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REPORT OF THE RECESS COMMISSION ON
UNIVERSITY OF MASSACHUSETTS MEDI-
CAL AND DENTAL SCHOOL.

To the General Court of Massachusetts
Under the provisions of chapter 70 of the Resolves of

1951, a special unpaid commission was authorized to
make an investigation and study concerning the estab-
lishment of a medical and dental school under the juris-
diction of the University of Massachusetts. The resolve
follows;

Resolve providing for an Investigation and Study by a Special
Commission relative to the Establishment of a Medical

:hool by the University of Massachusetts.

Resolved, That an unpaid special commission, to consist of two mem-
bers of the senate to be designated by the president thereof, five mem-
bers of the house of representatives to be designated by the speaker
thereof, and four persons to be appointed by the governor, is hereby
established for the purpose of making an investigation and study of
the subject matter of so much of the governor’s address (senate, No. 1,
pages 14-16) 1 as relates to the establishment by the commonwealth
of medical and dental schools under the auspices of the University of
Massachusetts to be located in the city of Boston and the report of a
special commission to consider the details of the problem and report
during the present session of the general court and of current house
document numbered 2324, Appendix C, relative to the advisability
of establishing a medical school and a dental school under the jurisdic-
tion of the trustees of the University of Massachusetts. Said commis-
sion shall be provided with quarters in the state house or elsewhere,
may hold hearings, may require by summons the attendance and testi-
mony of witnesses and the production of books and papers, may travel
within and without the commonwealth, and may expend for legal,
clerical and other assistance and for expenses such sums as may be
appropriated therefor. Said commission shall report to the general

Cbc Commontoealtf) of e@asoacfjusetto

Chapter 70.

1 See Appendix D
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court the results of its investigation and study, and its recommenda-
tions, if any, together with drafts of legislation necessary to carry its
recommendations into effect, by filing the same with the clerk of the
house of representatives not later than the first Wednesday of Decem-
ber in the current year.

A preliminary report was submitted to the Legislature
on March 15, 1952. Said report requested an extension
of time until June 4, 1952, which was granted.

At the first meeting of the Commission, held in room
436, State House, on December 12, 1951, Senator George
J. Evans of Wakefield was elected chairman and Repre-
sentative Wilfred S. Mirsky of Dorchester, vice-chairman.
John P. Sullivan, Ph.D., of Jamaica Plain was appointed
secretary. Herman G. Weiskotten, M.D., Dean Emeritus,
State University College of Medicine, Syracuse, New
York, and chairman of the Council on Medical Education,
American Medical Association, was employed for a short
time as technical consultant.

The Commission held more than a dozen meetings.
During the course of executive meetings the members
discussed in detail with leaders in the medical and dental
profession the many problems before them. Three public
hearings were held at the State House, Boston, City Hall,
Springfield, and Girls Trade School, Worcester. An all-
day field trip was taken to Tufts Medical School and the
New England Medical Center. A subcommittee made a
field survey of the hospitals in the Springfield area.

Members of the Commission know that the people
of Massachusetts are vitually concerned in maintaining
high standards of medical and dental service, and this
conclusion has at all times motivated members of the
Commission in their attempts to solve the many and
varied problems which confronted them.

The Commission wishes to acknowdedge its indebted-
ness to those persons identified with medical and dental
education, to hospital administrators, and to leaders of
the medical and dental societies who have given generously
of their professional services.

Approved September 18, 1961.
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General Factors.
Analysis of the supply of medical and dental personnel

or the adequacy of training facilities in any area of the
country lacks meaning unless consideration is given to
the complexity of factors that affect the quantity and
quality of the professional force. Major considerations
operative in Massachusetts include the following:

1. The high socio-economic position of the State
creates a heavy demand for education in the medical and
dental professions on the part of Massachusetts residents.

2. The number of qualified applicants to medical and
dental schools is significantly greater than the number
accepted.

3. Massachusetts depends heavily upon the schools of
other States for the medical and dental training of its
citizens and for annual additions to its professional force.
Evidence indicates that opportunities for Massachusetts
students in other States will be seriously curtailed in the
near future because of the increasing restrictions placed
on out-of-state residents by these States.

4. There is a disproportionate distribution of medical
and dental personnel among urban centers.

5. Retirement and inactivation, age distribution, and
nature of practice influence the actual effectiveness of the
total medical and dental personnel. These limiting fac-
tors must be considered when data on current supply are
used to determine future needs of medical and dental per-
sonnel and increased need for professional training.

6. A trend toward the aging of the Massachusetts pop-
ulation indicates a need for revised rates of professional
training if adequate ratios of new graduates to popula-
tion are to be maintained.

7. Lowering the financial barriers to needed health
care through public medical and dental programs and
voluntary health insurance plans similarly influences the
effective demand for professional services.

SUMMARY OF FINDINGS AND RECOMMENDATIONS.
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8. The Commission Is aware of the possible opposition
from certain quarters to new state-sponsored medical and
dental schools. It is not unmindful, however, that both
Boston University and Tufts medical schools also met
strong opposition when they were founded.

9. In proposing new state-sponsored medical and den-
tal schools, it is the hope of the Commission to produce
additional practicing physicians and dentists.

10. To carry out the recommendations contained in
this study, the Commission is attaching to this report a
draft of legislation (Appendix E) designed to establish a
medical and dental school, to be located in the city of
Boston or its vicinity, under the jurisdiction of the Uni-
versity of Massachusetts.

Professional Personnel and Schools in
Massachusetts.

Data have been presented concerning the medical and
dental personnel as well as the educational facilities in
the State. The findings most pertinent to the question of
state support of professional education may be sum-
marized as follows:

A. Medical Personnel and Training Facilities
1. Massachusetts, unlike 34 other States, does not re-

quire an annual or biennial registration of physicians;
therefore there is no official count of current practitioners
in the Commonwealth.

2. Although Massachusetts, according to the Directory
of the American Medical Association, is credited with
8,688 physicians, there are only 3,042, or 35 per cent,
classified as general practitioners with a percentagewise
ranking of fortieth among the States. Slightly less than
half (1,446, or 48 per cent of the 3,042 general practition-
ers) are graduates of unapproved schools. Thirty-eight
per cent of all physicians are classified as specialists, a
trend which will probably increase, as studies by Dr. H. G.
Weiskotten indicate that 65 per cent of recent graduates
are limiting their practice to a specialty.
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3. Returns from questionnaires submitted to hospitals
in Massachusetts indicate that approximately 15 per cent
of interns and 10 per cent of residencies are graduates of
unapproved or foreign medical schools. Based upon ex-
perience it would appear that not over one fifth of this
group will ever be admitted to private practice. As a
closely related problem, the supply of interns and resi-
dents is already below average; national shortages are
accentuated in Massachusetts.

4. In 1950, the per capita income in Massachusetts
equalled $1,600 one of the highest state averages in the
nation. Therefore it seems safe to conclude that the ef-
fective economic demand for medical services is high
among the citizens of the Commonwealth.

5. Based upon trends of population studies made by
the Census Bureau, it is estimated that by 1960 about
16 per cent of the Massachusetts population will be above
sixty years of age, a group with the highest medical serv-
ice requirements, adding considerably to the large number
of medical workers needed.

6. Public health activities, according to state and local
health and medical authorities, are handicapped by an
undersupply of staff members.

7. The medical profession, in the last three years,
through deaths, retirements and relocations, has lost an
average of 200 members annually. It has gained about
260 new practitioners annually for the same period. The
margin of 60 physicians is not sufficient to replace the
large number of physicians from unapproved schools, nor
to care for the increased population and the increasing
number of aged persons.

8. The Commission does not consider it wise, in view
of the fact that 42 per cent of our recent supply of regis-
tered physicians hail from medical schools outside the
State and from foreign countries, to be so dependent on
outside sources for our supply of physicians. (Table 4.)

9. The impact of the national mobilization effort will
further accentuate the shortage of physicians.

10. The Commission was disturbed by the situation
revealed by medical school authorities that many quali-
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fied students are unable to gain admittance to already
overcrowded medical schools throughout the country. It
further found disquieting the growing trend among state-
sponsored and some private schools to limit their enroll-
ment to citizens within their States or to students from
States without a medical school.

The Commission concludes there is a definite and in-
creasing need for an additional medical school in Massa-
chusetts.

B. Dental Personnel and Training Facilities.
1. The situation with regard to number of dental per-

sonnel in Massachusetts reflects the national shortage, al-
though Massachusetts has a more favorable supply than
some States.

2. The Massachusetts ratio of 1 dentist to 1,386 per-
sons conceals significant urban-rural disparities. Twenty-
seven per cent of all dentists are located in Boston; 45
per cent are concentrated in 7 cities of over 100,000 popu-
lation representing more than one third of the inhabitants
of the Commonwealth. A breakdown by comities shows
variations in dentist-population ratios ranging from 1:920
in Suffolk to 1:2008 in Bristol County. (Table B.)

3. The supply of dentists in Massachusetts is far short
of the number required to meet all dental health needs of
the population as evidenced by the fact that Massachu-
setts has the worst record of dental disease in the country.
(Table E.)

4. Data compiled by the Commission, based on studies
by the American Dental Association and the Census
Bureau, reveal that Massachusetts dentists, on the aver-
age, are older than dentists in comparable States. It is
interesting to compare the high proportion (63 per cent)
of dentists over forty-five years of age as against the same
grouping in the total Massachusetts population of 32 per
cent. (Part 11, and Table D.)

5. Present rates of production do not appear sufficient
even to maintain current dentist-population ratios
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throughout the next decade. Approximately 100 grad-
uates a year may be expected from the existing Massa-
chusetts dental schools. (Table H.) About 45 enter
active practice in the Commonwealth. An additional 25
Massachusetts residents enrolled in out-of-state schools
can be expected to return to serve the population of the
State. Hence, only about 70 new active dentists can be
expected to begin practice in the State annually. This
situation constitutes an actual shortage of about 30 den-
tists needed to maintain the current dentist-population
ratio, and from 100 to 110 fewer than would be required
to meet future predicted needs.

6. In recent years there has been an average of 100
Massachusetts residents enrolled in dental schools out-
side the State. (Table I.) This may be contrasted with
an average of 225 students from outside the State in
Massachusetts schools. Massachusetts sends a far greater
percentage of its students to out-of-state schools than does
any other State with a dental school. (Table H.)

7. At present, two dental schools exist in Massachu-
setts, the Harvard School of Dental Medicine (60 stu-
dents) and Tufts Dental School (360 students). The two
schools are approved by the American Dental Association
and are of high rank in relation to the schools of the
country.

