesser but 
still significant number were of the opinion that greater use of such 
personnel would result in the increase in the number of children 
the practitioner serves and an improvement in the quality of service, 
and reported that a "very serious" obstacle to the greater use of 
such personnel is the unavailability of competent, trained allied 
health workers. Furthermore, the reported success of the pediatric 
assistant developed at Kaiser Medical Center, particularly in providing 
health care to larger numbers of children on a more personalized basis 
provides additional data relating to the question of the potential 
for physician's assistants in child care for Hawaii. This information 
indicates that there is, at the least, a significant interest for 
the development and utilization of this category of health specialists 
in Hawaii. The possible development of certification standards for 
physician's assistants as far as pediatric care is concerned is some­
what facilitated by the availability of training guidelines published 
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by the American Academy of Pediatrics contained in Appendix F. There 
is, however, a lack of comparable data for Hawaii on the need for 
physician's assistants in general medical care at the present time. 
The only known case in Hawaii where a kind of general physician's 
assistant is utilized is the Straub Clinic program where registered 
nurses provide preliminary physical examinations. On the other hand, 
there appears to be ample data from the experience of several other 
states with demonstration projects and training programs as described 
in this report--all of which indicate the acceptance of the physician's 
assistant concept, and in most instances, the successes derived from 
its application. 

Comment on the Data Relating to the Determination 
of the Need for Physician's Assistants in Hawaii 

The data necessary to determine the need for physician's assist­
ants in Hawaii are, at best, limited. The responses of Hawaii pedia­
tricians to the American Academy of Pediatrics favoring the need for 
allied health workers is of limited use since the responses are to 
a categorical group of assisting personnel which includes not only 
the pediatric assistant but also registered and licensed practical 
nurses, laboratory technicians, medical secretaries, and secretary­
receptionists. The survey did not separate the pediatric assistant 
from the other types of health personnel but grouped them all together 
as "allied health workers". The kind of information necessary to 
properly determine the need for physician's assistants in Hawaii is 
presently not available and is of a nature which would require further 
study. 1 Throughout the course of this study, it has been difficult 
to identify what the best method of measuring manpower needs would 
be. As discussed inChapter II, there is a lack of agreement in the 
health field on: the appropriate methods of measuring health manpower 
shortages; whether or not the issue is one of inadequate numbers of 
personnel, inadequate use of existing personnel, .or inadequacies in 
the types and distribution of health services rendered; which types 
of health occupations or services are sUffering more acute manpower 
shortages than others; and what the appropriate methods of relieving 
such inadequacies should be. For example, one of the more conventional 
indices of physician shortages is the use of physician-population 
ratios. Although in 1967, the national median for the number of non­
federal physicians in relation to population was 148 per 100,000 
and Hawaii's ratio for the same year was 146 per 100,000,2 there are 
several limitations with this type of information: it is already out 
of date; it does not indicate whether 148 per 100,000 is a satisfactory 
ratio for the provision of medical care; it does not indicate what 
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level of medical care is being achieved by such a ratio; it is a 
count of total number of non-federal physicians which includes 
physicians in health and hospital administration, in education in­
stitutions, in research, those retired from practice, and those 
working at some other non-medical occupation. 

Although additional information is necessary to properly deter­
mine the need for physician's assistants in Hawaii, the lack of such 
data should not preclude an awareness on the part of the legislature 
of the concept itself, its development in other states, the possible 
implications it may have for Hawaii's future health picture, and 
methods by which regulation of the physician's assistant may be 
achieved. It is clear that the physician's assistant represents a 
significant trend towards examining and testing new organizational 
patterns of delivering health care in other states, and that probing 
in the area has already begun in Hawaii. 

Regulation of the Physician's Assistant 

In this report, the following kinds of newly emerging health 
specialists have been discussed: (1) the extended role nurse or the 
nurse practitioner (Massachusetts); (2) the family nurse practitioner 
(New Mexico); (3) the pediatric nurse practitioner (Colorado); (4) 
the family health practitioner (California); (5) the physician's 
assistant (North Carolina and West Virginia); (6) the clinical asso­
ciate (Kentucky); (7) the pediatric assistant (North Carolina); and 
(8) the child health associate (Colorado). The first four health 
specialists listed required that the practitioner be a nurse, and at 
least three of these explicitly require a registered professional 
nurse. 3 The two known instances of physician's assistants in Hawaii 
also have utilized registered nurses. The last four health specialists 
listed do not require that the practitioner be a nurse. 

Legislation Relating to Nurse Physician's Assistants. When 
registered professional nurses act as physician's assistants, the 
need for implementing legislation is minimal. It is maintained by 
some of the individuals involved in the development of nurses as 
physician's assistants that the conducting of a physical examination 
falls within the limits of nursing. Dr. Henry K. Silver of the 
University of Colorado Medical Center has stated: 
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Since pediatric nurse practitioners are registered nurses, they are 
allowed to perform all the functions of any licensed nurse. This 
includes the provision of health care when a physician is not present. 4 

The Colorado statutes provide the same definition for the practice 
of professional nursing as does Hawaii's, for both are patterned 
after the American Nursing Association's model definition: 

The term "practice of professional nursing" means the performance, for 
compensation, of any acts in the observation, care, and counsel of the 
ill, injured, or infirm or in the maintenance of health or prevention 
of illness of others, or in the supervision and teaching of other per­
sonnel, or the administration of medications and treatments as prescribed 
by a licensed physician or a licensed dentist; requiring substantial 
specia.lized judgment and skill and based on knowledge and application 
of the principles of biological, physical, and socia.l science. The 
foregoing shall not be deemed to include acts of diagnosis or prescrip­
tion of therapeutic or corrective measures. 5 

The relevant statutes of California, where the family health practi­
tioner has been developed, and of Massachusetts, where the nurse 
practitioner had been developed, are somewhat similar. They read 
respectively: " ••• the application of such nursing procedures as in­
volve understanding of cause and effect in order to safeguard life 
and health of a patient and others",6 and " ••• applying counsel and 
procedures to safeguard life and health ••• ,,7 Most, if not all, of 
those functions delegated toa registered nurse in a physician's 
assistant role would fall under the phrase " ••• maintenance of health 
or prevention of illness in others ••• " Many of the activities des­
cribed in Chapter III of this report such as routine and periodic 
examinations, immunizations, chronic care measures, and informational 
and counseling services relating to growth and development, child­
parent relationships, nutrition, and behavioral problems, have been 
categorized as preventive care measures, comprehensive health care, 
or health supervision. However, the word "diagnosis" has been used 
by some publications to describe one of the functions of the physician's 
assistant, and the Nurse Practice Act cited above clearly states that 
the practice of professional nursing does not include diagnosis. What 
could constitute a legal problem is very likely avoided by examining 
the definition of diagnosis. Black's Law Dictionary provides the 
following definition: 

.•• a. medical term, meaning th,e discovery of the source of a patient's 
illness or the determination of the nature of his disease from a study 
of its symptoms; Said to be little more than a guess enlightened by 
experience. Swam v. Railroad Co., 29 N.Y.S. 337, 79 Hun. 612; People 
v. Jordon, 172 Cal. 391, 156 P. 451, 454. 
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Under this definition, it would seem that the term "diagnosis" applies 
when there is an existing state of disease or illness, which differs 
then from the maintenance of health or the prevention of illness. 
Furthermore, if physicial examinations and other tasks associated 
with the role of the physician's assistant which require the use of 
such diagnostic equipment as the stethoscope and otoscope are con­
sidered to be "screening" rather than diagnosis, Le., the identifica­
tion of an abnormal condition from a normal condition, then it would 
seem that a nurse assuming such functions would be performing within 
the scope of the nurse practice act. Based on the relevant statutes 
of the State of Hawaii regarding the practice of nursing and the 
experience of other states with similar laws which have already 
developed systematic programs for the use of professional nurses 
as physician's assistants, it appears that· the implementation of 
registered professional nurses in this role would not require any 
new legislation or amendments to existing laws at the present time. 
Those involved with the development of nurses in a physician's assist­
ant role at both Kaiser Medical Center and at Straub Clinic consider 
it to be within the scope of nursing and the Nurse Practice Act of 
Hawaii. 

Legislation Relat inq to Nonnurse Physician's Assistants: Super­
vision by the Employing Licensed Physician. For the most part, for­
mulators of physician's assistant programs and supporters of the con­
cept maintain that, at the present time, the quality of the assistant's 
performance would be governed by the employing physician. The Health 
Manpower Commission has stated that the delegation of health service 
functions by the employing physician to his assistant is predominantly 
governed by prevailing custom and practice. S The commission places 
the primary responsibility for developing legal rules regarding dele­
gation of tasks by physicians to non-physicians with the legislatures 
rather than the courts, in view of the tendency of the courts to 
provide strict construction of medical practice acts. 9 

••• If delegations are judged by strictly construed medical practice 
statutes, they are permissible only to the extent that these medical 
licensure statutes, reflecting traditional policies of public protection, 
are expressly modified by exceptions accommodating new policies of in­
creased physician productivity and manpower utilization. IO 

The licensure statutes of four states--Arizona, Colorado, Kansas, 
and Oklahoma--provide general exemptions for delegations of functions 
(see Appendix K). The Corporate Law Department of the AMA has sug­
gested that physician supervision of competent assistants might be 
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provided legally by modification of state medical practice acts after 
that of Oklahoma, which reads: 

Nothing in this article shall be so construed as to prohibit service 
rendered by a physician's trained assistant, a registered nurse, or a 
licensed practical nurse if such service be rendered under the direct 
supervision and control of a licensed physician. ll 

Such an amendment is considered to be workable only where physicians 
are not hesitant to delegate more functions, and if there is public 
acceptance of such delegation without increased risks of liability.12 

Hawaii's medical practice act did 
similar to that suggested by the AMA. 
of medicine contained the phrase: 

at one time contain language 
Prior to 1965, the definition 

••• provided, that nothing herein contained shall forbid any person from 
the practice of any method, or the application of anI remedial agent or 
measure under the direction of a licensed physitian. 3 

This part of the definition of the practice of medicine was repealed14 

in conjunction with the establishment of temporary and limited li­
censes to practice medicine. The major reasons for the amendment pro­
vided in the accompanying committee reports were: 

1. The definition of what is meant by "physician's direction" 
is difficult to achieve; 

2. Temporary licensing might help alleviate the continuing 
shortage of physicians for rural areas and government 
hospitals; and 

3. Better control ove~ and record keeping on, unlicensed phy­
sicians, interns, and residents would be provided by tem­
porary and limited licensing procedures.lS 

One method then, by which quality control may be maintained over 
physician's assistants whose performance or preparation is not regu­
lated in any other way, is to modify the definition of medicine in 
the manner suggested by the American Medical Association. 

On the other hand, it is possible that such a modification may 
not be necessary if we turn to the exemption from temporary and 
limited medical licenses of nurses and other similar personnel acting 
under the direction and control of a licensed physician. Section 
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453-3 of the Hawaii Revised Statutes relating to limited and tempo­
rary licenses for physicians concludes with the following statement: 

Nothing herein requires the registration or licensing hereunder of 
nurses, or other similar persons, acting under the direction and control 
of a licensed physician. 

It is not clear, however, whether "other similar persons acting under 
the direction and control of a licensed physician" would include 
physician's assistants. 