8. Massachusetts has both a high need and a high
effective demand for dental care. Every dental survey
taken in this country, from one conducted during the
federal draft of 1863-64 to the recent selective service fig-
ures, has revealed that the highest prevalence of dental
defects is in Massachusetts. The number of dentists in
this State is properly evaluated only when considered
against this exceedingly high rate of dental disease.

C. Costs and Location.
The Commission is of the opinion that a need exists

for a new medical and a new dental school as shown by
the facts expressed in this study, and therefore has fur-
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ther studied costs and location. For the purposes of this
report it is assumed that a state medical and dental
school should provide all the facilities and meet all the
requirements of a school approved by the Council on
Medical Education of the American Medical Association
and the Council on Dental Education of the American
Dental Association.

According to estimates based on the experience in other
States, the Commission has arrived at the following ten-
tative annual figure: A medical and dental school of the
scope and character envisioned in this report would in-
volve an initial capital outlay of $5,250,000. The an-
nual budget, covering the operation, maintenance, and
debt service including both interest and principal pay-
ments would amount to $1,090,000.

The important question to be settled is: Are the citi-
zens of Massachusetts prepared to spend $1,090,000, or
24 cents per capita per year, for the purpose of construct-
ing and operating a first-class medical and dental school,
with proper facilities, and thereby increase and improve
the medical and dental services of the State?

On the basis of this report the Commission recommends
that a medical and dental school

(a) Be designed to provide undergraduate courses for
some 400 medical students and 300 dental students.

( b ) Consist of a building to house the medical and den-
tal classes, laboratories and administration offices.

(c) Be integrated with the University of Massachusetts
in order to make use of certain services already estab-
lished and the tradition of academic freedom; and policy
planning be entrusted to the University Board of Trustees.

(d) Be staffed by competent deans and experienced
faculty.

(e) Be located in Boston

Note. This report, for logical presentation, has been organized
in two sections, namely, the medical and dental phases. However,
it should be mentioned at this point that the Commission considered
the joint establishment of a medical school and a dental school. For
the purposes of this report it is assumed that the medical school and
dental school under the jurisdiction of the University of Massachusetts
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will be situated in the same location. This will permit joint utiliza-
tion of the basic science program, laboratories, hospital facilities, and
interchange of both faculties. This joint relationship will make for an
economic and efficient operation of the entire project. The Commis-
sion states with emphasis that it is most important to launch the pro-posed medical school and dental school with the highest academic
standards, and that personnel to staff said schools possess the highestprofessional standards. The Commission feels that these factors areeven more important than the physical plant.
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Part I

THE NEED OF MASSACHUSETTS FOR A STATE MEDICAL
SCHOOL.

The first task facing this Commission was a determina-
tion of the need for a new medical school in Massachu-
setts. Although such factors as location, staffing and
costs are of great importance, their significance rests es-
sentially upon a positive need in the first instance. The
basic question, therefore, is: Does Massachusetts need a
new medical school? Need is rarely an absolute concept;
it generally involves a relative measurement of urgent
and sometimes conflicting requirements. In this determi-
nation of need, various indices have been used in the
course of this study and investigation. In the use of these
criteria, the major focus is necessarily Massachusetts —■
that is, whether the country as a whole needs more or
fewer medical schools, we are concerned with the need in
Massachusetts both in terms of educational opportunity
for its citizens and in terms of meeting the medical prob-
lems of this State.

There is, of course, a time factor as well as that of
space or area. This study is not concerned with the years
1951 and 1952 alone. If one considers neither the past
nor the future, he may conclude that educational oppor-
tunities and the quality of medical care in Massachusetts
are almost adequate on a basis of comparison with other
States. The heart of the matter, however, lies in trends.
If the trends are running against Massachusetts students
and against the maintenance of present levels of medical
care by an inadequate supply of Grade A general practi-
tioners, then the citizens of Massachusetts generally, and
not merely those interested in a professional medical ca-
reer, will feel the harmful effects.

Arguments against a New Medical School.
With these assumptions in mind, the Commission as a

first step weighed carefully the major arguments against
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the establishment of a medical school, as well as reasons
advanced by the proponents. Excluding for the time
being the factor of cost, the major lines of reasoning
follow:

(a) The supply of physicians in Massachusetts is better
than the national average, therefore there is no “acute
and growing shortage” of physicians.

(6) Massachusetts has three medical schools now;
another school would be in competition.

(c) Massachusetts is getting its fair share of students
accepted in out-of-state medical schools.

{d) If the supply of interns and residents are short in
Massachusetts, this shortage exists not only in Massachu-
setts but in the Nation as a wThole.

I. Estimating Physician Resources and Requirements
[Figures in ( ) refer to page 58 ]

Although a number of attempts have been made to
measure the adequacy of medical care, no completely
satisfactory method has yet been devised.

The most comprehensive studies of adequacy were
those made under the auspices of the Committee on the
Costs of Medical Care about twenty years ago. (1) These
studies included investigation of the amount of care
needed by disease category for each age group. Today,
however, it can be seen that an amount of care greater
than even the standards of adequacy of those studies does
not provide service to meet needs in such fields as general
practitioners, psychiatry, tuberculosis and chronic dis-
eases. Moreover, in areas with more than that amount of
medical service, examinations of school children and mili-
tary service selectees have still demonstrated a large
volume of unmet needs.

A. Introduction.

B. Supply of Physicians in Massachusetts.
The Commission encountered some difficulty in deter-

mining the present supply of physicians in Massachu-
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setts (and as compared with some other States). Official
figures of federal agencies as well as the statistics of the
American Medical Association and the Massachusetts
Medical Society, do not always agree. Massachusetts,
unlike 34 other States, has no annual or biennial regis-
tration. (Table 1.) It does demand an annual registra-
tion for dentists but has no such requirement for physi-
cians. Since physicians are not required by law to
register annually, the Board of Registration in Medicine
is unable to maintain a file of current practitioners. The
State Health Department, also, is unable to estimate satis-
factorily the number of physicians for civilian defense
purposes.

The Massachusetts Medical Society, as of December 31,
1951, lists 6,359 active members resident in Massachu-
setts. (2) It has been estimated that this figure includes
a substantial majority of those eligible for membership
in this professional body.

The most current national survey appearing in the
1950 Directory of the American Medical Association

Table 1. — States requiring Annual Registration.
Arizona NebraskaNebraska
Arkansas Nevada
California New Mexico
Colorado New York 1

Connecticut North Dakota
Delaware Oklahoma
District of Columbia Oregon
Florida Pennsylvania
Georgia Tennessee
Idaho Texa
Indiana Utah
lowa Virginia
Kansas Vermont
Louisiana Washington
Minnesota West Virginia 1

Missouri 1 Wisconsin
Montana Wyoming

Source: Journal of American Medical Assoc don, Vo!. 146, No. 4, May 26, 1951, p. 361
Biennial registrat

2 Legislation approved April 11, 1951
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covered all physicians. The Massachusetts total listed
in the Directory amounted to 8,688 physicians for 1950. (3)

C. Physician-Population Ratio.
A commonly used index of medical resources is the

number of physicians per unit of population, or its re-
ciprocal, the number of persons per physician. This
gross index was used in an editorial of the “New England
Journal of Medicine” in pointing up the adequacy of
physicians in Massachusetts.

The Journal reports

According to the figures in the 1950 Directory of the American
Medical Association, there are in Massachusetts 538 people for each
physician. 1

The rest of the New England States have the following population
for each physician: New Hampshire, 733; Maine, 969; Connecticut,
612; Rhode Island, 758; Vermont, 648. New York alone has fewer
people per physician, the number being 475. . . .

Of course, these figures indicate the ratios for the total number of
physicians, some of whom are naturally not in practice for various
reasons, but the comparison of one State with another would seem to
be valid, especially when the variation is a wide one. (4)

Dr. H. G. Weiskotten, chairman of the Council on
Medical Education, American Medical Association, in his
report to the Commission stated:

Data available in the American Medical Directory indicates that
Massachusetts ranks very high among the various States in the ratio
of all types of physicians to the population.

In the distribution of “all physicians” in terms of the number ol
it ranks third, with 182.2 physiciansphysicians per 100,000populatior

for each 100,000 population.
in private practice, it ranks fourth,In terms of full-time specialist

with 50.3 per 100,000.
and part-time specialists in privateIn terms of general practitione

practice, it ranks third, with 84.2 per 100,000.
In terms of non-federal physicians, it ranks second, with 180.8 per

100,000.

Although Massachusetts ranks third among the States in terms of
general practitioners and part-time specialists, its population ratio for

The ratio for the United States is 1:745.
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this group has decreased from 103.7 per 100,000 in 1938 to 84.2 per
100,000 in 1949. The ratio of full-time specialists in private practice
in the same interval has increased from 32.6 to 30.3 per 100,000.
These trends will probably continue as studies indicate that approxi-
mately 65 per cent of recent graduates are limiting their practice to a
specialty.

In concluding his report Dr. Weiskotten said:
Hence, both from the standpoint of need for an increased number of

physicians and for increased opportunity for residents of the State to
undertake the study of medicine, Massachusetts has less need for the
establishment of a new medical school than most of the States in the
country.

On the other hand, in spite of any demonstrable need, the develop-
ment of a small high-grade, well supported medical school might result
in a real contribution to American medicine, providing its establish-
ment and development had no deleterious effect upon the future of
existing medical schools. (5)

It should be noted that “total of all physicians” was
used in computing the state-wide population-physician
ratios. Before jumping, therefore, to a hasty conclusion
as to the adequacy of physician supply in Massachusetts,
it should be mentioned that any rough comparison of
ratios among States are meaningless unless it is certain
that the physicians and populations involved are them-
selves comparable. The ratio computed for a large
political unit as a State represents an average of the ratios
existing in the localities comprising the area, and con-
ceals, as does any average, variations which are often
large.

The question is often asked whether the State is too
large an area for measuring the available medical service
personnel. For example, the city of Boston, with 17 per
cent of the state population, has 39 per cent of the phy-
sicians of the State according to the Directory of the
American Medical Association. It is well known that
about half of the population of Massachusetts resides
within a fifteen-mile radius of the State House. This
metropolitan area, according to the same Directory,
claims almost three fourths of all the doctors. Therefore
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it is safe to say that the heavy concentration of popu-
lation, hospital and training facilities, and physicians in
the area around Boston modifies state figures to an
amazing degree and distorts the picture for those living
in the rural and urban areas distant from this important
metropolitan center.

An additional but very important factor which cannot
be overlooked when appraising the amount of medical
services offered to the citizens in metropolitan Boston
is the large number of physicians engaged, part or full
time, in teaching; research work at schools, hospitals
and private agencies; insurance companies (Boston is a
national insurance center) and industrial plants. Those
doctors, naturally, are not available for full-time general
practice. This situation does not obtain in those States
which are predominantly rural and without medical
schools, such as Wyoming or Idaho.

One of the most stubborn of all problems of medical
care is the maldistribution of physicians between urban
and rural areas. Within Massachusetts, as in other States,
there is wide variation in the availability of general
practitioners among different areas. Not only are the
urban areas and densely populated counties better sup-
plied with both general practitioners and specialists,
but they attract proportionately more of the younger
graduates.

To contend, as some do, that Massachusetts does not
need more physicians or another medical school because
it currently enjoys a very favorable position in the ratio
of physicians to population is based on a fallacious
conclusion. A man who is drowning in ten feet of water
gets scant comfort out of knowing that the average depth
of the stream is only four feet. One is likely to get the
same kind of fallacious assurance from reading the high
physician-population ratio.

Even if Massachusetts enjoys a favorable ratio posi-
tion, it does not follow that the State has a sufficient
number of physicians. It may only prove that wr e have
a less inadequate supply than most other States. More-
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over, even if Massachusetts had a sufficient supply
currently, the present rate of increase of physicians may
not prove sufficient for future needs. We would not
argue that because we have more telephones today than
we had years ago we need not and should not increase
the supply for years to come.

The only satisfactory solution to the adequacy dis-
cussion would be for the medical and social science
organizations to determine scientifically a ratio norm.
Such a task would prove a tremendous undertaking.

ft may be interesting to point out at this time that
New York State, with the most favorable ratio in the
country, was not deterred from establishing two state
medical schools. Yeshiva University, a renowned edu-
cational institution, is founding a new medical school in
New York City.

Findings by various groups working with problems of
medical care in this country make it apparent that a plain
numerical count of all physicians does not provide a true
picture of available resources. Some insight into the
limitations of such totals for measuring the number of
physicians participating in the care of sick patients is re-
vealed by analysis of the 1950 Directory, which shows
that slightly more than 73 per cent of the Massachusetts
physicians listed are reported in private practice as gen-
eral practitioners and specialists for the country as a
whole the figure is 78 per cent; an additional 18 per cent
are listed as interns or residents, or as otherwise devoting
the greater part of their time to hospital service; the
national average is 13 per cent. Though not in private
practice, approximately 2 per cent serve the federal gov-
ernment. The remaining group about 7 per cent of
the total are retired. (Tables 2 and 2A.)

Although Massachusetts is credited with 8,688 physi-
cians, there are only 3,042, or 35 per cent, classified as
general practitioners as compared with 3,269, or 38 per
cent, listed as specialists. The national average classifies
38 per cent as general practitioners and 40 per cent as
specialists.



HOUSE No. 2510. [June22

A percentagewise study, among the forty-eight States
and the District of Columbia, disclosed that in relation to
all physicians, Massachusetts ranked fortieth in general
practitioners. This position is somewhat disquieting in
view of the high rank of Massachusetts in terms of wealth

Table 2. Number of Physicians Classified as to Type of Pradic

c _ XT
r^°l^ f General Special- R , Hospital G°vern"

State - SfJ Practice. ists. Ret,red Service. .Physicians. Service. l

Alabama ...
2,192 982 800 145 208 57

Arizona .... 802 242 410 99 41 10
Arkansas ....

1,665 897 475 150 92 51
California 16,668 5,965 6,754 1,825 1,745 379
Colorado ....

2,185 713 900 193 316 63
Connecticut 3,275 1.011 1,440 269 491 64
Delaware .... 429 171 149 33 67 9
District of Columbia 2,464 631 895 190 561 187
Florida ....

3,025 998 1,205 608 161 53
Georgia

.... 3.031 1,145 1.220 191 366 109
Idaho .... 484 270 166 34 1 13
Illinois 12,764 5,124 5,138 699 1,546 257
Indiana .... 4.307 1,923 1,620 255 426 83
lowa 2,890 | 1,277 1.051 181 320 61
Kansas ....

2,039 ! 837 769 127 259 47
Kentucky 2,527 | 1,235 917 136 203 36
Louisiana .... 2,913 1,030 975 262 553 93
Maine .... 973 ; 431 359 106 63 14
Maryland

....
3,445 1 1,073 1,159 298 791 124

Massachusetts . 8,688 1 3,042 3,269 593 1,578 206
Michigan .... 0.937 ! 2,380 2,963 349 1,172 73
Minnesota 4,117 1,452 1,306 286 997 76
Mississippi 1,457 801 439 144 41 32
Missouri .... 5,074 1,816 1,999 378 791 90
Montana .... 559 272 240 31 9 7
Nebraska ...

1,581 734 579 87 112 69
Nevada .... 199 86 82 23 4 4
New Hampshire 734 294 311 79 38 12
New Jersey 6,429 2,452 3,105 306 429 137
New Mexico . 504 201 206 58 33 6
New York 30,212 9,900 13.784 1,373 4,574 581
North Carolina 3,275 1.321 1,178 231 475 70
North Dakota ... 475 209 202 38 19 7
Ohio 9,883 3,602 4,075 530 1,441 235
Oklahoma 2,164 956 870 152 134 52
Oregon ....

1,802 738 650 187 184 43
Pennsylvania . 14,207 5,221 5.866 870 1,850 400
Rhode Island ... 992 337 468 54 106 27
South Carolina 1,476 714 488 122 104 48
South Dakota ... 492 243 198 32 3 16
Tennessee. 3,113 1,223 1,139 203 501 47
Texas ....

7,724 3,213 3.214 490 647 160
Utah .... 841 299 324 53 131 34
Vermont .... 569 245 189 67 54 15
Virginia .... 3,213 1,297 1,005 297 512 102
Washington . 2,714 1,031 1,140 221 238 84
West Virginia . . 1,753 773 719 109 111
Wisconsin .... 3,696 1,611 1,372 252 386 75
Wyoming .... 247 132 85 22 3 5

Totals . . 193,205 72.550 77,867 13.438 24.887 4,464
Government service 2 . 8,072 529 321 2,940 4,282

1950 Census of Population, Bureau of Census, U. S. Department of Commerce,
PC-3, No. 10, Feb. 16, 1951, Washington, D. C.

Physicians on active duty with Reserve Corps and retired officers of the
2 Physicians on active dutj' with regular army, navy, air force, U. S. Public Health Service

Veterans Administration, Indian Service.
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and per capita income. Massachusetts, among the
States ranks sixth in income per family and tenth in in-
come per person.

In the grand total is also included some 1,578 physicians
who are in hospitals, a substantial number from unap-
proved or foreign medical schools; in addition, there are

able 2A. Per cent of Physicians Classified as to Type of Pro

. r General Special- R . Hospital.
STATF- gwns. “e - «ts. Retaed - Service. .

Alabama ....
2,192 45 36 7 9 3

Arizona . . • • 802 31 51 12 5 1
Arkansas .... 1,665 54 28 9 6 3
California. 16.668 36 41 11 10 2
Colorado .... 2.185 33 41 9 15 2
Connecticut • 3,275 31 44 8 15 2
Delaware 429 40 35 8 15 2
District of Columbia 2,46-1 26 36 8 23 7
Florida .... 3.025 33 40 20 5 2
Georgia .... 3.031 38 40 6 12 4
Idaho .

.. 484 56 34 7 - 3
Illinois ....

12,764 40 40 6 12 2
Indiana ....

4,307 45 37 6 10 2
lowa 2,890 44 37 6 11 2
Kansas ....

2,039 41 38 6 13 2
Kentucky 2,527 49 36 5 8 2
Louisiana ...

2,913 35 34 9 19 3
Maine .... 973 44 37 11 7 1
Maryland .... 3,445 31 34 9 23 3
Massachusetts . . 8,688 35 38 7 18 2
Michigan ... 6,937 34 43 5 17
Minnesota ...

4,117 35 32 7 24 2
Mississippi 1,457 55 30 10 3 2
Missouri ... 5,074 36 39 7 16 2
Montana .... 559 49 43 5 2 1Nebraska .... 1,581 46 37 6 7 4
Nevada .... 199 43 41 12 2 2
New Hampshire 734 40 42 11 5 2
New Jersey 6,429 38 48 5 7
New Mexico 504 40 41 11 7 1
New York 30,212 33 46 4 15 2
North Carolina . 3.275 40 36 7 15 2
North Dakota . 475 44 43 8 4 1
Ohio 9,883 37 41 5 15 2
Oklahoma . 2.164 44 40 7 6 3
Oregon ....

1,802 41 36 10 11 2
Pennsylvania . 14,207 37 41 6 13
Rhode Island 992 34 47 5 11 3
South Carolina 1,476 49 33 8 7 3
South Dakota , . 492 49 40 7 1 3
Tennessee 3,113 39 37 7 16 1
Texas ....

7,724 42 42 6 8 2
Utah ... 841 36 38 6 1 6 4
Vermont .... 569 43 33 12 9 3
Virginia

....
3,213 41 31 9 16 3

Washington 2,714 38 42 8 9 3
West Virginia . 1,753 44 41 6 7 2
Wisconsin

.... 3,696 44 37 7 10 2
Wyoming

... 247 54 34 9 1 2
Totals . 193,205 38 40 7 13 2

Source: 1950 Census of Population, Bureau of Census, U. S. Department of Cc
SeriesPC-3, No. 10, Feb. 16, 1951, Washington, D. C.

1 Physicians on active duty with Reserve Corps and retired officers of th
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206 physicians employed by the federal government and
another 593 physicians who are retired.

The fact that the number of doctors in Massachusetts
has kept an exact pace with the increase in the population
of the State from 1906 to 1950 is worthy of note.
(Table 3.) That this trend is worsening in recent years
may be seen from the data, which show that whereas

Table 3. The Growth in Population and in Number of Physicians
in Massachusetts and. the United States in the last Forty-four Years.

United States. Massachusetts.

_
. . / 1906 85,436,556 3,106,795Population | 1950 150,697,361 4,690,514

Gain 65,260,805 1,583,719
Per cent gain ........ 76 51

XT , . ™ . . / 1906 122,167 5,732Number of Physicians | 202,683 8,688

Gain 80,516 2.956
Per cent gain

........ 65 51

Source: American Medical Directory, 18th Edition, 1950, Table 2, and United States Census
tables.

during the five-year period 1947-1951 our population in-
creased 5 per cent, our physicians licensed to practice has
decreased at a rapid rate, as follows:

Number of Physicians 1947. 1943. 1949. 1950. 1951Registered by

State Board ....
92 58 55 40 35

National Board 274 295 271 185 200

Totals 366 353 326 225 235

(See Table 4.)