Departmental Rules and Regulations. Another alternative to 
ensuring quality control over physician's assistants may be through 
the development of a set of standards by the Department of Health, 
in cooperation with other state agencies and private organizations 
which would be able to provide expertise and assistance. Sections 
321-12 through 321-15 of the Hawaii Revised Statutes authorizes the 
Department of Health to prescribe rules and regulations which it 
deems necessary for the public health and safety for certain named 
occupations. These sections could be amended to include physician's 
assistants. Those health and health-related occupations presently 
regulated by the department include laboratory directors, laboratory 
technicians, physical therapists, midwives, podiatrists, sanitarians, 
and nursing home administrators. 16 These sections of Hawaii's health 
laws enable regulation of certain health occupations, in addition 
to the licensing of other h~alth occupations by occupational licensing 
boards in the Department of Regulatory Agencies. The elements to be 
included in the development of any regulations relative to these 
occupations by the Department of Health, as cited in section 321-13, 
are: the health, education, training, experience, habits, qualifica­
tions, or character of person to whom certificates of registration 
or permits for such occupations or practices may be issued; the health, 
habits, character, practices, standards of conduct of persons holding 
such certificates or permits; and the grounds or causes for revoking 
or suspending such certificates or permits. 

The formulation of such standards for physician's assistants 
by the Department of Health could be developed through an advisory 
body created specifically to assist the department, and dissolved 
upon the cOTItpletion of its task. Such a body might be composed of 
consumers, physicians, nurses, public health officers, hospital 
administrators, and health educators. The existence of such measures 
of control may then provide guidelines for and promote the training 
of physician's assistants by reducing some of the potential risk for 
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sponsors of training programs and employer physicians. Departmental 
regulation provides added flexibility in that alterations to qualifi­
cations and requirements for the certification of an occupation would 
not require legislative action. 

It is worth noting that the outline for regulation of the phy­
sician's assistant by the department of health presented herein could 
be equally applicable to the regulation of other health or health­
related occupations presently not regulated. The mechanism of an 
advisory body reflecting the community and health groups within the 
community, working cooperatively with the health department to develop 
public health regulations for certain occupations as the need arises 
or as opportunities for the potential development of new methods of 
delivering health care arises, could provide the State with a flexible 
means of control over expanding or developing health occupations. ~ It 
is flexible since it would not necessarily involve legislation; the 
advisory body could often act as a fact-finding body; and such an· 
arrangement may possibly avoid the creation of separate licensing 
boards for each new health occupation seeking licensure in the future. 

It is recommended, however, on the basis of the several authorities 
on physician's assistants, that the requirement that the assistant 
operate under the direction and supervision of a licensed physician 
be embodied in any set of standards developed for this class of health 
specialists. The Child Health Associate Act, the only licensing act 
for one kind of physician's assistant, not only provides that the 
associate practice under the direction and supervision of a physician 
whose practice is to a substantial extent in pediatrics, but also 
requires that he practice only when the physician is directly and 
personally available. The legislature of the State of Colorado in 
1969 enacted the Child Health Associate Law (see Appendix J) and of 
direct relevance to this proposed method of quality control, are the 
standards for certification of the child health associate contained 
in the Act. The following qualifications are provided for certifica­
tion as a child health associate: 

1. Personal qualifications--at least 21 years of age, of good 
moral character, holds citizenship in the United States; 

2. Academic requirements--has completed aco~e of study approved 
by the board of medical examiners in an accredited college 
or university which includes the subjects of anatomy, phy­
siology, biochemistry, pathology, pharmacology, microbiology, 
growth and development, child psychology and psychiatry, 

33 



NEW PATTERNS OF HEALTH CARE 

preventive pediatrics, and clinical pediatrics, and possesses 
at least a bachelor's degree from such college or university; 

3. Internship of at least one year approved by the board; and 

4. Examination requirements--pass an impartially administered 
examination given and graded by the board either in writing 
or oral, or both, which shall fairly test the applicant's 
knowledge in theoretical and applied pediatrics as far as 
it applies to the practice of a child health associate in 
at least the subjects of growth and development of the 
child, infant nutrition, immunization procedures, care of 
the normal newborn, and the common diseases of the child. 

Regulation of Clinical Investigations in New Patterns of Health 
Care. An alternative is suggested by E. H. Forgotson, Associate Pro­
fessor of Preventive Medicine and Associate Professor of Public Health 
at the University of California, Los Angeles,17 which calls for the 
establishment of a regulatory program for the controlled investigation 
of manpower uses. The purpose would be to ensure the health and 
safety of the patient in any experimental undertaking involving 
different and new uses of health manpower in the rendering of health 
care. This could be achieved by lending legislative sanction and 
control to such innovations and by providing for the systematic 
operation of such investigations with acceptable measurements of 
success or failure. Forgotson suggests that such regulations include 
,qualifications for public and private institutions and individuals 
interested in conducting experimental programs which would demonstrate 
the safety and effectiveness of new uses of existing and potential 
categories of health manpower, requirements for the protection of 
patients against irresponsible and dangerous experiments, and pro­
visions for the orderly translation of those innovations demonstrated 
to be safe and effective into regular patterns of medical care. 18 
Such a program might be implemented by a council which would receive 
projects proposals, i.e., comprehensive plans of investigation following 
scientific standards of research including a showing that experimental 
results and medical manpower requirements warrant such action in the 
public interest, and such a council could provide the necessary funding. 
This council function could be delegated to an already existing body, 
preferably one with interests germane to the delivery of health care 
services and training methodology. A possibility would be the execu­
tive committee of the College of Health Sciences and Social Welfare 
at the University of Hawaii, which includes the dean of each of the 
four schools within that college: the School of Medicine; the School 
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of Social Work; the School of Public Health; and the School of Nursing. 
Another possibility would be to have the Department of Health, in 
cooperation with an advisory committee much like that discussed for 
certification standards, develop and administer regulations for the 
function of accepting for review, approval and funding, proposals 
for investigative activities in manpower utilization. A third 
possibility is the establishment of a council, which could be placed 
for administrative purposes under the University of Hawaii or the 
Department of Health, and its membership could include representatives 
from: (1) the several state health or health-related occupational 
licensing boards; (2) each of the schools within the College of Health 
Sciences and Social Welfare at the University of Hawaii; (3) various 
health and medical occupational organizations; and (4) the various 
governmental agencies and programs concerned with health and health­
related services. The council could require periodic reports on the 
progress, development, and problems encountered by those invloved in 
approved and operating projects, and present annual reports to the 
legislature. 

The basis for this proposal lies in Forgotson's contention that 
the present legal climate carries the following limitations: 

1. The enactment of the present occupational licensure statutes 
was based on considerations not necessarily related to 
optimal allocations of responsibilities among the allied 
or auxiliary health occupations or to the delivery of health 
and medical care to the entire population as a "civil right" 
of the peoplei 19 

2. Present occupational licensure laws tend to preserve the 
status quo, thereby discouraging new allocations of respon­
sibilities within the health manpower matrix and inhibiting 
experiments to test the safety and effectiveness of new 
manpower uses; 

3. Present licensure statutes generally make no provision for 
the orderly and systematic creation of new categories of 
health manpower and consequently, recognition and widespread 
use of new categories of manpower will normally be enacted 
only if such a category of personnel exists and seeks li­
censure, and such categories are unlikely to develop without 
legal recognition because of fear of criminal or civil 
penalties for engaging in illegal practice. 20 
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The conditions which could be imposed as part of the suggested regu­
latory program to help overcome these limitations are: requirements 
for physician supervision; written consent from all patients whose 
care would be part of the demonstration project; ad hoc licensure 
for those unlicensed persons involved in the project as deemed neces­
sary and only for the duration and purposes of the project, or a 
certification of competence of the trainees by the sponsors of the 
plan and the staff of the clinic, hospital, or other type of setting 
selected for the implementation of the project. 2l 

Under this proposal, the sporadic occurrence of clinical experi­
ments could be transformed to a systematic program of clinical in­
vestigations with legal sanction and state funding. Such a system 
could then provide the legislature with an ongoing source of informa­
tion necessary in determining whether or not present patterns of 
health care are adequate, and when improvements, if any, need to be 
made. 

Voluntary Systems of Regulation. Traditionally, criteria for 
quality control governing the preparation and performance of an in­
dividual in the health field have been developed through voluntary 
or nongovernmental systems, where measurements of competence are 
established within the profession itself through occupational organi­
zations. The Child Health Associate Act presents an unusual departure 
from this practice. Standards developed through occupational organi­
zations constitute a self-regulatory system to ensure quality prepara­
tion and performance among those individuals either aspiring to or 
already in the practice of that occupation. 22 The general pattern 
followed in the health field toward the development of such standards 
has been one where individuals trained to perform similar health 
services organize into occupational associations. These associations 
act to promote comradeship with others of the same occupational back­
ground and to share knowledge, skills, and experiences. Publications 
are often issued, and more importantly, ethical codes are developed 
which set forth qualifications for membership, the type and extent 
of training required, conditions of employment, maintenance of status 
within the profession, and the association's authority to dismiss a 
member from its ranks. 23 

The development of certification standards by an occupational 
association lies in its determination of the type and extent of train­
ing required of members of its occupation as well as members of its 
organization. The maintenance of standards of training is generally 
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achieved by approval or accreditation of curricula or by providing 
examinations for persons aspiring to practice in the specialty. Some 
associations like the American Society of Medical Technologists and 
the American Society of Radiologic Technologists do both. Upon passing 
the society's examination, a person is "certified" or "registered", 
meaning that he carries the stamp of approval of that national society.24 
The pattern of voluntary quality control may cUlminate in an associa­
tion's seeking legislation, first to protect the occupational status 
of members by inhibiting the use of an occupational title (permissive 
licensing) and then by prohibiting the practice of the occupation 
except only by those individuaI's who meet the minimum standards set 
forth by law (mandatory licensing).25 

Although certification in the health field refers to a method 
of nongovernmental regulation conducted by voluntary occupational 
organizations and not legally necessary for an individual to operate 
in his vocation, such a selective use of certification is not the 
case where statutory provisions are concerned. The terms "certificate" 
and "license", in fact, appear to be used interchangeably in some 
states where a certificate may be issued instead of, and have the 
same effect as, a license. 26 In Hawaii, of the approximately 21 
health or health-related occupations regulated by the State, including 
those listed in section 321-12 of the Hawaii Revised Statutes, five 
are issued a "certificate", "certificate of registration", or a 
"permit": 

Podiatrist Certificate of 
Registration 

Physical Therapist Permit 

Dispensing optician Certificate 

Optometrist 

Psychologist 

Certificate of 
Registration 

Certificate 

Sec. 321-12, FIRS 

Sec. 321-12, FIRS 

Sec. 458-4, FIRS 

Sec. 459-7, FIRS 

Sec. 465-2, FIRS 

In all of the above-noted occupations, the requirements are generally 
the same as those required for a license in other health occupations: 
certain educational qualifications are stipulated; an examination of 
one kind or another is required; and other "personal" qualifications 
such as age, citizenship, residence and moral character, must be met. 
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Voluntary certification is dependent upon the gradual evolution 
of an occupation. Time and experience are needed to determine the 
curriculum needs for a specialized skill and to achieve uniform 
standards or quality for training programs. 27 The setting of educa­
tional guidelines generally involves specific requirements for the 
administration of a training program, requirements for faculty, per­
sonnel and facilities, and prerequisites for admission and curriculum 
requirements (usually stated in terms of numbers of hours or credits, 
and specifically named courses of study).28 These same characteristics 
are generally cited as reasons why it is preferable to leave certifica­
tion standards to voluntary associations. In considering the risks 
of liability in the use of new kinds of paramedical personnel to 
assist the physician in new ways, one writer has commented that the 
degree of risk involved is greatly minimized if " .•• appropriate 
medical or specialty societies establish standards for training and 
a program for private certification of students who satisfactorily 
complete the approved training. 1129 

are: 
Some of the disadvantages of voluntary system of certification 

1. That it would not be satisfactory in an era where there is 
a demand for highly specialized skills to reflect the ex­
plosion in scientific and technological knowledge;30 

2. That the characteristic emphasis upon formal educational 
programs tends to neglect the development of a mechanism 
which could recognize Competence derived from experience, 
provide the incentive to achieve higher degrees of skill, 
and avoid the freezing of individuals into classes unless 
they can return to formal educational programsi3l 

3. That upon attaining legislation--the ethics, standards, 
and particular interests of the private association may 
well constitute what is adopted into law or administrative 
regulation and in the delegation of regulatory powers to 
the regulated group itself, and the number of practitioners 
and the development of new techniques and skills may be 
inhibited by the imposition of restrictive qualifications 
and by including and excluding certain practices in 
setting the limits of the professioni 32 

4. That an association is hampered by the lack of enforcement 
powers, i.e., an association cannot prevent what it 
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FINDINGS AND RECOMMENDATIONS 

considers an unqualified person from hiring himself out 
in that particular occupational capacity, nor can it pre­
vent the operation of non-accredited educational or 
training programs. 

From the information available, none of the training programs 
for physician's assistants described in this report is approved or 
accredited by a nongovernmental occupational association. One of 
the problems presently facing the health field is the achievement of 
a national consensus on educational levels and job titles for a number 
of allied health occupations. Work on this problem has been done by 
the Department of Allied Medical Professions and Services of the 
American Medical Association which lists, among a number of occupa­
tions, the pediatric associate33 and the physician's assistant. The 
pediatric associate is listed as requiring at least a baccalaureate 
and the physician's assistant is listed as requiring at least two 
years of higher education. 34 

The professional development for the physician's assistant has 
already begun through the incorporation of the American Association 
of Physician's Assistants in 1968. The objectives for this organiza­
tion are to provide continuing education for the graduates of physician's 
assistant programs, participate in the future development of the 
program and work closely with organized medicine so that the aims of 
physicians can always be met. 35 Other developments have been provided 
by the American Academy of Pediatrics which has established a Division 
of Child Health Manpower for the express purpose of developing train-
ing guidelines and accreditation of educational programs for the three 
recommended classifications of child health personnel: the pediatric 
nurse associate; the pediatric office assistant; and the pediatric 
aide. 
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Chapter V 

SUMMARY 

The concern expressed in Senate Concurrent Resolution 9 of the 
Fifth State Legislature, 1969, calls for a study of the need in Hawaii 
for certification standards to facilitate the employment of a new 
field of health specialists. From the language contained in the 
resolution, combined with preliminary research on the subject, the 
focus of this report has been on the concept of the physician's assist­
ant as it relates to extending physician services to greater numbers 
of people and as it represents a different organizational pattern of 
health care. This report has attempted to inform the Hawaii State 
Legislature on the development of the physician's assistant concept, 
what other states are doing, its relevance to Hawaii, and some of the 
available alternatives regarding certification standards for this 
health occupation. Some of the recognized characteristics of the 
American health care system upon which this report has been premised 
are: the increased acceptance and expectation of the health consumer 
of more comprehensive and preventive health care; the lack of adequate 
numbers of physicians and the maldistribution of physicians by geo­
graphic areas and by socioeconomic groups; the need to focus on in­
creasing physician services rather than on increasing numbers of phy­
sicians; and the need to overcome the ineffective utilization of 
potential health personnel as well as those in already established 
health occupations. 

other health-related or allied health personnel such as techno­
logists, technicians, and occupational aides, have been considered to 
be outside the scope of this report since very few, if any, are con­
cerned with the extension of physician productivity by assuming certain 
diagnostic and treatment functions ordinarily performed by physicians. 
Furthermore, these types of personnel tend to better reflect advances 
in biomedical technology and research, or are additions at lesser­
skilled levels to already existing health occupations. The physician's 
assistant, or a person especially trained to assume certain functions 
ordinarily performed by a physician (physical examinations, simple 
diagnosis and treatment procedures, seeing patients independently, 
providing counseling and informational services) is a relatively recent 
development in the united States. Traditionally, physicians have dele­
gated certain responsibilities as well as more or less routine or 
lesser-skilled functions to persons who have assisted him over a long 
period of time. However, what is new about the physician's assistant 
is that it exemplifies the transition of delegating certain medical 
functions to lesser trained personnel from an informal practice in­
volving unknown legal risks to systematic educational programs in 
academic institutions and other medical facilities with subsequent 
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beginnings in legal regulation and controls. In addition to educa­
tional programs, there have been various demonstration projects and 
evaluation studies to explore and test the workability, acceptance, 
benefits, and problems of the physician's assistant role. The two 
major types of physician's assistants developed thus far are the 
physician's assistant for general medical practice and the physician's 
assistant for maternal and child care. The major sources for trainees 
have been registered professional nurses and ex-military medical corps­
men, and to a lesser extent, students majoring in or possessing bacca­
laureates in the biomedical sciences. Among the existing educational 
programs there is a wide diversity in training settings, length of 
training, qualifications for admission, and recognition of completion 
of training. On the other hand, the training programs have in common 
the general purpose of the program and certain aspects of curriculum. 
All include an extended period under a preceptor or apprentice-like 
arrangement. Training programs for physician's assistants have been 
implemented in at least seven states, with the programs at Duke Uni­
versity, Bowman Gray School of Medicine, the University of Colorado, 
and the Alderson-Broaddus College receiving the most attention. 

Hawaii has also participated to some extent in the development of 
the physician's assistant concept. Two private group practices are in­
volved in the development of registered professional nurses in the 
role of physician's assistants, and the responses of Hawaii pediatri­
cians to a 1967 survey conducted by the American Academy of Pediatrics 
favored the increased use of allied health workers in pediatric prac­
tice. Such information, however, can be interpreted at best as a 
significant expression of interest and an indication of potential for 
the development and utilization of this category of health specialists 
in Hawaii. The kind of information necessary to properly determine 
the need for physician's assistants in Hawaii is presently lacking. 
Such information would be partly on the order of the type of studies 
conducted in other states on the various aspects of pediatric practice 
and of the type of survey conducted nationally by the American Academy 
of Pediatrics, all of which are described in this report. Although 
additional information is necessary to properly determine the need for 
physician's assistants in Hawaii, the lack of such data should not pre­
clude consideration of the concept itself, and an awareness on the part 
of the legislature of its development in other states, the possible 
implications it may have for Hawaii's future health picture, and methods 
by which regulation of the physician's assistant might be achieved. 
Even at this preliminary stage, it is possible to examine a few of the 
available methods by which regulation of the physician's assistant-­
and in some instances, other types of existing or developing types of 
health occupations--might be achieved. 
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The traditional nongovernmental method by which standards of pro­
fessional competence in the health field are developed is through 
appropriate medical or specialty societies which accredit educational 
programs and certify members of the occupation. The professional 
development for the physician's assistant has already begun through 
the incorporation of the American Association of Physician's Assistants 
in 1968. Other progress in this direction has been made by the American 
Academy of Pediatrics which has developed training and accreditation 
guidelines for certain classifications of child health personnel. The 
basic argument favoring the development of certification standards by 
voluntary associations is that an occupation evolves gradually and 
that time and experience are needed in order to determine curriculum 
needs for a specialized skill and to achieve uniform standards for 
training and performance. Some of the arguments against this method 
are: its overemphasis on academic qualifications; its lack of enforce­
ment power; and its tendency to develop overly restrictive criteria. 

Governmental regulation of physician's assistant might be achieved 
by two possible alternatives: the requirement that such personnel 
operate under the supervision and control of a licensed physician; the 
development of certification standards by the department of health in 
conjunction with an advisory board. The former would require an amend­
ment to Hawaii's present medical practice act, although from the 
experience of other states which have developed systematic programs for 
the training of nurses in this role and from the two experiences in 
Hawaii, it appears that such a requirement may not be necessary where 
registered professional nurses are trained as physician's assistants 
if their duties as physician's assistants are considered to be within 
the scope of the nurse practice act. The sponsors of physician's 
assistant programs and other supporters of the concept maintain that 
at the present time the requirement that such personnel operate under 
the supervision of a licensed physician is sufficient for the purposes 
of ensuring a certain standard of competence, and it suggested that 
such a provision be included in a state's medical practice act. 

The development of standards of professional competence for phy­
sician's assistants through the Department of Health would occur under 
sections 321-12 to 321-15 of the Hawaii Revised Statutes which author­
ize the department to prescribe rules and regulations for certain named 
health occupations. These regulations are required by law to include 
the setting of requirements for training and standards of conduct and 
practice which must be met by an applicant or holder of a license or 
certificate for that occupation. Such regulations could be developed 
in cooperation with an advisory body representative of the several 
sectors of the community having a specific interest in the subject, 
and created specifically for the purpose of assisting the department 
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in its task. The mechanism of an advisory body reflecting health 
groups within the community, working cooperatively with the department, 
provides the State with a flexible means of control as health occupa­
tions expand and develop, and as opportunities for the potential 
development of new methods of delivering health care arises. It is 
a flex~le means since it would not necessarily require legislation-­
the advisory body could act as a fact-finding body and make recommenda­
tions to the health department, and such an arrangement may possibly 
avoid the creation of a separate licensing board for each new health 
occupation seeking licensure or certification in the future. 

Another approach which goes beyond the development of certifica­
tion standards for physician's assistants is one which places the 
focus directly on the patient's safety and welfare by providing legis­
lative controls over innovative uses of health manpower. It would 
generally provide for the controlled investigation of health manpower 
uses by delegating to some already existing body, or to a board espe­
cially created for that purpose, the function of receiving and review­
ing comprehensive proposals in much the same manner as contracts and 
grants review boards do, and providing the necessary state funding for 
those demonstration projects receiving approval. Such a program could 
provide the data and information necessary in assisting the develop­
ment of legislative policy on health manpower utilization. 

Health specialists such as the physician's assistant described 
in this report reflect new patterns of manpower utilization and new 
patterns of health care. The delegation of health service functions 
to lesser trained personnel is predominantly governed by prevailing 
custom and practice, and the need for developing legal rules or 
standards is dependent upon whether or not new policies of increased 
physician productivity and manpower uses are adopted. Whether or not 
Hawaii needs physician's assistants is partly a question of numbers 
of physicians, numbers of physician's assistants, and potential employ­
ment market--but above all, it is a question of whether we need to 
attain a more efficient utilization of physician's skills in providing 
adequate levels of health care for greater numbers of people in Hawaii. 
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Appendix A 

DATA ON INQUIRY SENT TO MEDICAL SCHOOLS 
TO IDENTIFY NEW HEALTH SPECIALISTS 

Of the 62 schools responding, only 10 or 16 per cent confirwed training programs for what they considered 
Dew types of health personnel and all reported that these new paramedical personnel were not presently regulated 
by their respective states. Thirty-four per cent of the responding schools reported intentions to initiate new 
training programs in the near future, while 32 per cent had no comment regarding plans. All schools responding 
expressed a need for training new health personnel. The training programs reported by the ten schools mentioned 
above are listed below. 