The problem of shortages in physician supply, at least
in certain areas, is confirmed by the results of a ques-
tionnaire submitted by the Commission to hospitals in
Massachusetts. Of the 25 hospital administrators 1 re-
porting a shortage of doctors in the general area of their
hospital, 9 reported a shortage of both general practi-

More than one hospital reported for some are
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tioners and specialists (Athol, Brockton, Ipswich, Pitts-
field, Pocasset, Taunton, Tewksbury, Worcester, Wren-
tham); 5 reported a shortage of general practitioners
(Amesbury, Belchertown, Marlborough, Salem, Webster);
and 7 reported a shortage of specialists (Adams, Glouces-
ter, Holyoke, Leominster, Nomood, Palmer, Springfield).

Although this information is not intended to represent
all the areas, it does cover a cross section of the State, and
presents the considered opinion of professional persons as
to shortages in their particular areas.

Table 4. Graduates of Medical Schools Licensed by State Board,
1947-1951

1947. 1948. 1949. 1950. 1951Institutic

Boston University School of Medicine 2 2 1-
Harvard Medical School ... 11 8 7 4 4
Tufts Medical School ... 7 - 3 2 1
College of Physicians and Surgeons 6 10 8 I 1
Middlesex 27 11 7 3 2
Others in United States ... 27 17 15 23 17
Foreign 12 10 14 7 10

Graduates Registered by Endorsement of National Board of Credentia
1947-1951.

Boston University
Harvard

43 38 39 18 31
64 80 45 46 41
93 83 87 51 57
66 87 94 67 63

8 7 6 3 8

Tufts
Other Schools in United State;
Foreign

....

Limited Licenses granted by the State Board, 1947-1951
Residents of:

Massachusetts
Other States

202 199 256 251 216
288 320 371 373 331

50 52 82 135 231Foreign

Source: Massachusetts Board of Registration in Medicine.

D. Graduates of Unapproved Medical Schools
The Commission viewed with alarm the import of cer-

tain underlying data which revealed the large number of
licensed practicing physicians in the State who are grad-
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uates of unapproved medical schools. It would appear
from a study of the American Medical Association Direc-
tory that of the total of 3,042 general practitioners in
Massachusetts, slightly less than half (1,446, or 48 per
cent) is from this source. This figure of 1,446 graduates
of unapproved schools represents 16.3 per cent of the
total physicians in Massachusetts. (6)

E. Graduates of Foreign Medical Schools.
Returns from a questionnaire submitted by the Com-

mission to Massachusetts hospitals disclose the high pro-
portion of staff members from unapproved or foreign
medical schools. Confirming this situation, Dr. Vlado
Getting, Commissioner of Public Health, in speaking be-
fore one of the Commission meetings, reported the per-
centage of foreign trained physicians on the staffs of a
few state hospitals, as follows;

Rutland St

North Reading
Lakeville State

Westfield S

He emphasized that these figures indicate the difficulty
in filling these positions with graduates of American medi-
cal schools. It is estimated that approximately 15 per
cent of the interns and 10 per cent of the resident physi-
cians in Massachusetts hospitals are in this category.
The best available information would indicate that not
over one fifth of this large group will ever be admitted
to private practice. 1

1 Graduates of foreign medical schools who matriculated in medical schools prior to Janu-
ary 1, 1941, are eligible to apply for admission to the examination. Graduates after that
date must he graduates of a medical school approved (not only by the AMA) but by the
Approving Authority for Colleges and Medical Schools of the Commonwealth of Massachu-
setts. The Approving Authority has approved only one foreign medical school, namely,
School of Physic, Trinity College, University of Dublin. Dublin, Ireland.
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F. Specialization.

Although the chief interest of the Commission, from
the outset of its deliberation, was concerned with general
practitioners in the field of medicine, its attention was
directed to the pyramidal growth of medical special-
ization. As previously mentioned, 38 per cent of the
8,688 physicians in Massachusetts are classified as
specialists. Data on the subject, contained in the 1950
AMA Directory, would seem to indicate clearly that
specialization has increased significantly in the last two
decades. It would further indicate that specialization
and urbanization are highly correlated. Dr. Weiskotten,
in commenting on the future growth of specialization,
said:

These trends will probably continue as studies indicate that approxi-
mately 65 per cent of recent graduates are limiting their practice to a
specialty.

G. Age and Activity of Physicians.

Age and activity of physicians are two other significant
variables. Not only do the physicians per unit of popu-
lation in one community surpass those of another, but
there is also great variation among physicians as to
volume of service that each is able to render. For this
reason a count of all physicians or even of those con-
sidered as gainfully employed in the practice of medicine

represents at best a crude index to the volume of
medical services available in a given community. Only
actual checking in the field will reveal the number of
physicians who are ineffective as practitioners because
of age or physical disability. Many of these men see an
occasional patient but do not regard themselves as re-
retired, yet they cannot be considered as inactive practice.
Likewise, the patient load of younger practitioners in
their early years is considerably less than that of
physicians in their prime.

Diminished professional activity associated with ad-
vanced age was recognized by the Central Board of
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Procurement and Assignment Service, a division of the
War Manpower Commission. (7) In testimony before
the Senate Subcommittee on Education and Labor
dealing with medical manpower, Dr. Lahey stated that
the average private physician in this country over age
sixty-five was considered arbitrarily as being 33 per cent
efficient.

Although there is general agreement that age is an
important factor in determining the service capacity of
the average physician, only recently has it received
attention in published figures. Leven (8) points out that
the amount of idle time consumed in established practice
represents a complete loss of at least two full years for
the average physician. He finds that the first seven
years are characterized by a low financial return. Between
the eighth and thirty-fifth years, income of physicians
is above the average for all years. If practice is con-
tinued after this period the income again becomes sub-
normal.

This factor of age and income as related to physicians
was recently studied jointly by the American Medical
Association and the United States Department of Com-
merce. After an extensive national survey of Income of
Physicians, the report finds that age is one of the most
important factors making for income differentials among
physicians. Starting with a mean net income of 86,787
for physicians under thirty years of age, practitioners
reached their peak of income of 814,967 between forty-
five and fifty years of age, thus more than doubling their
average income in the first twenty years of practice.
During the next twenty years of practice, the average
peak income was halved. (9)

A study of the age distribution of physicians in Massa-
chusetts was made from the 1950 Directory of the
American Medical Association. From the available
information (excluding the retired physicians and those
not giving the year of birth) it was found that there were
8,095 names, as seen in Table 5. Approximately 10 per
cent of the physicians are over seventy years of age and
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still consider themselves as in active practice. It is
interesting to note that about one half of the active
physicians are over forty-five years of age as against the
same age grouping in the total Massachusetts population
of about one third.

Table 5. Age Distribution of Physicians in Massachusetts in 1950,
by Year of Birth .

Year. No. Year. No. Year. I No.

1859 ..

. 1 1882 ..
. 92 1905 ..

. 232
1860 . . - 5 1883 . . 92 1906 ..

. 230
1861 ... 3 1884 90 1907 ..

. 252
1862 ...

4 1885 77 1908 ..
. 230

1863 ..

. 5 1886 92 1909 ..

. 240
1864 ..

. 5 1887 87 1910 ... 218
1865 ... 9 1888 85 1911 ... 206
1866 ... 10 1889 109 1912 ... 251
1867 ... 13 1890 ... 105 1913 ... 210
1868 . 19 1891 . 119 1914 . 231
1869 ... 24 1892 . ., 129 1915 ... 239
1870 . . 40 1893 . . . 131 1916 . . . 227
1871 ... 25 1894 122 1917 ... 241
1872 ... 50 1895 ... 11l 1918 ... 210
1873 ... 43 1896 . 142 1919 ... 198
1874 . . . 59 1897 . . 163 1920 ... 215
1875 ... 68 1898 . . 150 1921 ... 220
1876 . 79 1899 ... 150 1922 ... 160
1877 ... 70 1900 ... 150 1923 ... 138
1878 ... 71 1901 . 167 1924 ... 100
1879 ... 83 1902 ... 180 1925 ... 62
1880 .. . 86 1903 . 181 1926 17
1881 ... 80 1904 192 Total . . 8,095

Source: Directory, American Medical Association, 1950.

H. Emergency Medical Problem.
The emergency medical problem, serious though it

may be, is difficult to measure. Communications appear-
ing in letters to the editor and news stories concerning
medical situations would seem to indicate that this is
not isolated but very real. The Commission was in-
formed that a group of citizens in one town petitioned
the selectmen to investigate and remedy the emergency
medical service problem. 1 Another report concerned a

Dedham, Massachusetts, ‘ Transcript”, July 21, 1950.
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congested residential area where there were many doctors
who offered medical services at their offices during the
daytime, but as residents of other communities were not
readily available for emergency night calls. That the
medical emergency situation is a real problem is now
recognized by medical organizations. Recently the
Norfolk South District Medical Society organized a
voluntary plan for emergency medical coverage in Brain-
tree, Cohasset, Hingham, Holbrook, Hull, Randolph,
Quincy and Weymouth. These situations point up the
inadequate medical services during emergencies.

I. Effect of Income Taxes.

The effect of high income taxes in determining the
amount of services rendered by some doctors was brought
forth during the many meetings held by the Commission.
Admittedly an intangible factor, and probably a question
of ethical or professional altruism, nevertheless, as a
factor bearing on the amount of medical service it rates
some consideration.

11. Estimating Need for Physicians’ Services.

A. Difference between Need and Demand

At the outset medical need must be clearly distin-
guished from medical demand. “Effective economic
demand” is measured in units of services actually received
by the consumer. Demand is determined by the patient’s
intelligence to seek and ability to obtain the services he
needs. The belief is expressed in various quarters that
actual and potential demands for medical care, as meas-
ured against the number of general practitioners, indicate
a definite deficiency even at present, and a more serious
deficiency for the future unless adequate plans are de-
veloped to increase the supply.

As indicated by many studies, the high average income
States, among which is Massachusetts, pay for and receive
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congested residential area where there were many doctors
who offered medical services at their offices during the
daytime, but as residents of other communities were not
readily available for emergency night calls. That the
medical emergency situation is a real problem is now
recognized by medical organizations. Recently the
Norfolk South District Medical Society organized a
voluntary plan for emergency medical coverage in Brain-
tree, Cohasset, Hingham, Holbrook, Hull, Randolph,
Quincy and Weymouth. These situations point up the
inadequate medical services during emergencies.