School 

University of Cincinnati 
College of Medicine 

University of Miami 
School of Medicine 

Downstate Medical Center 
State University of New York 

New Programs 

Inhalation Therapy 
Animal Care Technology 
Pediatric Nurse Associate 

Biomedical Engineering 

Laboratory Animal Sciences 
Medical Computer Sciences 

School of Allied Medical Professions Medical Communications 
Ohio State University Circulation Technology 

College of Physicians and Surgeons 
Columbia University 

George tow~ Universi ty 
School of Medicine 

University of Kansas Medical Center 

University of Iowa 

Inhalation Therapy 

Opthalmic Assistants 

Nurse Clinicians 

Nuclear Medical Technology 

Description 

Physician's assistants 
in the care of people 
with stable diseases 

Future Programs 

Nurse Associate 

Operating Room 
Technician 

Orthopedic Assistants 
Stoma Technicians 



School 

University of Texas 
Southwestern Medical 

School at Dallas 

Albert Einstein College of Medicine 
Yeshiva University 

~ew Programs 

Rehabilitation Specialists 

Instructional Media 
Technologist 

Description 

Aides to the vocational 
rehabilitation counselor 

Involved with TV develop­
ment in hospitals, making 
films, photography, and in 
general visual communica­
tion of medical health 

information 

Nurse Physician Associates Physician surrogates with 
duties parallel to those 
of physician assistants 

Future Programs 



UNIVERSITY OF HAWAII 
Legislative Reference Bureau 

Our office is presently engaged in a study on the need for 
certification standards for newly emerging paramedical occupations 
in the State of Hawaii. As part of our work on this project, we 
would like to obtain some information on what kinds of new health 
specialists medical schools are preparing, in addition to physicians, 
registered professional nurses, and other already established and 
licensed or certified professional-technical health personnel. 
Such information would be helpful to our State in terms of facili­
tating future employment of such new health specialists in Hawaii. 
For this reason, we would greatly appreciate a response from your 
school or institution as soon as possible on the following ques­
tions: 

10 Is your school or institution presently engaged. in 
preparing new types of health personnel, and if so, 
what are they called and what are they being trained 
to do? 

20 Are these new types of health specialists, or their 
performance, in some way regulated by your State, 
and if so, how is this done? 

We would appreciate hearing from you even if your response to the 
first question above is negative. Thank you very much for any 
assistance you may be able to provide us on this matter. 

MK:my 

Very truly yours, 

(Mrs.) Millicent Kim 
Junior Researcher 

2425 campus Road· Honolulu, H&waJ.1 96822/Oable Address: UNIHAW 
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Appendix B 
COMPARISON OF EDUCATIONAL PROGRAMS FOR PHYSICIAN'S ASSISTANTS 

Total 

Title 

Physician Assistant 
Alderson-Broaddus College 

Duke University 

Clinical Associate 
University nf Kentucky 

Extended &ol~ Nurse 
Massachusetts General Hospital 

Model of Care 
University of New Mexico 

Child Health Associate 
University of Colorado 

Pediatric Nurse Practitioner 
University of Colorado 

Pediatric Assistant 
Wake Forest University 

Family Health Practitioner 

Qualifications 

Admission to Alderson­
Broaddus College 

Length 

4 years 

Training 
Period 

H.S. diploma, experience 2 years 
in the care of the sick 

2 years 

Registered Nur.se 

RegIstered Nurse 

2 years of college 

B.A. or Registered 
Nurse 

2 years college 
(biology or chemistry 
background); Corpsmen 

16 weeks 

6 months 

3 years (1 study) 5 years 
(2 intern) 

4 months 

University of California Public Health Nurse 21 months 
California State Health Department 
Highland Hospital 

Salary 

$7,500-$9,500 

$10,000-$12,000 
(max. $15,000) 

As can be seen, the programs involving physician assistants have va.rious names. Qualifications 
vary from a high school diploma to registered nurses, and training periods run anywhere from 
four months to three years. Annual salaries may range from $7,500 to $15,000 with recognition 
of completion varying from a certificate to a Master's Degree. 

Certifi­
cate 

BMS 

Yes 

BMS 

BA 

MS 



Appendix C 
GENERAL OUTLINE OF DUTIES 

PHYSICIAN'S ASSISTANT AT ALDERSON-BROADDUS 
SCHOOL OF MEDICINE 

A. IN A HOSPITAL 

1. Make daily rounds with the physician, 
taking notes to record on the progress 
sheet. 

2. Take histories. 
3. Give I.V. injections. 
4. Change routine dressings. 
5. Make separate rounds (morning or eve­

ning, before or after the physician's 
rounds) reporting any unusual findings 
to the physician. 

6. Do electrocardiograms, basal metabolism 
tests, cystometrograms, etc. 

7. Write orders as requested by the 
physician. 

8. Assist in the operating room as first as­
sistant in minor and second assistant in 
major operations. 

9. Apply and/or adjust traction apparatus, 
casts, etc. 

10. Determine residual urine. 
11. Assist in various treatments and tests 

being carried out by the physician, or 
perform those in which the physician's 
assistant has been trained, and in which 
he has become proficient. 

12. See patients in the emergency room, ad­
minister first aid, order any necessary 
x-ray or other laboratory work, and re­
port to the physician. 

13. Conduct training courses for aides of 
various types. 

14. Counsel patients on tension-producing 
factors and situations, diets, etc. 

15. Such other duties as the supervising 
physician may direct and/or assign. 

B. IN A PHYSICIAN'S OFFICE OR CLINIC 

1. Greet the patient, evaluate the overall 
problem, take the history, order routine 
and/or obviously needed laboratory and 
x-ray work, do such specialized tests as 
audiometric studies, tests for vision, visual 
fields, and screening types of neurological 
examinations, blood pressure, etc. 

2. Take dictation (in longhand) during the 
physician's examination. 

3. Answer telephone, make appointments, 
and record messages. 

4. Maintain supply of diet sheets and in­
structions to patients for various diseases, 
and explain them to patients. 

5. Make appointments with consultants. 
6. Keep record of the professional appoint­

ments and engagements of the physician. 
7. Be responsible for overall management of 

the physician's office. 
8. Make room reservations for patients at 

the hospital. 
9. Schedule operations. 
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10. Give first aid. 
11. Make travel arrangements to medical 

meetings for the physician. 
12. Keep records and special files of pos­

sible research projects. 
13. Do simple laboratory tests, such as 

urinalyses, blood counts, etc. 
14. Send fee for calls or office visits, or 

charges for hospital calls, operations, 
etc. to clerk or business manager. 

15. Make routine calls in an extended care 
unit or nursing home to determine 
whether the physician's services are 
needed. 

16. Such other duties as may be assigned by 
the physician himself. 

17. Carry out such technical, developmen­
tal, and research projects as the physi­
cian's assistant's basic knowledge, innate 
ability, and supplemental education or 
training will permit him to undertake, 
under the guidance of the physician. 



Appendix D 
DESCRIPTION OF THE 

PEDIATRIC NURSE PRACTITIONER PROGRAM 
AT THE UNIVERSITY OF COLORADO 

The pediatric nurse-practitioner program was de­
veloped jointly hy the Department of Pediatrics of 
the School of l\ledicine and the School of Nursing 
of the University of ColOlado. Initially, nurses re­
ceive approximately four months of intensive the­
ory and practice in pediatrics at the Medical Center 
of the university in Denver where they have as­
signments on various wards, clinics, and nuncries. 
They learn improved interviewing techniques ap­
propriate for their expanded roles and responsibili­
ties so that their assessment can be more perceptive 
and pertinent, and they become proficient in per­
forming a complete physical examination including 
the basic skills of inspection, palpation, percus.:;ion. 
and auscultation, as well as the use of such tooh as 
the stethoscope and otoscope, in order to increase 
their ability to gather data on which to base de­
cisions. In seminars conducted by the medical and 
nursing faculty and others, the nurses learn about 
various aspects of parent-child relationships. \'aria­
tions of growth patterns, physical and psycho­
social development. the essentials of infant nutri­
tion (including breast feeding, the preparation and 
modification of formulas, introduction of solid foods, 
vitamin and other nutritional requirement~, etc), 
and immunization procedures and schedules (in­
cluding modification of schedules in individualized 
circumstances). They review the dynamics of physi­
cal, psychosocial. anel cultural forces affecting health. 
discuss salient features of personality development 
with a child psychiatrist, and develop proficiency in 
counseling parents in child-rearing practices. 

The nurses participate ih the evaluation ann 
manaacment of healthy children and those with a 
variety of acute and chronic disorders including 
upper-respiratory tract infections, otitis media. 
various skin eruptions, diarrhea, constipt'.tion, al­
lergic manifestations, al1(~ the common contagious 
diseases. They evaluate hearing defects, speech 
difficulties, visual impairments, and variou3 con­
genital and acquired orthopedic deformities, and 
they learn the essentials of good dental care and 
methods of identifying dental problems. They learn 
to do urinalyse3, hemoglobin determinations, and 
to obtain various laboratory specimens. They also 

assist in the management of a number of emer­
gency situations, including poisonings, accidents. 
hemorrhage, apnea, etc. So that n decision can be 
made regarding the illnesses which can be man­
aged by the nurse and those that will require cour~­
sel frem or referral to a physician, competence IS 

developed in assessing the over-all status of the ill 
child in order to determine the acuteness and se­
verity of disease. 

After the four-month training period at the med­
ical center, the pediatric nurse-practitioners func­
tion in the offices of pediatricians in private practice 
and in field stations in low-income urban and rural 
areas where they arc readily accessible to the peo­
ple. In the field stations, the nurses have office 
hours suited to the particular population groups in 
the adjacent areas. 

The nurses provide total well-child care and 
make a sirrnificant contribution in supervision of 

b d' inbnts by giving mothers instruction regar mg 
many items of child care, including formula prep­
aration, infant feeding, bathing, toilet training, ac­
cident prevention, as well as coullseling about a 
number of minor phY.3ical and psychological prob­
lems. The nurses' service.3 are particularly mean­
ingful in counseling young, inexperienced mothers. 
Routine checkups of infants ~mcl older children, 
developmental testing. various screening proce­
dures and tests, routine immunization, complete 
physical examination when indicated, as well as 
the mana~ement of a number of minor disorders 
Can all be carried out by the nurse. In caring for 
these patients, the nurses empluy their nur.3ing 
talents to the fullest. At the same time the spe­
cialized skills of the physician are more effectively 
and wisely employed. 

The child who is ill also has a complete evalua­
tion, including a comprehensive history and physi­
cal examination. With a pla'n of management pre­
viuusly agreed upon, the nurses may handle the 
problem themselves or refer the child for immediate 
attention elsewhere. Special emphasis is placed on 
the importance of follow-up and. continuity of care. 

Source: Henry K. Silver, "The Pediatric Nurse practitio~er. 
Program," Journal of the American Medical Assoc1at1on, 
Vol. 204, No.4, April 22, 1968, pp. 298~302 
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EVALUATION OF THE PEDIATRIC NURSE PRACTITIONER 

Henry K. Silver, M.D. 
and 

Burris R. Duncan, M.D. 

Evaluation surveys of practlcJng pediatric nurse practitioncr~ has demonstrated 
that they are highly effective and competent in providing high quality comprehen­
sive health care to a large proportion of well anJ sick chilorclJ. The nurses' ~,{'r­
vices were highly satisfactory to parents and resulted in increaseo tiIlle anu income 
to physicians in private practice. 

Forty-eight pediatric nurse practiti0 !lers have completed the course of training 
during the past four years. They are in practice throur;hout the United States in 
various types of public health facilities and with pedi;ltricians in private practice. 

The first survey was made of a health station in a low-income urhan neighbor­
hood in Denver. It was found that 82 percent of all the chilurcn \·:110 came to this 
health station (which is quite removed from any physician or medical facility ano 
only has a physician in attencJance one-half J.ay each week) were cared for by the 
nurse. Seventy-one percent were cared for by the nurse alone, while in the other 
11 percent she merely needed to consult with a physician by telephone. In this 
health station, 54 percent of the visits were for well-child care \'ih i Ie the relllaill­
wg 4b percent were for ill or illjured children. 

In the second survey we evaluated the competence of the pediatric I1ursc practi­
tioners in the physical assessment'of the child. ive reviewed the charts of 182 
children (half of whom were well and half ill) who were seen within a short time 
of each other, both by a nurse practitioner and a pediatrici~~. Each of the 182 
children was considered to have one or more "conditions" which could and should have 
been ascertained by the nurse. Wel1ness, any significant deviation from nOnT~l, 
or any illness or injury were all considered as conditions. A total of 280 condi­
tions were noted in the 182 children. The nurses and the physicians agreed on 82 
percent (230/280) of the conditions which were noted. 

In 48 instances, or 17 percent, there ""as some degree of disagreement ill as~;ess­
mcnt between the nurses and the physicians but these·differences ""ere not COfl­

sillered to be significant, with significant being defineu as a misdiap,noscd or un­
diagnosed conLiition which could have been helpeLi with treatment. For example, the 
nurse heard an innocent murmur in two instances where it was not heard by the physi­
cian, while he found this type of murmur four times when the nurse did not. In 
each of the total of 48 conditions where there was some degree of disagreement, the 
nurse properly assessed the severity of the illness. 

In only two instances, which represented 0.7 percent of the total number of 
conditions and 1.1 percent of all the children seen, was the degree of disagreement 
found to he significant. In one case the nurse felt that a child had an jnflalned 
ph3ryn.."\. and \Vas ill cnough to be seen imr.1ed'iately by a physician. The physician 
suspected lower respiratory disease; roentgenogram revealed a patchy infiltrate or 
one lung. 

In another case a child was seen by the nurse and found by her to have a fever 
and an inflamed pharynx. The mother was asked to bring the child back the next day. 
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DJring the night he became extrc;.1cly irritable and developed a stiff neck. II~ was 
~Cl'n by a physici.zm who dia~:J1(l~('d Iilcnini~itis. /low(,:ver, eX<lmillAtion of the ccrc­
brospillJ.l fluid rt'vcalcJ nonnaJ cd 1 count, proteill, sugar, LUll <l1J(J culture. Blood 
culture was negatIve but throJ.t culture grew out a Group A hemolytic streptococcus. 
In this case, the nurse was probably right. 

We also carried out an opinion survey of parents who take their children to a 
private pediatrician who has a pediatric nurse practitioner as an associate in his 
office. This survey showed that parents have a high degree of satisfaction with the 
combined care provided jointly by the pediatrician and the nurse practitioner. t-iinety­
four percent of parents expressed satisfaction with the services they received from 
the two health professionals together and with their opportunity to maintain ade­
quate corrummication with the physician r:hile 57 percent stated that the care given 
jointly by physician a.l1d nurse was better than they had received from a physician 
aloIle; 34 percent indicated that their ability to comtnwlicate with the physician 
had actually improved. Parents were also highly satisfied with other aspects of the 
care provided by the pediatric nurse practitioner. 

In addition, this survey fOlUld thut ~s percent of parents favored the associa­
tion of a pediatrician and a nurse practitioner so they could provide comprehensive 
health services to a significantly larger nlli:1ber of patients, and over 90 percent 
of parents considered such an association to be a desirable and inevitable trend in 
the private practice of medicine. 

Although no extensive study was made of the saving in time or number of addi­
tional patients who could be seen as the result of an association of a pediatric 
nurse practitioner with private pediatricians, observations in this regard were 
carried out in tlVO offices. In one office with tHO pediatricians, it was found 
that the addition of the nurse practitioner to the office staff resulted in an 18.8 
percent increase ill the munbcr of patient visits to the offices as compared to the 
munber or pat ionts previously seen by the two pcdiatrici~ns together (or approxi­
mately Olle-thirJ more patients that could have been seen by a single pediatrician 
alone.) 

In another office it was found that the association with a ntlrse provided the 
pediatrician with at least one-third more time than he fonnerly had for patient 
care, while both the nurse and the physician had increased time for reading, atten­
dance at meetings, and for other purposes. 

An analysis of the income brought into one office showed that the net income 
from charges Inade for the nurse's services exceeded the pediatric nurse practitioner's 
salary and overhead by several thousand doll ars per year. 

Last ly, study of the time spent by the private physicians with the patiellts 
already seen by the nurse showed that the physicians' time with patients ranged in 
most cases from two to ten minutes with an average of just over four minutes. This 
compares with the previous average of approximately 14 minutes per child seen by 
these particular physicians alone. 

Source: Abstract of paper Presented at the American Pediatric 
Society Meeting, May 3, 1969 at Atlantic city. 
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Appendix E 
FUNCTIONS OF FAMILY NURSE PRACTITIONER 

CALIFORNIA PROJECT UNDER NIH GRANT 

OVERVIEW 

PUBLIC HEALTH NURSE 

In various community settings such 

as homes, schools, or industries, the 

public health nurse works with individuals, 

families, and other groups to improve the 

health of the community. 

She uses a comprehensive approach 

toward health, including emphasis on pre­

vention, treatment, and rehabilitation, 

and integrates all components of health-­

physical, psycho-social, economic, and 

environmental. 

In identifying health problems, she 

uses such skills as interviewing, observa­

tion, inspection, and screening; in carry­

ing out her activities, she uses such 

skills as teaching, counseling, giving 

direct nursing care, and referral to 

sources of medical care or to other commun-

ity agencies. 

o F COM pAR ISO N 

FAMILY HEALTH PRACTITIONER 

In ambulatory care centers, the family 

health practitioner extends the health-care 

services available to the community. She 

may work in a neighborhood-health center, 

a group-medical practice office, an out­

patient clinic, or in an area remote from 

sources of medical care. 

She provides care to individuals and 

families between that of a skilled public 

health nurse and of a family physician. 

She utilizes her background of knowledge 

and skills in nursing and, in addition, pro­

vides a more intensive service in health 

assessment, diagnosis, and treatment of 

frequently occurring types of illness. She 

is responsible for clinic management in 

those cases which fall within her scope of 

competence. She may also coordinate the 

care given by various specialists and in­

terpret the significance of findings as 

appropriate. 



DIFFERENCES BETWEEN PRESENT AND PROPOSED FUNCTIONS 

WHAT SHE DOES NOW WANT HER TO DO IN ADDITION 

INDIVIDUAL AND FAMILY HEALTH 

IDENTIFYING HEALTH PROBLEMS 

For All Age Groups 

Takes a limited history 

Performs screening procedures 

Does inspections 

Obtains laboratory specimens when in­
dicated by standing orders. Inter­
prets results when authorized. 

Observes, explores and evaluates the 
patient's physical and emotional condi­
tion. 

Recognizes behavior and attitudes that 
influence individual and family health. 

(Public Health Nurse especially compe­
tent in the area of psycho-social prob­
lems, interrelationships, etc.) 

Assesses cultural influences, particu­
larly as they affect the health of indi­
viduals, families and groups. 

In an ambulatory setting, takes a complete, detailed 
individual and family history, including: 

Chief complaint 
Present illness 
Systems review 
Dietary and drug history, etc. 

Performs a thorough physical exam •.. including inspec­
tion, palpation and auscultation. 

Initiates diagnostic tests and laboratory procedures 
when indicated. 

Forms a clinical impression or makes a diagnosis. 

Recognizes healtn problems with a strong interrela­
tionship of psychobiological components, especially 
as related to treatment of these conditions. 

Example: asthma, some allergies, 
peptic ulcer, hyperten­
sion, etc. 

Recognizes and describes behavior indicative of overt 
mental illness. 

DIFFERENCE 

Acts as a family practi­
tioner, with greater respon­
sibility in the clinical 
area. 

Knowledge 

Skills 

Initiation of diagnostic 
tests, leading to increased 
level of responsibility for 
judgment, decision-making. 

Level of responsibility 



ACTIONS TAhl~N ON BASIS OF FINDINGS 

Gives preventive and therapeutic nurs­
ing treatment under medical or dental 
direction. 

Refers to a variety of community 
agencies Hhen indicated. 

Initiates treatment in CQIL,;O j 

l-Jithin her scope of compe 

Acute conditions 

Chronic conditions 

Refers to the physician or 
care those conditions l-Jhich 
delineation or treatment. 
ferred back to the nurse 
health problem is under 
overt mental illness 

/ 

Plans with other agencies and individ­
uals for the continuity of patient ~-----------~~ 

occurring illnesses 

limits 

source of medical 
more prec ise 

patients may be re­
,:, ",[,te n t Io]hen the 
e.g. J diabetic, 

U1 care. 
CO 

Coordinates nursing services for in­
dividuals and families. 

Interprets implications of diagnosis 
and treatment considering individual 
readiness. 

Teaches positive health measures 

Encourages attitudes and actions that 
Ivi 11 promo te op t imum hea 1 th for each 
i,ndividual. 

Gives due consideration to family 
priorities. 

Coordinates activities of a1 members of e health 
team, Synthesizes information from medical systems 
specialists concerning the individual and family to 
provide more comprehensive care. 

Interprets information to individual and family, 

/' 

Initiation 

Clinical management l-Jithin 
her scope of preparation 

Addition of a broader aspect 
of coordination of health 
care. 

Initiates interpretation to 
individual and family when 
indica ted. 

Initiation 
Level of responsibility 



Guides the family toward self-help in 
providing and arranging care 

Helps individuals and families under­
stand patterns of growth and develop­
ment 

COMMUNITY HEALTH 

Assesses statistical data related to 
community health needs. 

Collects and analyzes data on individual and family 
health and looks at the aggregate to recognize 
emerging community health problems requiring commun­
ity action. 

Initiates community planning and implements plans. 

Level of responsibility be­
tween assessing on the one 
hand and collecting, analyz­
ing, and initiating on the 
other. 



SCOPE OF SERVICE 

At present, community nursing practice emphasizes the family as a 

unit of service, including individuals in all age groups. In a similar way, 

the family health practitioner in this program will have responsibility 

for patients all along the age continuum. This approach differs from 

other programs preparing nurse practitioners in that they deal with a 

specific age group such as pediatrics or specific conditions such as chronic 

illness. Within these age groups, she will be concerned with general com­

ponents of health such as: 

1. Infant, preschool and school-age children 

a. Care of well children, including physical and psycho­

social development, immunizations 

b. Treatment of minor illnesses such as upper respiratory 

infections, otitis media, skin eruptions 

c. Emergency aid 

2. Adult 

a. Maternity 

During the course of pregnancy, the family health 

practitioner will assume responsibility for normal 

routine obstetrical care. After an initial examination 

by the physician, the family health practitioner will 

take responsibility for determining fetal position, 

weight gain, fetal heart sounds, blood pressure, urine 

analysis, etc., and will provide anticipatory guidance 

as indicated. She will differentiate those conditions 

requiring consultation with, or referral to, the 
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physician. The major difference between the tradi-

tional public health nurse's role and that of the family 

health practitioner is the level of responsibility and 

judgment requiring increased knowledge and experience. 

b. Chronic Illness 

The family health practitioner will be responsible 

for the medical supervision of those patients in a 

relatively stable phase of their illness. The diag-

nostic classifications she will manage may include such 

conditions as cardio vascular disease; arthritis, both 

rheumatoid and degenerative; psychophysiologic reaction; 

exogenous obesity, diabetes mellitus. 

c. Acute Care 

The family health practitioner, in many situations, will 

be in an ambulatory setting where people will present 

themselves with a variety of symptoms. She may assume 

responsibility for examining the patient and initiating 

diagnostic tests. Based on her clinical impression, she 

will initiate treatment if it is within her scope of 

competence or will make the necessary referral. 