I. Effect of Income Taxes.

The effect of high income taxes in determining the
amount of services rendered by some doctors was brought
forth during the many meetings held by the Commission.
Admittedly an intangible factor, and probably a question
of ethical or professional altruism, nevertheless, as a
factor bearing on the amount of medical service it rates
some consideration.

11. Estimating Need for Physicians’ Services.

V. Difference between Need and Demand

At the outset medical need must be clearly distin-
guished from medical demand. “Effective economic
demand ” is measured in units of services actually received
by the consumer. Demand is determined by the patient’s
intelligence to seek and ability to obtain the services he
needs. The belief is expressed in various quarters that
actual and potential demands for- medical care, as meas-
ured against the number of general practitioners, indicate
a definite deficiency even at present, and a more serious
deficiency for the future unless adequate plans are de-
veloped to increase the supply.

As indicated by many studies, the high average income
States, among which is Massachusetts, pay for and receive
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more medical care than do low income States, which
means that a State may have nearly all the medical care
it is prepared for, yet not even approach the amount or
the quality of medical care that would adequately meet
the needs of all the people. The continuing unmet de-
mands in Massachusetts is evidenced by the continuing
immigration of doctors from other States and foreign
countries.

It is vital that this distinction between need and
demand be made. While the effective economic demand
depends primarily upon the financial status of the indi-
vidual, on the other hand need is determined by patho-
logical processes in the human organism. It is measured
by all the services objectively required for the maintenance
of health and treatment of illness. The long-range
objective of a medical service program should increasingly
be those that are based upon these actual requirements,
rather than the pocketbooks of the people.

In Massachusetts, the effective economic demand is
high. In 1950 the per capita income payments to indi-
viduals in the State equalled 51,600. (10) This represents
one of the highest state averages in the entire nation, and
amounted to 111 per cent of the United States per capita
income figure of $1,436. Similarly the cultural resources
of Massachusetts residents are as favorable as any in the
country. Citizens of Massachusetts have, apparently,

:eek and ability to obtain”
people of any other State.

as much “intelligence to
medical services as do the
(Fig. 1.)

of the Massachusetts popu-The actual health needs
lation are, however, greater than even the present effective
demand. Current accomplishments of supply should
not detract from the importance of establishing far-
sighted personnel production goals, if all needs are to be
met. Indeed, the very socio-economic status of the
State gives assurance that augmented physician services
can be well supported.
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There are some studies and statistics available on the
prevalence of illness in the United States and Massa-
chusetts.

(a) U. S. Public Health Surveys, 1938. The U. S.
Public Health Service, about fifteen years ago, conducted
a house-to-house canvass of more than 2,500,000 persons
in 83 cities and 23 rural counties. Studies based on this
survey, supplemented by other more inclusive material,
showed that on an average day about 5 of every 100 in the
population suffer from illness or disability serious enough
to prevent them from working or carrying on normal
activities such as household chores, daily work, or at-
tendance at school.

(5) U. S. Public Health Surveys, 1949. A later
urvey, conducted by the same organization in 1949,

estimated that about 6 per cent of the population between
fourteen and sixty-four years of age were disabled by
illness and other conditions preventing the individual
from working or carrying on his usual activities. (11)

(c) Vital Statistics. The latest complete vital
statistics issued by the Public Health Service showed that
Massachusetts had the sixth highest death rate per
thousand (see Table 6); and had the third highest death
rate for diseases of the heart, being exceeded only by
New Hampshire and New York State.

(d) Estimates of Medical Need. Some years ago a
series of estimates of medical need was made by Lee and
Jones. (12) Comparisons were later made between the
need for service as estimated by Lee and Jones and the
number of services actually received for various illnesses
by different income groups. (13) From these and other
studies (14) Fig. 2 has been prepared, showing effective
demand as a percentage of need for selected groups of
diagnoses for families of all income groups. The length
of each bar constitutes an index of the extent to which
effective demand approached the Lee-Jones estimates
of need.

1. Studies on Illness and Disability.
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Table 6. Crude Death Rates: United States, Each State, 1940,

1948, 1949.

Area 1949. 1948. 1940.

United States 9.7 9.9 10.7

Maine H. 2 11.3 12.5
New Hampshire 11 7 12.1 12.6
Vermont . . • • ■ • H-3 114 13.0
Massachusetts 10.6 11 1 11.8
Rhode Island . • 10 2 10.4 11.2
Connecticut 9.4 9.9 10.5
New York 10.5 11.0 11.0
New Jersey . . . • • • 10-0 10.3 11.1
Pennsylvania . . . • 10.4 10.7 11.3
Ohio 101 10.2 11.4
Indiana .

.
. • • • 10-3 10.4 11.8

Illinois • • • 10.7 10.8 11.3
Michigan 9.2 9.2 9.9
Wisconsin ....... 9.9 10.0 10.0
Minnesota 95 9.6 9.5
lowa 10.2 10.5 10.4
Missouri • • • 11-2 11.2 11.6
North Dakota 9.0 9.2 8.3
South Dakota 9.2 9.8 8 9
Nebraska ....... 9.8 10.1 9.7
Kansas . . • • . • 10.1 10.3 10.4
Delaware 10.4 10.7 12.3
Maryland 9.5 9.8 12.0
District of Columbia .... 10.1 9.3 11.8
Virginia ....... 8.9 8.9 10.9
West Virginia 8.9 9.2 9.3
North Carolina 7.9 7.9 8 9
South Carolina 8.7 9.1 10.7
Georgia ....... 8.8 9.0 10 4
Florida 9.5 9.5 11.2
Kentucky ...... 9.8 9.9 10.5
Tennessee ....... 8.9 8.9 10.0
Alabama ....... 8.9 8.9 10.4
Mississippi 10.0 9.9 10.7
Arkansas ....... 8.5 8.4 8.9
Louisiana 8,9 9.1 10.8
Oklahoma .... .. 9.1 9.1 9.0
Texas ....... 8.3 8.5 9.8
Montana . . . 10.5 11.0 10.4
Idaho 8 2 8.9 9.4
Wyoming ....... 8.6 8.9 8.6
Colorado 9.9 10.5 10.8
New Mexico ...... 8.8 9.5 10.3
Arizona ....... 8.8 9.3 10.9
Utah 7.3 7.6 8.7
Nevada ....... 10.1 10.2 12.5
Washington . . . 9.5 9.5 11.5
Oregon . . . . . 9.3 9.5 11.1
California 9.6 9.4 11.4

Source: Vital Statistics of the United States, 1949, Part I. Public Health Service, F. S. A.
p. xli.
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It is seen that only for accidental injuries does the
percentage approximate 100. Here the urgency of the
need is obvious, and the patient, his employer, his family,
and organized agencies are particularly likely to see that
medical service is provided. Skin disease, which is
superficial and visible, comes next. At the other end
we find communicable and niinor respiratory diseases,
conditions which are common, self-limited, and all too
frequently treated by self-medication. The contrast
between major and minor respiratory diseases is strik-
ing.

Before further consideration of the significance of
these findings, one point should be noted. Lee and Jones
themselves recognized certain shortcomings in their
estimates, particularly the existence of disease unrecog-
nized as such by the patienti An obvious example is
the painless lump in the breast, often unnoticed, still
more often observed but disregarded, until it has become
incurable cancer. The problem encountered, then, is
the necessity for complete data on the prevalence of
disease in its broadest sense, i There is at present no
complete information of this) sort, and its collection
would necessitate periodic canvassing combined with
medical examinations on a large scale.

(e) Sickness Survey. ■— Another survey made in 1950
among male and female workers disclosed that all sick-
ness and non-industrial injuries disabling for eight con-
secutive calendar days or longer resulted in frequency
rates of 116.8 per 1,000 males and 258.4 per 1,000
females. (15)

(/) Selective Service. ■— Searching through a mass of
statistics is not a job that appeals to the average person.
It is not strange, therefore, that many people have no
clear idea about the true state of the nation’s or State’s
health. There is one set of statistics, however, which
impressed the public, namely, the figures on rejection
of Selective Service registrants. (See Table 7.) In
testifying before a Senate committee investigating health
conditions, Colonel Leonard G. Rowntree, an eminent
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Table 7. Estimated Number of Men 18-S7 Years of Age on August 1,
1945, who had been Physically Examined for Induction or Enlist-
ment and Number Rejected, by State.

Ratio of
RejectedEstimated

RejectedTotalState, toExamined Examined

17,384,700Continental United States 5,249,200 30.2

39.7Alabama
Arizona
Arkansas
California
Colorado

401,300 159,500
68,500 21,900

276.600 108,200
32.0
39 1

908,200 235,400 25.9
141,100 45,500
233,400 59,900

32.2
25.7Connecticut

Delaware . 36,800 11,000 29.9
33.2District of Columbia

Florida
124,700 41,400

269,400 95,200 35.3
450,400 189,900Georgia

Idaho
42.2

64,000 16,300 25.5
260.3001,002,800Illinois

Indiana
lowa .

26.0
433,900 125,100 28.8
285,000 70,400 24.7

23,9205,100 49,000Kansas
389,600 140,600Kentucky

Louisiana
Maine

36.1
36.7338,100 124,000

101,800 30,500 30 0
30.7266,200 81,800Maryland

Massachusetts
Michigan .

26 6524,800 139,800

709,500 213,600 30.1
26.3Minnesota

Mississippi
Missouri

337,800 89,000

300,500 110,000 36.6
32.2477,300 153,800

70,000 19,800Montana
Nebraska
Nevada

28.3
27.0143,600 38,800
24 216,500 4,000

59,500 18,400New Hampshire
New Jersey

30.9
23.0540,400 124.200

71,000 23.300New Mexico
New York

32.8
1,731,100 467.100 27.0

North Carolina
North Dakota
Ohio .

42.9530,800 227,600

75,400 20,900 27.7
26.7910,700 243,000

289,200 92,400Oklahoma
Oregon

32.0
25 7132,000 33,900

Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee

25.71,310,900 336.800
26.692,800 24,700

291,600 128,900 44.2
26 071,800 18,700

418.400 147,100 35.2
Texas
Utah

894,300 286.400 32 0
67,900 15,700 23.1

Vermont
Virginia

42,700 14,500 34 0
407,000 145.600 35.8

Washington
West Virginia
Wisconsin .

210,100 57,800 27.5ui,oinj

275,900 90,200 32.7
354,700 89,900
29,600 7,400

25.3
Wyoming 25 0

Source: “Physical Examination of Selective Service Registrants, 1,” Special Monograph No.
15, Vo. 111, App. F, Selective Service System, 1947.
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physician and chief of the medical division of the Selective
Service System, said in July, 1944:

We are just completing the creation of the greatest fighting force
that the nation has ever seen. . . . Instead of finding a rugged, virile
manhood, we have found a great many of what we call the five D’s
defects, deficiencies, disabilities, diseases and disorders and the
number of these has been appalling.

. . .
(16)

By August 1, 1945, the number of 18-37 year-old
registrants rejected because of physical or mental defects
in the continental United States was 5,249,000, or 30 per
cent of the estimated total number examined. In no
State was the rate of rejection lower than 1 in 4 men
examined within this age range.

In regard to the ratio of rejectees, Massachusetts
had a lower rate than 32 of the States, yet surprisingly
had a higher rejection ratio than 16 others. Selective
Service medical authorities claim that most of the defects
could have been remedied. Going through the list of
conditions for which men were rejected, one finds many
that would not have taken nearly so heavy a toll if proper
medical care had been given.

111. Increasing Requirements for Medical Personnel.

Despite the adequacy or inadequacy of the current
ratio of medical personnel to population, a wide variety
of factors are now operating to increase the required
number of physicians. The mere maintenance of present
rates of production will prove increasingly insufficient
as the combination of these factors steadily raises the
supply requirements.

How to fill the void caused by the closing of Middlesex
and College of Physicians and Surgeons and how to re-
place the high number of graduates from these unapproved
schools with competent, highly trained, grade A physi-
cians was a subject of real concern to the Commission.
Where will their replacements be found? From the three
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private, approved medical schools, already crowded?
From graduates of other United States and foreign medi-
cal schools? Or from a new state-sponsored medical
school?

This factor of replacement was further heightened by
the need to replenish the annual loss to the profession.
It is estimated that during the last three years the de-
crease in the medical profession in Massachusetts, by
deaths, retirements, disabilities and relocations, but not
including those lost to the armed forces, averaged 200
each year. The increase of new practitioners (graduates
of the three approved and two now discontinued un-
approved schools from Massachusetts; other schools in
the United States and foreign countries; and physicians
relocating in the State) averaged about 260 per year. A
quick summary would seem to indicate that Massachu-
setts is not only replacing its annual loss of 200, but has a
margin of at least 60 physicians. Careful reflection, how-
ever, would not admit this number as a safe margin,
particularly for the increased population. In this recent
three-year period approximately 42 per cent of all physi-
cians licensed in Massachusetts come from medical
schools outside the State and from foreign countries. As
part of a long-range view, is it wise for the Common-
wealth to be so dependent on outside sources for its supply
of physicians? Current information would indicate that
geographic barriers are unfavorable to many potential
Massachusetts students of medicine.

Another factor in the future supply of physicians the
impact of national mobilization is difficult to measure
at this time, but even the most optimistic observer be-
lieves that the shortage of physicians will be further ac-
centuated by the demands of the rapidly expanding armed
services. A State without adequate medical training fa-
cilities may feel the pinch far greater than the better
equipped States.

Actually, both need and demand are increasing. Demo-
graphic, social and scientific factors are augmenting the



HOUSE No. 2510. [June38

total need for health services. Health education of the
public, organized efforts to lower the cost of medical care,
and other programs are simultaneously affecting the
effective demand for the services of physicians.

All calculations of personnel requirements must take
account of the growth and aging of the population. In
the period between 1950 and 1960, the state population
can be expected to increase by about 375,000. Moreover,
an increasing proportion of the Massachusetts population
is in the older age bracket, with estimates, based on
Bureau of the Census studies, that in 1960 almost 16 per
cent of the people will be above sixty years of age. The
older age groups have the highest medical service re-
quirements, adding considerably to the large number of
medical workers generally needed to serve the new incre-
ments of population.

The development of organized health programs in re-
cent years has placed and will increasingly place
heavy demands for personnel upon Massachusetts. Pub-
lic health activities at state and local levels are handi-
capped by an undersupply of trained staff members. New
projects in maternal and child health, care of the chron-
ically ill, industrial medicine, cancer control, mental
hygiene - all have opportunities for large numbers of
personnel. The National Hospital Construction Act will
create a need for new staffs in many of the facilities to
be erected.

The increase in the number and diversity of medical
care projects will seriously alter the standards of supply
in the medical profession. Voluntary medical and hos-
pital prepayment plans, rural health co-operatives, group
practice organizations, industrial “health and welfare”
funds, public medical service programs all are creating
great demand for additional medical workers.

More and more people have been alerted to seek out
professional attention for both prevention and treatment
of disease. Improved methods of transportation and
communication have helped to overcome other deter-



HOUSE —No. 2510.1952.] 39

rents to needed medical attention. Clearly, an increased
active demand for medical care has developed concurrent
with the expanding needs of the total population.

Role of the State.
The responsibility of Massachusetts for the health of

its citizens should involve, therefore, full consideration of
the problems of supply and distribution of properly
trained medical personnel. Sufficient training facilities to
satisfy the requirements of state residents should be es-
tablished through a new state medical school. Plans to
meet the effective demand and the predictable health
needs of the population should be supported. Efforts to
eliminate geographic and financial barriers, to raise stand-
ards of service, to foster research and improvements
all are pertinent subjects for the public interest. If the
States accept this challenge, those of greatest per capita
wealth and highest cultural levels should be in the fore-
front. Massachusetts should lead the nation.

IV. The Role ot the Medical Schools in supplying Physicians
for Massachusetts.

\. Number of Medical Schools,

During the past fifteen years there has been almost no
change in the number of medical schools in the United
States, the number of students enrolled, and the output
in graduates. During the first quarter of this century,
there was a marked decrease in the number of schools
offering medical training, as shown in Table 8.

It is, of course, possible to view as startling the slight
increase in medical graduates in 1950 as compared with
1905, and as quite astounding the 50 per cent reduction
in medical schools during the same period. It is reported,
however, that in 1905 only a score of the medical schools

1. Existing Facilities for Training.
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had standards sufficiently high to be worthy of recognition
as adequate training centers.

There followed a process of insistence on higher
standards which resulted in the closing of many schools
and the limitation of enrollment at others. In more
recent years there has been dispute as to whether strict
accrediting provisions have not been too often motivated
by a desire to limit the number of medical practitioners
competing for a livelihood.

Table 8. Medical Schools, Students and Graduates in the United
States, 1905-1950.OLUUVSj 1

v IYear. of

1905
1910
1915
1920
1925
1930
1935
1940
1945
1950

Number Students Number
of Schools. Enrolled. l of Graduates,nrolled. l

26,147
21,526
14,891
13,798
18,200
21,597
22,888
21,271
24,028
25,633

5,606160
4,440131
3,53696
3,04785
3,97480
4,56576
5,101

5,09777
5,13677
6,13579

Source: "Medical Education in the United States and Canada,” 147 Journal of American
Medical Association (Sept. 8, 1951), p. 131.
1 Includes figures for seven schools of the basic medical sciences (a basic medical science

school is an institution which gives a two-year medical education, but does not include the
last years or the clinical years of an approved medical school).

Seventy-two approved medical schools in the United
States are located in 32 States and the District of
Columbia. In addition, there are seven approved schools
of the basic medical sciences. (Table 9.) Massachusetts
has within its borders three large private medical schools,
all of them situated in Boston. Massachusetts has the
same number of medical schools as the District of
Columbia, Ohio, Tennessee and Texas; and four States,
New York, California, Illinois and Pennsylvania have
more schools.

2. Distribution of Medical Schools.



1952.] HOUSE No. 2510. 41
Table 9. Medical Schools in the United States.

Number of Number of
Four-Year Basic Medical

Medical Schools. Science Schools
(Two Years).State.

Public Private.Public. Private.

Alabama 1
Arizona
Arkansas ...... 1
California ...... 1
Colorado 1
Connecticut ......

-

Delaware ......

District of Columbia ....

Florida
.......

Georgia 1
Idaho

.......

Illinois
....... 1

Indiana ....... 1
lowa ....... 1
Kansas ....... 1
Kentucky ...... 1
Louisiana ...... 1
Maine
Maryland

...... 1
Massachusetts
Michigan 2

3

1

3

2
1Minnesota

Mississippi
Missouri . 2
Montana ,
Nebraska
Nevada .

1 1

New Hampshire
New Jersey

1

New Mexico
New York 2 7

2North Carolina
North Dakota
Ohio

1
1

2
1
1

1
Oklahoma
Oregon
Pennsylvania .

Rhode Island .

South Carolina
South Dakota
Tennessee

6

1
1

1
Texas
Utah

2 1
1

Vermont
Virginia

1
2

Washington
West Virginia
Wisconsin

1
1

1 1
Wyoming

32 1640

United States 772

Source: Journal of the American Medical Association, Sept. 8, 1951, p. 154, Vol. 147, N0.2.

1
1



HOUSE No. 2510. [June42

One of the basic questions confronting the Commission
was: Is Massachusetts getting her share of students
accepted in both Massachusetts and in out-of-state
medical schools? With but few exceptions, the answer,
based on data presented below, is negative.

The enrollments by classes of the three Massachusetts
medical schools for the academic year 1950-1951 are
listed in Table 10.

Table 10. Medical Students by Classes, 1950-1961.

Freshman. Sophomore. Junior. Senior. Totals.

Boston University 73 70 70 57 270
Harvard 113 107 141 148 509
Tufts ... 112 100 99 96 407

Totals . 298 277 310 301 1,186

Source: Questionnaire from Commission to Deans.

It is interesting to note the high mortality rate for two
of the schools which are higher than the national attrition
rate of about 12 per cent. However, the final situation is
salvaged by the admission into Harvard at the third
year of students from basic science schools. This plan
tends to give Massachusetts a better than average picture.

Harvard takes 85 per cent of their students from out-
side Massachusetts; Tufts serves local students almost
exclusively, for 70 per cent of enrollment is from the
State; and Boston University takes 41 per cent of its
student body from Massachusetts. (Table 11.)

The three schools in the fall of 1950 admitted 298
freshmen students, of whom 138, or 46 per cent, were
accepted from Massachusetts. In addition, 89 residents

B. Educational Opportunities for Massachusetts
Citizens.

1. Capacity of Massachusetts Medical Schools.
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Table 11. Enrollment in Approved Medical Schools in Massachu-
setts, by Schools, 19^7-1951.

1947. 1948. 1949. 1950. 1951.