RELATIONSHIP WITH THE PHYSICIAN 

The family health practitioner will work in close cooperation with 

a physician at all times. The method of cooperation may vary with the 

setting and the nature of the problem. For example: In providing routine 

antepartum or post-partum or well-baby care, she may work with great in-

dependence and will maintain contact with the physician as teacher, con-

sultant and collaborator. 

Source: School of Public Health, University of California, Atril 
1969 Proposal for Family Health Practitioners, Berke ey, 
pp. 6-9. 
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Appendix F 
SUGGESTED ESSENTIAL GUIDELINES FOR THE 
TRAINING OF PEDIATRIC NURSE ASSOCIATES 

The Ame rican AcadelTIY of Pediatrics, with appropriate advice and consulta­
tion, is prepared to as sist in a pediatric nurse as sociate I s education, survey 
and approve educational programs for graduate registered nurses in child 
health care, and publish lists of acceptable program.s for the information of 
hospitals, colleges, medical schools, physicians, and pro s pective students, 
as well as fo r the protection of the public. 

These standards would be used as a guide for the development of an effective 
professional education. The general principles to be followed in the establish­
ment of programs for nurse associates, as outlined in the following sections, 

should be observed. 

The objective of a training program for nurse associates is to provide regis­
tered nurses with the background, understanding, and skills \vhich will enable 
them to assun1e a more direct and responsible role in ambulatory pediatric 
care under a physician's direction. Course content seeks to build on nursing 
knowledge and the skills previously gained through education and experience, 
and to update and augment this background with some clinical skills which con­
ventionally have been provided by pediatricians. The training program will 
help registered nurses extend the scope of their nursing practice to enable 
them to utilize more fully their skills, judgment and clinical knowledge in 
direct patient care activities; namely, well child supervision and management 
of common illnesses and accidents. The course will help guide them in the 
development of conduct and attitudes that will be expected of them as members 
of the health team. 

0EEanization and Administration 

1. Educational programs may be established in schools of nursing, colleges 
and hospitals accredited by respective regional associations, provided that 
hospitals or pediatricians' offices suitable for directed experience are avail­
able. Educational programs 'of no less than the equivalent of four m.onths 
study may also be established in hospitals for students who meet the admission 
requirements o~tlined in this document. Educational programs of no less than 
the equivalent of four months study may be established under the sponsorship 
of pediatric groups in cooperation \vith comlTIunity colleges and hospitals for 
students whose education meets the admission requirements. Hospitals and 
pediatric groups involved in education programs should be acceptable to· the 
American Acaden1Y ot Pediatrics. Hospitals should be -accredited by the Joint 
Commis sion on Acc reditation of Hospitals. 
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2. Financing of the educational program should not necessarily depend on 
student tuition fees. It should be assured through stated college, hospital or 
pediatric group budgets, gifts, or endowrrtents in the same proportion as other 
education programs sponsored by the institution. 

3. The medical and nursing directors of the program, whose qualifications 
are acceptable to the Division of Allied Child Health Manpower of the American 
Academy of Pediatrics, will be responsible for the organization and administra­
tion, periodic review, continued development and general effectiveness of the 
educational prograITl. In carrying out these functions, they shall be guided by 
the standards set forth in these suggested essential guidelines, and by the es­
tablished policies of the institution or institutions conce rned. To as sist in 
fonnulating these policies, schools rrtay wish to appoint an advisory cOITlITlittee 
corrtprised of the curriculum coordinator, a pediatric and nursing advisor, and 
the Arrterican Academy of Pediatrics Chapter Chairman or his representative. 

4. A bulletin describing the curriculuITl should be issued at least biennially. 
It should include information regarding the organization of the program and a 
listing of required courses, entrance requirements, tuition, and fees, and 
hospitals and facilities used for directed practice experience. 

5. In colleges, selection of students should be ITlade by the adITlission office 
in cooperation with those responsible for the education prograrrt in accordance 
with the generally accepted practice of the school. In hospital or pediatric 
group-sponsored prograITls, selection of students should be ITlade by an adITlis­
sions comITlittee in cooperation with those responsible for the education program. 
Admissions data should be on file at all times in colleges, hospitals or pediatric 
groups sponsoring the program. All applicants should be required to submit 
adequate evidence of satisfactory physical and ITlental health. 

6. A record of clas s participation and accoITlplishrrtent of each student should 
be kept in accordance with the college or hospital requireITlents. A detailed 
analysis of the field experience and directed practice of each student should be 
on file. 

7. Copies of the course outlines, class schedules, directed practice sched-
ules and teaching plans should be on file in colleges and hospitals, and they 
should be open for review. 

Se rvices and Facilities 

1. A student health service should be available fo r evaluation and n1ainte-
nance of mental and physical health. 

2. A counselihg service should be available for student guidance. 
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3. Library facilities should be readily accessible and should contain an 
adequate supply of books, periodicals and other reference TI1ate rials related 
to the cur riculuTI1. 

4. Appropriate equipTI1ent and supplie s should be provided in sufficient 
quantities fo r deTI1onstration and student participation. Clas s rOOIn facilities 
should be available. Charts, TI1odels, slides, filTI1s, saTI1ple files, speciTI1ens 
and other appropriate teaching aids should be provided. 

5. A pediatric departTI1ent or a group of several pediatric practices should 
be designated as the priTI1ary teaching unit for deTI1onstration, student obser­
vation, and initial directed practice experience. The directed practice 
TI1aterial provided in the priTI1ary teaching units should include functions and 
standards of procedure of sufficient s cope to illustrate gene rally accepted 
pediatric practice. 

6. In addition to the priTI1ary directed practice teaching unit, other pedi-
atric practice facilities TI1ay be used for directed practice experience. These 
facilities should be in institutions or groups which have sufficient qualified, 
experienced pediatric personnel, adequate equipTI1ent and directed practice 
TI1aterial to provide the type and aTI10unt of experience for which the student 
is assigned. Each of these facilities should be under the direction of a pedi­
atrician whose qualifications are acceptable to the Division of Allied Child 
Health Manpower of the ATI1erican AcadeTI1Y of Pediatrics. 

Faculiy 

1. The instructional staff should be qualified through acadeTI1ic preparation 
and experience to teach the subject (or subjects) assigned. A planned pro­
graITl for upgrading of faculty should be provided. 

2. The ITledical director or coordinator of the prograTI1 should have a ITledi­
cal degree, should be registered with the Division of Allied Child Health 
Manpower, AITlerican AcadeITlY of Pediatrics, and should have three years 
experience in general pediatric office practice; or he should have other ap­
propriate educational qualifications or experience satisfactory to the bodies 
concerned with accreditation. His appointITlent should be acceptable to the 
Division of Allied Child Health Manpower of the ATI1erican AcadeTI1Y of 
Pediatrics. 

3. The nursing director or coordinator should be a registered nurse with 
special training in child health and/or public health .. She should have three 
years of experience in conlTI1unity pediatrics; she should have ,)ther apprl)~ 
priate cclLlcational qualificatiuns or experience satisfactory to thl' bodiL'S C,111-

cerned with accred~tation. Her appointnlcnt should bc accl'plablc to the 
Division of Allicd Child Health Manpowt'r of the ATI1crican Academy uf 
Pediatrics. 

64 



4. The instructional staff should include one or more qualified pediatri-
cians and one or more nurses specially trained in child health. Sufficient 
staff should be available to instruct, counsel and supervise in the various 
facets of the education program. The student-instructional staif ratio should 
be in at least the same proportion as similar education progra111S sponsored 
by the educational institution. 

5. There should be qualified preceptors in each field practice to which 
students are assigned under the general direction of the director of the 
program. 

EDUCA TION PROGRAM 

Candidates for admission should be graduate nurses. 

Curriculum 

The curriculum shall be designed to assure that students develop an apprecia­
tion of their working relationships to health pe rsonne1. They shall acqui re an 
understanding of the contents of pediatric practice and of the ethical and legal 
principles governing medical practice. 

Incorporated in the prograrn for the preparation of pediatric nurse associates 
should be planned field experience s and directed practice which provide a 
transition from theory to application. These activities should include field 
practice and assignments, case studies and similar educational experiences 
which allow for the application of previous and ongoing learning under the 
direction of competent instructors and practitioners. 

The course of training should include not less than four months of theoretical 
instruction and practical hospital-office experience so students acquire suffi­
cient child craft skills to perform the following functions under the direction 
of a physician: 

1. secure a health and developmental history from a parent; 

2. carry out a pediatric physical appraisal which would use 
the basic skills of palpation, percus sion and aus cultation; 

3. record findings of physical and develo!Jrnental assessment 
in a systematic, accurate, and succinct form; 

4. carry out a oev<'l()prilcntal screening test on children from 
newborn through preschool age; 
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5. give definitive advice and couns el to parents a round 
problems of child rearing, feeding, growth and developm.ent; 

6. advise parents in the care and management of children 
with common illnes ses and accidents; 

7. make a horne visit when deemed neces sary 1TI light of 
presenting nursing problems; 

8. provide parents and other family members with the 
opportunity to increase their knowledge of and develop skills 
necessary to participate in the maintenance and/or in1prove­
ment of their familie s I health; 

9. cooperate and communicate with other professionals 
and agencies also involved in providing a service to a child 
and/or his family; 

10. identify resources available within the community to 
help children and their families, and guide parents in their 
use; 

11. identify and help in the management of technologic, 
economic and social influences affecting nursing in pediatric 
ambulatory care; 

12. identify nonpatient care tasks of a technical and clinical 
nature and find ways and means of reallocating these to 
trained aides and secretaries; 

13. plan and work as a member of a team directly respon-
sible for child health services in unfragmented systems of 
comprehensive and curative health care; 

14. answer certain predetermined telephone inquiries from 
parents. 

1. Application for approval of schools for pediatric nurse associates should 
be made to the American Academy of Pediatrics. Forms for this purpose 
will be supplied upon request. 

2. Approval may be withdrawn whenever, in the opInIon of the Academy, a 
school or group aoes not n1aintain an educational program in accordance with 
the foregoing standard,; ur has not been in operation for a period of two con­
secutive yea rs. 
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:J. Approved schools should notify the-Academy whenever personnel or 
major curriculum changes occur in relation to the administration of the school. 