133 126 123 125 129
87 85 77 77 82

269 267 291 292 286

489 478 491 494 497

111 109 114 131 141
417 427 425 432 434
125 123 112 114 143

653 659 651 677 718

1,142 1,137 1,142 1,171 1,215

1. Residents of Massachusetts.
Boston University
Harvard
Tufts .

Totals

2. Residents of Other States and Foreign
Countries.

Boston University
Harvard
Tufts

Totals

Grand total

Source: Commission questionnaire submitted to deans of schools.

of the State were admitted to 32 accredited medical
schools outside the State. Thus the number of Massa-
chusetts residents accepted was 227, or 2.7 per cent of all
freshmen students admitted by all medical schools in the
United States and Canada. (Table 12.)

The total enrollment of the same three schools in the
fall of 1951 was 1,215 students, of whom 497, or 41 per
cent, were from Massachusetts and 718 students, or 59
per cent, hailed from other States and foreign countries.
It is evident that while many Massachusetts residents
go to other States for medical education, a considerable
proportion of the students in the three Massachusetts
medical schools come from other States. A comparison
of the number of resident and non-resident students in
all classes of the three schools is shown in Table 13.
These figures point up the fact that even with an in-
creased enrollment in the approved medical school, the
quota allotted to residents of Massachusetts remains
stationary.

New York, which has nine medical colleges, including
private and state-operated, takes care of 72 per cent of
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Table 12. Distribution of Massachusetts Residents who are Fresh-
men in Medical Schools in United States and Canada, 1950-1951.

University of Chicago . 2
Medical Evangelists . 2
Howard ....

2
University of California . 1
Chicago Medical . 1
Northwestern ... I
Tulane 1
Maryland 1
Washington University

. 1
College of Medicine, New

York City ... 1
Buffalo 1
New York University . 1
Temple 1
University of Pennsyl-

vania 1

In Canada:
McGill .... 4
Montreal 1
Laval 1

Total . . . .227

In Massachusetts:
Boston University . . 42
Harvard .... 20
Tufts 76

138
Other States;

Georgetown . . . 16
Vermont .... 9
Columbia .... 5
Johns Hopkins ... 4
Yale 4
Rochester .... 4
Jefferson .... 4
St. Louis .... 3
New York Medical Col-

lege
.... 3

Western Reserve . 3
Dartmouth (Basic) . . 3
Marquette

...
2

Syracuse
....

2
Cornell .... 2
Albany

.... 2
Source: Journal of the American Medical Association, 147:144-45, Table 15 ED. NO.

Sept. 8, 1951.

its residents. Illinois, with five private and state-sup-
ported medical schools, takes care of 85 per cent of its
resident students. Michigan, with two state-medical
schools, accommodates 80 per cent of its residents. It
would seem fair to conclude, from these comparative
situations, that Massachusetts does not provide as many
places in its medical schools for its residents as do some
other States.

Analyses of the American Medical Directory for 1950
indicate, according to Dr. Weiskotten, that 45.7 per cent
of all the living graduates of the three medical schools of

2. Graduates of Medical Schools in Massachusetts.
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the State are now located in Massachusetts. The figures
for the individual schools are as follows:

Number, Per Gent.

1,710 37.6Harvard University
Boston University
Tufts College

657 45.5
56.81,916

4,283Total

However, it would appear that the percentage of
graduates of Massachusetts medical schools locating in
Massachusetts is decreasing markedly for the Harvard
graduates and slightly for Boston University and Tufts
graduates. Something of these recent trends is indicated
by a survey of all of the graduates of the medical schools
in the country for the years 1930, 1935 and 1940, which was
made by Dr. Weiskotten. The percentage of graduates
who are practicing in the same State in which the medical
school from which they graduated is located is as follows:

Graduates of

1935. 1940.1930.

49.9 45.1All American medical schools
Harvard University

50.9
28.827.641.8

Boston University
Tufts College

46.7 39.344.7
50 054.255 6

In addition, 16.3 per cent of the present physicians of
the State were trained in the two closed unapproved
schools; the remaining 38 per cent are graduates of schools
outside the State and of foreign countries. The growing
dependence of Massachusetts for its physicians upon
graduates of medical schools outside the State is force-
fully indicated by the trend of the last three years, which
showed that 42 per cent of the licensed practitioners came
from schools outside the State.
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For the academic year 1940-1941 there were only 4
medical schools which admitted no out-of-state students
to their freshmen classes. By 1950-1951 this number had
grown to 19 of the 90 medical schools in the United States
and Canada. In 1940-1941 approximately 36 per cent of
Massachusetts residents were enrolled in out-of-state
schools; in 1950-1951 it was 40 per cent. The Massachu-
setts students attending out-of-state institutions in 1950-
1951 were enrolled as freshmen in 32 of the 87 schools
outside the State. The distribution of freshmen students
is shown in Table 12. It indicates that slightly more than
a fourth of all the students are enrolled in eleven schools.
In fact, one school (Georgetown) with 16 freshman stu-
dents from Massachusetts accommodated almost as many
state residents as Harvard, with 20 students from the
Commonwealth.

The relevance of this situation to the problem of dis-
crimination needs amplification. Thousands of earnest
students will not be accepted by any medical school re-
gardless of their qualifications. In these circumstances,
rejections will be received by both the qualified and the
unqualified.

The increased pressure of applicants has caused a re-
duction in what little elasticity previously existed in this
tight situation. A recent survey indicates that 17 of the
72 four-year medical schools in the United States now
limit admissions to residents of their own States; while
12 more restrict entrants to a region surrounding their
own State which they have defined as their sphere of re-
sponsibility. Many of the 43 schools which admit both
residents and non-resident applicants have fixed limita-
tion on non-residents, which reduces the number of such
places in these schools to a nominal figure. The available
information, moreover, indicates that none of the medical
schools in Massachusetts has reduced its out-of-state rep-
resentation to a token figure.

3. Geographic Discrimination.
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With the rising costs of professional education, it ap-
pears almost certain that any new medical college or
colleges which may in the future be created will be pub-
licly sponsored. Within the last few years three medical
schools, originally organized as private institutions and
financed with private funds, have been incorporated as
state schools. The former Southwestern Medical College
is now the Southwestern Medical School of the University
of Texas. Similarly both the Syracuse University School
of Medicine and the Long Island College of Medicine have
been incorporated in the University of the State of New
York.

This diminution of the educational opportunities avail-
able to Massachusetts citizens involves economic barriers.
The tuition at private schools ranges from $484 to $1,288
with a median of $BOO. At publicly sponsored medical
schools the tuition charges for residents of the State range
to $BO4 with a median of $405. Moreover, thirty-two
medical schools in the United States made an additional
charge for non-residents; for example, one charges $6OO,
another $1,070, and still another, $2,130. As a conse-
quence, an additional premium is put on the economic
resources of Massachusetts applicants.

Before World War 11, in a typical year, about 12,000
individuals made in the aggregate about 35,000 applica-
tions for admission to medical schools in the United
States. About half of these individuals made only one
application, whereas the other half made from 2 to 37
applications per person. Of those receiving acceptance,
half were selected from those who made one application
and the other half from those who made more than one.

Since the end of hostilities, the number of applications
to medical schools soared to a new record. For 1951,
however, there was a noticeable drop of over 2,000 appli-
cations, which probably represents the end of the GI
training group.

4. Economic Barriers.

5. The Pressure of Applications to Medical Schools.
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I

It is significant to measure the over-all increase in com-
petition for admission to the nation’s medical colleges.
In 1905 there were 26,147 medical students; all college
enrollments totaled 138,000. Today there are approxi-
mately the same number of medical students, but total
college enrollments have increased by some 1,700 per
cent to a total of 2,500,000. This over-all increase in col-
lege enrollment undoubtedly has meant a tremendous in-
crease in the number of qualified students seeking ad-
mission to medical colleges. The figures in Table 14 on
the number of applications, the number of applicants and
the number of freshmen students enrolled in medical
colleges in the United States are significant.

Table 14. Data on Medical School Applications. 1

VpiD Number of Number of ,YEAR ' Applications. Applicants.

1927-28 23,695 11,287 6,199
1929-30 31,749 13,655 6,457
1939- 34,871 11,800 5,756
1940- 34,434 11,854 5,805
1947- 56,553 19,417 6,487
1948- 81,662 24,242 6,737
1949- 88,244 24,434 7,054
1950- 86,000 22,279 7,182

1 Data from Association of American Medical College

The sharpening of the competition for a relatively con-
stant number of positions in the first-year classes of medi-
cal schools is obvious in the above figures. After a rela-
tively stable period, the past decade witnessed a sharp
increase in the number of applicants and the number of
applications.

From 1940-41 to 1950-51, the number of applicants
for admission to medical colleges about doubled, the num-
ber of applications increased by 150 per cent, while the
number of available positions in the freshmen classes in-
creased by only 24 per cent. Whereas the applicants for
admission to medical colleges in terms of available posi-
tions were on a 2 to 1 ratio in 1940-41, the ratio for
1950-51 had changed to 3to 1. At the same time, edu-
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cators agree that the quality of the applicants has also
been rising rapidly from year to year. All of this repre-
sents a general pressure on medical college applicants.

This national barrier has been further raised, as far as
Massachusetts applicants are concerned, by the dis-
criminatory policies of an increasing number of medical
colleges directed against out-of-state students (as already
referred to above). For example, during the last pre-war
academic year, 1940-41, out-of-state students constituted
17 per cent of the freshmen enrollment of publicly sup-
ported medical schools, and 53 per cent of that of private
schools. By 1950-51 these proportions had changed to
7 per cent and 52 per cent, respectively. The drop in
out-of-state freshmen in tax-supported schools is sig-
nificant; the decrease in out-of-state students in private
medical schools is worthy of note.

The trend toward greater geographic discrimination is
evident also from data relating to the Massachusetts sit-
uation in particular, long among the most favorable in
the nation. Statistics compiled from data collected by
the Council on Medical Education show that a ratio of
4.7 Massachusetts students per 100,000 population was
accepted as freshmen students by the medical colleges of
the country in the academic year 1950-51. This was
slightly below the average national ratio of 4.8. Twenty-
seven States have higher ratios, and 21 have lower ratios.
Again, in 1949-50, the Massachusetts ratio of 3.7 was
considerably below that of States having medical schools
(4.9) as well as the average national ratio of 4.8. In fact,
in 1948-49 as well as 1949-50 Massachusetts ranked
below 39 States and the District of Columbia in terms of
the ratio of freshmen medical students per 100,000 popu-
lation. (Table 15.) This ranking for the last three years
seems low when the availability of high-grade medical
schools within Massachusetts is considered.