Program Information 

Inquiries regarding schools and careers in the field of pediatrics and inquiries 
for information on the Pediatric Nurse Associate Program should be addressed 
to the Division of Allied Child Health Manpower, American Academy of Pedi­
atrics, P. O. Box 1034, Evanston, Illinois 60204. 
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Appendix G 

LISTING OF TASKS WHICh HJ..WAII PEDIATRICIANS INDICATED 
"COULD AND SHOULD" BE DONE BY ALLED HEALTH WORKERS 

IN THE 1967 AMERICAN ACADEMY OF PEDIATRICS SURVEY 

Per cent in Each Category Whose 
Opinio,l about Task Delegation to AHW was: 

Favorable l Unfavorable 2 Not Answered 

TASK TO 
BE PERFOR.11ED USA HAwAII esi::. HAWAII USA HAWAII 

VenOUb b1uod 75 79 22 Ll 3 

IOlfo o /child care 91 95 7 5 2 

Info./ irnmuniz. 88 92 10 8 2 

Interpret inst. 85 84 13 16 3 

Fatn .. /s.:>c o hist. 74 87 24 13 2 

Past med. hist. 63 82 35 18 2 

Pres. ill. hist. 38 63 60 37 2 

Int. hist./well ch. 64 82 34 18 2 

Int. hist./sick ch. 45 71 53 29 2 

Teleph./child care 76 87 22 13 2 

Te 1eph. /minor med. 58 68 40 32 2 

Exarn/v.7e 11 child 25 40 73 58 2 3 

Exam/sick child 19 24 79 71 2 5 

Advice/minor med. 52 66 46 34 2 

Advice/feed.-dev. 62 68 37 32 2 

Advice/school child 40 47 57 53 3 

Mat. hosp. vis. 32 29 66 68 3 3 

Home vis. / observ. 68 71 29 24 4 5 

Home vis./ Rx acute 49 61 48 37 4 3 

Rome vis ./R.x chronic 58 68 38 29 4 3 

home vis./behavior 44 47 53 45 4 8 

School visit 68 68 28 26 4 5 

IFavorable: AHW "could and should" perform task 

2Unfavorab1e AHW "could but should NOT" or "could not" perform task 

N for USA: 5798 N for Hawaii: 38 
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TASK TO BE PERFORMED 

Venous blood 

Info. /child care 

Info. / imnmniz 0 

Interpret ins t. 

Fam./soco hist. 

Pas t med 0 his t. 

Pres. ill. histo 

Into histo/well cho 

Int. histu/sick cho 

Teleph./child care 

Teleph./minor med. 

Exam/well child 

Exam/sick child 

Advice/minor med. 

Advice/feed.-devo 

Advice/school child 

Mat. hosp. vis. 

Home vis./observ. 

Home vis./Rx acute 

Home vis./Rx chron. 

Home vis./behavior 

School visit 

Priority Score~'· Given 
to Task in: Hawaii 

5 

31 

10 

1 

13 

8 

6 

7 

41 

37 

1 

1 

14 

19 

6 

3 

8 

1 

4 

3 

ir"Score" deterrrdncd a3 follows: Ped iatr lcians (both prac ti tioners and non­
practit~oners) who indicated that any of above tasks "could and should" be 
carried out by an allied health worker were asked to record in priority 
rank the three most il:'!portant ones, that is the three for which they felt 
there is greatest need of 2.ssistance in pediatric practice. The "score" 
was arrived at by allot:ing 3 points to the first priority choice, two 
points to the seco'1d ch'Jice, O:1e point to third choice, and summing the 
total for ea~h tasku Those not answering questions were not scored. The 
rank ordering of priority choices is generally similar for all states, 
sections and districts. 
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Number of Practitioners in Ha"mii who: 

JOB ·HARKET POTENT IAL"· Alre'idy Dele- Would Delegate b'.lt Now: Tota.l 

FOR SPECIFIC TASK: ~ace Task ;'Not Q.~" 112..J1lemselves No, ~ of: 27 

Venous blood 6 2 12 20 74 

Info, /child care 5 '2 19 26 96 

In f 0 • / 1 mou n i z , 20 I 5 26 96 

Interprer: insL 11 2 10 23 85 

Fam. / S'Jr::, hist. 8 15 23 85 

Past med. hist. 11 11 22 82 

Pres, ilL hist. 14 6 20 74 

lnt. hist. /we11 ch. 9 1 12 22 82 

Into hist. /sick ch, 11 8 19 70 

Teleph, / child care 16 1 6 23 85 

Teleph. /minor med, 19 4 23 85 

Exam/well child 3 1 7 11 41 

Exam/sick child 4. 3 7 26 

Advice/minor med. 13 6 19 70 

Advice/feed,-dev, 11 1 9 21 78 

Advice/school child 2 9 11 41 

Ma.t. hasp. vis. 1 7 8 30 

Home vis./observ. 1 15 4 20 74 

Home vis./Rx acute 1 13 3 17 63 

Home vis./Rx chronic 1 14 4 19 70 

Home vis./behavior 1 13 14 57 

School visit 1 14 4 19 70 

*These data represent responses of practitioners or-ly, They are based on a co:nparison 
of each individual's response to two questLms, The first question asked who cur­
rently performed the task in his practice. Those who already delegated it are given 
in the first column. Those whn indicated the task was "not done" in their practice 
and also, in respcnse to a second question that it "could and should" be done by an 
"allied health worker" are given in the second column. Those who indicated that 
they the~selves now performed the task and also, in response to the second question, 
that it "could and should" be done by an "allied health worker" are given in the 
third column. The two "Total" columns sum the previous three and express the sum 
as a percentage of 27, the approximate number of practitioners from whom all the 
preceding information was available, Thus, the total columns represent the 
"potential job market" in terms of absolute numbers and in terms of the proportion 
of all practitioners responding, The converse of the total percentage column repre­
sents the proportion of practitioners who indicated they "would not" delegate the 
specific task. 
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Source: Report of Survey Data for Hawaii Chapter on Utilization of 
Allied Heal th Workers in Fe ciicHric Frac tice 1967, from the files 
of Calvin S. Sia, Chair~£n, Hawaii Chapter of the American 
Academy of Pediatrics, Honolulu, Hawaii, August 26, 1968. 
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Appendix H 
SURVEY OF HEALTH OCCUPATION TRAINING PROGRAMS 

BEING CONDUCTED IN NON-ACADEMIC SETTINGS IN THE 
CITY AND COUNTY OF HONOLULU, AUGUST 1969 

Trainin3 Pro]ram Lencth Cost Certlfied 
~~~----------~~----------~~,~~~~ 

Queen's 

Oper:?ting Room Nurse 

Tripler 

Nlu:se 's Aide, 

Queen's 

Hale Nani 

Wahi2wa General 

Radiological Technician 

Queen's 

St. F.t:ancis 

Licensed Practical Nurse 

Castle 

Coronary Care (RMP) 

Queen's 

Cardiac Pulmonary Rescus i tation (Rt'1P) 

Queen's 

6 :nos. 

4 mcs~ 

3 wksc 

6 wks. 

t :nos 0 

8 wks. 

2 yrs, 

4,5 wks. 

4 wkso 
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3 levE,ls: 
Doctors 
l\T'Jrses 
L2,i'"mcm 

$25.00 stipend 

free meals 
bus fare 
stipend by 
NYC 
stipend 

start 0, 6 mos. 
$25, 12 mos. 
$50, 18 mos. $75 

stipend 

cost $300 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

diploma 
PN 

yes 



Appendix I 
DIAGNOSTIC TECHNICIAN - STRAUB CLINIC 

The Diagnostic Technician 

Recruitment: 
clinic. One 
offered, and 
have to have 
the job. 

All technicians except one were previous nurse's aides in the 
was an OEO enrollee. The clinic circulated a notice for the jobs 
the people interested volunteered for the jo~ All technicians 
graduated from high school, aptitude tests have to be taken for 

Training: The unit offered three months of training before the technicians 
were responsible for seeing patients. This training included formal lectures 
from various specialists in the field of medicine, laboratory technicians, men 
from equipment companies and movies, as well as a sensitivity group session. 
One technician attended an intensive training session in Minnesota learning 
the Blackburne's EKG coding system, which laste9 for two weeks. She is 
responsible for teaching the other technicians. Another technician is learn­
ing to determine normal from abnormal 4X4 X-rays, and learning to read the 
abnormal ones. She is under the direct supervision of a radiologist. The 
laboratory technicians are teaching several of the technicians to do microscopic 
urinalysis through formal classes and constant supervision and spot checks. 

Quality Control: The various functions that the technicians have assumed are 
carefully monitered for quality of readings and interpretation of data found. 
The laboratory sends samples to the technician to read and then they compare 
the results to the results found in the laboratory. The radiologist checks 
the results found on the 4X4 X-rays. The senior technician is responsible for 
spot checking the technician in the results found. The specialty departments 
of ENT and Eye spot check the abnormalities found on the hearing or vision 
screening test on request and randomly at their discretion. 

Technician's Capability: The technicians not only perform the 
cated, but also are responsible for interpreting the results 
mine the necessity of further testing. 

Audiometer, hearing screening test 
Vision screening tests 

tests as indi­
found to deter-

Achilles Reflex Time and interpreting normal for that individual patient 

EKG, both lead I and 12 leads; taking and coding with the Standard Minnesota 
Pulmonary function screening - reading and doing the mathematics for the 
interpretation. Blood Pressure - interpreting the findings to determine 
further testing such as a 12 lead EKG or further blood work. 

Venous Puncture 
Microanalysis for blood sugar 
Microscreening of urine 
Screening urine for sugar, protein and bile with dipsticks 
Reading the hemoglobin through the photometer, also taking it. 
X-ray - taking all 4X4 in the Unit, developing the film, screening them for 

normal, and reading the abnormal films. 
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X-ray - taking all 4X4 in the Unit, developing the film, screening them for 
normal, and reading the abnormal films. 

This last part of screening and reading the films are under the supervision of 
a radiologist. 

(From communication of September 18, 1969, Mrs. Holly Meyer, Straub Medical 
Research Institute) 
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Appendix J 
TRAINING AND USE OF REGISTERED NURSES 

IN EXTENDED ROLES AT STRAUB CLINIC* 

Health Appraisal Center's Usage of Nurses 

Requirements: All nurses have their RN degree. Only one has her B.S. degree. 
All nurses are interested in doing nurse screening physicals of the apparently 
well patient, and are interested in extending the role traditionally thought 
to be that of the nurse. 

Training: The training is of both the formal and in-service type. The formal 
training consists of attending medical courses, especially that of the physical 
diagnosis class. Thein-service training consists of formal lectures given by 
doctors in their field of medicine. This lecture service is ongoing and con­
sists of three to four hours of lectures a month. Also movies are shown, aga.in 
three to four hours, per month, for review of the various systems and review 
of pathological or abnormal states found in patients. 

Nurse's Responsibilities: All the nurse physical screening examinations in 
the Unit, this is based on the review of system and checked by a doctor. 

Public health teaching i.e. in preventive medicine, smoking, denta.l hygiene, 
family planning, etc. 

Tonometry 
Vascular Checks 

Responsible for Nurse Managed clinics. These are clinics for chronic diseases 
such as hypertension, diabetes, and obesity. The doctor sees the patient 
initially and then the nurse checks up on the patient's condition to see if 
the patient is keeping himself at the best possible condition. 

Taking EKG and Venopuncture 
Papanicolaou Smears 

*Communication from Mrs. Holly Meyer, Straub Clinic Research Institute, 
September 18, 1969. 
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Appendix K 

EXEMPTIONS FOR DELEGATIONS OF 
FUNCTIONS IN MEDICAL PRACTICE ACT OF 

ARIZONA, COLORADO, KANSAS, AND OKLAHOMA 

Statutory Exemptions for Supenrised Delegations 

ARIZO:\A Re\·. Stat. § 32-1421 (Supp. 1966): 

This chapter shall nnt be const~ued to apply to or inhibit: " " " (6) Any person 
acting at the direction of or under the supen'ision of either a doctor of medicine 
or under the supen'ision of (a U.S. commissioned medical officer or a physician 
licensed by another State) " " ", so long as he is acting in hi, Cus[,',mary capacity, 
not in violation of any statute, and does not hold himself out to the public generally 
as being authorized to practice medicine. 

COLORADO Re\·. Stat. §91-1-6(3) (1963): 

Nothing in this section shall be cnnstrued to prohibit, or to require a license 
hereunder with respect to, any of the following acts: " " * (m) The rendering of 
services under the personal and responsible direction and supervision of a person 
licensed under the laws of this State to practice medicine or to practice a limited 
field of the healing arts, but nothing in this exemption shall be deemed to extend 
the scope of an y license. 

KA ... '\S.\5 Stat. §65-2872 (1964): 

The practice of the healing arts shall not be construed to include the following 
classes or persons: " " * (g) Persons whose professional sen·ices are perionned 
under the supen-ision or by order of or referral from a practitioner who is licensed 
under this act. 

OKLAHO~fA Stat. tit. 59, § 492 (Supp. 1966): 

" " " (N) othing in this artit:-le shall be so construed as to prohibit" " if service 
rendered by a physician's trained assistant, a regis,tered nurse, or a licensed practical 
nurse if such service be rendered under the direct supervision and control of a 
licensed physician. 
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Appendix L 
CHILD HEALTH ASSOCIATE ACT 

COLORADO STATE LEGISLATURE, ENACTED 1969 

(House Bill Kn. 116~. By Hppre"pntati\'~s ~hl)rE'. Dain. Bryant .. nl1rn~. ("ole, f'f)(lppr, Dittemore. 
Grace, Grant, Jack!-'4Jn, J(.hn~(Jn. ~\11IIJSfln. :--:ad\:, ~anf'}lt,z. :-;('ilnlidt, :-;howa.Jtt'r. Yfltlll:.,:lund. Hastit~n. 
De~loulln, Ednumds, tl:uniJtc)n, l"':ustf'r, Lall,tn. ~llIlIt·n. :'\:C'al, ~afrall. anti ~tj;)hk; abf~ Sl'na(or~ 

Derrnirlghnlu. Chane't', L. FfI\\'kr, 11,,(i~t·s, Kt'lllP, .\l.it'FarJant.:, :\it'h\ll~lIn, all(l t·i:..:nt~ros.) 

CONCERNING THE PRACTICE AS A rHILD HEALTH ASSOCIATE, A~D PRO­
VIDING FOR THE REGULATION THEREOF. 

Be it enacted by the GCl1erat- Assembly oj the State oj Colorado: 

Section 1. Short title.-Thi:-; act shall be known and may be cited as the 
"Child Health Associate Law". 

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

(2) "Board" means the Colorado state board of m€dical examiners. 

(3) "Pediatrics" means that branch of medicine ... vhich deals with the 
child and its growth and development and with the care, treatment, and 
prevention of disea~es, injuries, and defects of children. 

(4) "Physician" means a person who is licensed to practice medicine in 
this state. 

(5) A "child health associate" is a person who, subject to the limitations 
provided by this act, practices pediatrics as an employee of and under the 
diredion anri'H!pen"ision of a physician whose practice to a substantial ex­
tent is in pediatrics. 

Section 3. I~imitations on practice.-(1) No person, other than a phy­
sician, shall practice as a child hC8.lth associate in this state unless rertified 
as such or as othel'\vise authorized pur;-;uant to this act. Except as otherwise 
provided in this act, and except in the case of an emerg-ency. a child health 
associate shall practice only in the pr()fe~sional office of the employing phy­
sician or physicians and only during- the time when the employing phy;-;ician 
or, in the case of a grnup of employing physicians, when one of surh physi­
cians whose practice to a substantial extent is in pediatrics, i" directl~' and 
personally available. A child health associate may render pediatric sen'ices 
outside the professional office of the employing physician if such services 
either are rendered in the direct and personal presence of such physician, or 
consist of the follow up care of a patient pursuant to the specific directions 
of such physician related to that particular patient. 
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(2) (a) A child health as.-;ociate Illay prc:;C'riue dl'llg~, except. narcotic 
drllp,':';, which h~\'e been appro\'(~d by the' h<)aru for. prescription by child 
health associates. The hoanl may appro';c drugs from the following cate­
gories for prescription by child health associates upon the rcco!11mendation 
of an advisory committee apIJointed by the board, consistin~ of a board 
member, a member of the de'partment of pharmacology of the university of 
Colorado medic;:! center, a practicill7, pediatrician, a licen::-pd pharmacist, 
and a faculty member of the university of Colorado child health associate 
program: 

(b) Proprietary and nonprescription drugs. 

(c) (i) Specific rlrug's from the following categories of drugs for which 
a prescription is re(luired: 

(ii) Immullologic agellts 

(iii) Vitamins and dietary supplements 

(iv) Topical and oral decongestants 

(v) Oral laxatives and drugs affecting fecal consistency 

(vi) Oral or rectal antipyretics 

(vii) Oral nonnarcotic antitussives 

(viii) Oral expectorants 

(ix) Oral antihistaminics 

(x) Oral emetics in ~n emergency 

(xi) Locml anti-infectiye agents 

(xii) Local antifungal agents 

(xiii) Local adrenal corticosteroids 

(xiv) Other agent:; for treatment of local skin conditions 

(xv) Oral or rectal antiemetiC's 

(xvi) Oral antidiarrheal agents 

(xvii) Oral hematinic ngents 

(xviii) Injectible epinephrine, in an emergency 

(yix) Diagnostic agents to determine the presence of various diseases 

(3) Narcotic drugs may not be appro\"Cd for prescription by child 
health associates. 

(4) A child he~1th associate shall not perform any operative or any 
cutting proce'dure or engage in the treatment of fractures, but this subsec­
tion (.1) shall ]lot be constrned as prohibiting the rendering of such follow 
up care as may be delegated by the employing physician. 

(5) No more than one child health associate shall be employed at any 
one timo by :my one physician or, in the case of a group of employing phy­
sicians, no more than one child health as~ociate shall he employed at any 
one time for each of sl1ch physicians whose practiC'e to a substantial extent 
is in pediatrics. 

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

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

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

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

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

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

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

(c) Is of good moral character. 

(d) Is a citizen of the United States. 

(e) Has completed a course of study approved by the board in an ac­
credited college or university which includes the subjects of anatomy, phys­
iology, biochemistry, pathology, pharmacology, microbiology, growth and 
development, child psychology and psychiatry, preventive pediatrics, and 
clinical pediatrics, and possesses at least a bachelor's degree from such col­
lege or university. 

(f) Has completed an internship of at least one year approved by the 
board. 

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

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

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

(2) Any certificate not so renewed shall be suspended on the first day 
of the thirteenth month follo\ving the anninrsary date of issuance of his 
certificate. A certificate so suspended may be reinstated during the follow­
ing twelve months hy payment of the renewal fee and a reinstatement fee as 
fixed by the board. Thereafter, a certificate so suspended may be reinstated 
only upon payment of all delinquent renewal fees and a reinstatement fee 
fixed by thp board pursuant to section 11 of this act, following specific 
approval by the hoard. 

(3) Renewal of a certificate shall be requested by every person certified 
as a child health associate upon a fornl which shall be furnished to him by 
the board during the tenth month of each year follmving- the annh'ersary 
date of issuance of his certificate upon a form which shall be furnished to 
him by the board. 

(4) A renewal request shall he accompanied hy the prescribed fee to­
gether with evidence satisfactory to the board of the completion during the 
preceding twelve months of at least fourteen hours of post-graduate 
studies in pediatrics approved by the board. 

Section 9. Denial, suspension. revocation. and prohation.-(l) (a) 
The board may deny an application for, suspend for a period not exceed­
ing one year, revoke, or impose probationary conditions upon, a certificate 
for any of the follo\ving causes: 

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

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

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

(e) Willfully violating any of the provisions of this act or any of the 
provisions of article 1 of chapter 91, C.R.S. 1963, as amended, which are 
applicable and which are not inconsistent with this act. 

(f) Willfully and intentionally assisting in the practice or holding him­
self out to be a child health associate by one not certified under this 
article. 

(g) Being legally determined to be mentally incompetent. 

(h) Practicing as a child health associate other than as specified in 
sections 2 and 3 of this act. 
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(i) Being grossly negligent in tho practice as a child health associate. 

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

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

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

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

(c) For re-examination within one year, not less than fifteen dollars 
nor more than forty-five dollars. 

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

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

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

(g) For reissuance of a lost or destroyed certificate, following approval 
of the board, ten dollars. 

(2) Not later than the first day of June of each fiscal year, the board 
shall fix fees in each of the above categories within the stated limits in an 
amount which will produce sufficient re"enue for the ensuing- fiscal year 
not to exceed one hundred twenty per cent of the anticipated expen>:es of the 
board for the operation of the child health associate program by the board 
for that year. 

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

(4) No fee shall be refunded. 

Section 12. Violations and penalties.-(1) Except as provided in sec­
tion 13 of this act, it shall be unlawful for any person not certified under 
this act to practice as a child health associate or to hold himself out to be a 
child health associate in this state. 

(2) Any person violating s~bsection (1) of this section, upon convic­
tion, shall be punished by a fine of not less than twenty-fi\'e dollars nor 
more than three hundred dollars, or by imprisonment in the county jail for 
not more than ninety clays, or by both such fine and imprisonment, Each 
violation shall be considered a separate offense. 

Section 13, Exclusions.-(l) (a) Nothing in this act shall be con­
strued to limit: 

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

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

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

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

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

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

(4) Such injunctive proceedings shall be in addition to and not in lieu 
of all penalties and other remedies provided in this act. 

Section 15. Feasihility study.-During the eighth year after the effec­
tive date of this act, the board shall make a feasibility study and review of 
the provisions of this act to determine its effectiveness and accomplish­
ments, and shall solicit the cooperation and advice of the Colorado medical 
society, the Colorado academy of general practice, the Colorado chapter of 
the American academy of pediatrics, the Rocky :Mountain pediatric society, 
the Colorado osteopathic association, the faculty of the child health asso­
ciate program of the university of Colorado medical center, and any such 
other interested person as the board or other named agencies may deem 
proper. The board shall report its findings and recommendations to the 
governor and the general assembly of the state of Colorado. Such report 
shall be issued subject to the provisions of section 3-3-17, C.R.S. 1963, as 
amended. 

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

Section 17. Safety clause.-The general assembly hereby finds, deter-
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mines, and declares that this act is neces!'lary for the immediate preserva­
tion of the public peace, health, and safety. 

John D. Vanderhoof 
SPEAKER OF THE HOUSE 
OF REPRESENTATIVES 

Lorraine Lombardi 
CHIEF CLERK OF -THE HOUSE 
OF REPRESENTATIVES 

Mark A. Hogan 
PRESIDENT OF THE 

SENATE 

Comfort W. Shaw 
SECRETARY OF 

THE SENATE 

APPROVED ________________________________ _ 

John A. Love 
GOVERNOR OF THE STATE OF COLORADO 
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