Similarly, while the total number of students enrolled
as freshmen in medical schools has increased some 24 per
cent between the academic years 1940-41 and 1950-51,
the actual number of Massachusetts residents accepted
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as freshmen during the same period increased only 17 per
cent.

Thus, despite the increasing state population, on a rela-
tive basis, the number of Massachusetts applicants ad-
mitted to the nation’s medical colleges is definitely de-
creasing.

(6) Internships and Residencies.
Internships and residencies were established in hospi-

tals as educational programs beyond the basic four-year
undergraduate medical college course. For years these
programs have been approved and listed by the Council
on Medical Education and Hospitals. The current
problem is the shortage in the held of house staffing the
hospitals of this State.

(a) Shortage of Interns. “The purpose of the intern-
ship is to supplement the undergraduate medical course
by a well-rounded experience of closely supervised clinical
practice in diagnosis and therapy. Under careful super-
vision the intern participates in the care of patients and
receives in return instruction from the hospital staff in
the clinical and laboratory aspects of his profession. The
most important phase of intern instruction consists in
daily, regularly organized, well conducted teaching by the
bedside.” (17).

Table 15. Ratio of Freshman Medical Students, in Medical and
Basic Science Schools of the United States, ta State Population
1960-51, 1949-50 and 1948-49.

Number of Medical St
100,000 Populath

State.

1950-51. 1949-50. 1948-49,I
2.5 1.7 4.3

New Mexico l 2.2 2.2 1.5
Maine 1 2.5 2.3 3.6
California. j 3.0 2.9 3,3
Missouri 3.4 3.0 3.2
Delaware l 4 8 3.2 3.1
Florida l 2.9 3.2 3.1
Arizona l 2.7 3.4 3.1
New Hampshire 3.3 3.5 3.9

1 This State has no medical school.
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Table 15. Ratio of Freshman Medical Students, in Medical and
Basic Science Schools of the United States, to State Populations,
1960-61, 194-9-60 and 1948-49 Concluded.

Number of Medical Studen
per 100,000 Population.

State

1950-51. 1949-50. 1948-49.

4.7 3.7 3.6
3.5 4.0 4.0
4.4 4.0 3.8
4.8 4.0 4.8
4.8 4.0 4.4
5.3 4.1 4.8
4.6 4.2 3.9
38 4.3 4.5
5.6 4.3 4.5
5.1 4.3 4.5
4.5 4.5 5.3
3.6 4.5 4.4
3.8 4.5 4.5
4.4 4.5 2.2
4.0 4.6 4.7
3.9 4.6 4.5
4 4 4.6 4.9
3.1 4.6 4.8
8.0 4 9 2.6
5.0 5.1 5.0
5.2 5.1 4.2
5.6 5.1 4.9
5.0 5.1 4.3
4.9 5.1 5.1
5.0 5.2 5 0
5.0 5.3 5.3
3.4 5.4 3.8
5.4 5.6 5.3
5.5 5.7 6.3
5.1 5.8 5.1
5.5 5.8 5.5
5.8 6.3 5.4
8.3 6.4 6.7
6.8 66 7.6
5.1 6.6 6.0
7.3 6.6 5.0
7.2 68 6,6
7.8 8.1 10.5
8.3 8.6 8.9
6.0 8 9 6.6
4.8 4.8 4.8

Massachusetts
Alabama .

Michigan
Oregon
Rhode Island l
Connecticut
Oklahoma
Illinois
New Jersey l
Ohio
Indiana
North Carolina
South Carolina
Washington
Georgia
Kentucky
Mississippi
West Virginia
Wyoming l

lowa
Maryland
Pennsylvania
Texas
Wisconsin
Minnesota
Virginia
Idaho 1

Arkans!
Tennessee
Montana 1

New York
Kansas
North Dakota
Colorado .

District of Columbia
Louisiana .

South Dakota
Utah
Nebraska
Vermont
United States

Source: Data presented in this table were collected from Journals of the American Medical
Association. The population estimates used in making the computations for this table

ere those reported by the Department of Commerce.
States are ranked from low to high on the basis of 1950-51 ratios. Read the above table as
follows: Nevada has no medical school. During 1950-51 it was reported that residents of
New Mexico had enrolled in medical schools at the rate of 2.5 students per 100,000 of the
State’s population.

This State has no medical schoo
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This type of program has so elevated the standards of
medical care in hospitals that an ever increasing number
of hospitals have been developing and seeking approval
for this undertaking. As a result there have been de-
veloped practically twice as many approved internships
as there are annual graduates to fill them.

Table 16. Approved Hospitals, Internships and Medical School
Graduates in the United States, 1912-1951.

Year Number of Number of Number of
Hospitals. Internships. Graduates.

1942 740 8,353 5,163
1943 760 8,180 6,233
1944 766 5,602 10,303'
1945 785 8,429 5,136
1946 798 8,584 5,826
1947 764 8,539 6,389
1948 807 9,118 5,543
1949 807 9,124 5,157
1950 799 9,398 5,600
1951 828 10,044 6,135

Source: Journals of American Medical Association, Internship and Residency Numbers
1 Two sessions.

Massachusetts hospitals have been hard hit by the
shortage of interns in recent years. From Table 17 it
would appear that Massachusetts hospitals no longer
enjoy a favorable position in the matter of internships
relative to the nation as a whole and to comparable
States. In 1951 the percentage of vacancies reported for
approved hospitals in the State had risen to 39 per cent,
far more unfavorable than the national average of 32 per
cent. In 1949 the position of Massachusetts had been
slightly more favorable than the national average.

Data recently released on the so-called Matching Plan
for internship appointments further confirm the generally
unfavorable position of Massachusetts. In the Boston
pool plan of matching, the hospital is tentatively matched
with the graduates of medical schools that it ranks highest
on its list to the extent of the number of men being sought.
If these men preferred this hospital over the others to
which they applied, the matching is permanent. If a man



HOUSE — No. 2510. [June54

c

i

applies to several hospitals, as most applicants did, and is
ranked high by all of them, the man is permanently
matched with the hospital he prefers. When a man is
permanently matched with a hospital his name is re-
moved from the tentative accepted list for the other hos-
pitals, and these hospitals are then tentatively matched
with the next name on their list. This process is repeated
until all men are permanently matched.

Thirty-six of the 40 hospitals in Massachusetts ap-
proved for internship training actually participated in this
matching plan. These hospitals had 357 internships of
which 176 positions were matched in only 25 hospitals.
This meant that the 36 hospitals were 49 per cent success-
ful in obtaining interns. It is interesting to compare the
success of this plan in Massachusetts with other States;
for example, Michigan was 70 per cent successful in its
matching plan; Indiana, 63 per cent successful; Virginia,
55 per cent successful; and Connecticut, with no medical
school, was 46 per cent successful in its matching pro-
gram. (18) In considering these figures, also, it should
be remembered that the number of internships offered re-
flects only the demand for interns of hospitals approved
for intern training and not of necessity the actual “need.”
The Council on Medical Education and Hospitals offers
as a rule of thumb that a hospital should appoint interns
in such numbers that there will be an average for the hos-
pital of about 25 beds per intern. On this basis Massa-
chusetts general hospitals approved for intern training
should have had between 475 and 500 interns during 1951.
Thus calculated, the percentage of vacancies for that year
would fall somewhere around 65 per cent as compared
with the 39 per cent figure appearing in Table 17. Many
hospitals in Massachusetts have long been resigned to the
virtual certainty that their intern needs cannot be met
and have, as a consequence, “lowered their sights.”

The critical problem of the supply of interns has been
treated at some length because it represents a deficiency
which the establishment of a medical school would help
to overcome in part. A final point may be made in this



No. 2510'SEHOI1952 55

O

oLn
OJ

o'

o

lO

£

o

£

I

m

M

I H
£ K

o>
o



HOUSE —No. 2510. [June56

I

connection. It is reasonable to expect not only that the
establishment of a medical school would facilitate the
staffing of internships, but that in the process of so doing
it would also increase the supply of physicians in the
State.

( b ) Supply of Resident Physicians. A resident physi-
cian is a physician who has completed an internship and
is receiving additional medical training in one of the med-
ical specialties. Although the situation in Massachusetts
with respect to resident physicians is probably not as
serious as the intern shortage, available data indicate that
the 63 hospitals in the State approved for resident train-
ing are short in the number of residencies actually filled.
No data are readily available which relate to the number
of unfilled residencies in hospitals approved for specialty
training. The Commission compiled information relating
to the Massachusetts situation. Incomplete returns,
which constituted a fair sample, however, indicate that of
the residencies offered by approved hospitals, approxi-
mately 20 per cent were not filled;

The questionnaires submitted to all hospitals in the
State emphasized their plight in obtaining a sufficient
supply of both interns and residents. These returns indi-
cate that Massachusetts hospitals are now employing
15 per cent of their interns and 10 per cent of their resi-
dencies from unapproved and foreign medical schools.

7. Need for Increasing Training Facilities
Increasing the number of available physicians, it has

been shown, is not a problem of attracting more students
but of more nearly satisfying the present demands for
schooling. The alternatives here are fuller utilization of
currently available facilities, expansion of schools now in
existence so as to handle a larger enrollment, or creation
of a new institution.

The three medical schools can demonstrate that they
are accepting capacity enrol linen ts consistent with their
physical plant. In an extreme emergency it may be
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possible to increase enrollments by diverting strength
from postgraduate and research work. The advisability
of such a step would be seriously challenged.

Expansion of the three existing schools presents the
problem of obtaining revenues to permit expansion of
physical and clinical facilities to maintain adequate
standards. At this writing, Tufts has reached the satura-
tion point; Harvard has one of the largest enrollments
among medical schools; Boston University alone is con-
templating an expansion program in the future, with a
plan to increase the medical school class from the present
72 to about 100 students.

The creation of a two-year (basic science) medical
school giving but a portion of the full course is not a very
attractive alternative. A recent poll of the physicians in
Hampden County indicated an overwhelming opposition
to a two-year medical school.

The primary indication of a shortage of medical train-
ing facilities is the fact that the number of schools is
little greater today than it was twenty years ago, while
demands have increased substantially in the same period.
This number stands at 79 today, which is three more than
in 1930. On the subject of medical school rejectees, dif-
ferent observers are likely to arrive at different estimates
on this point, and individual schools are likely to ex-
perience differences in the number of applicants that must
be rejected, if only because some schools are more sought
after than are others. Yet there is agreement that con-
siderable numbers of qualified applicants for training are
being turned away, and that some expansion of training
facilities is further warranted by present and future de-
mands for medical service. The Commission recommends,
as a solution, the establishment of a new state medical
school under the jurisdiction of the University of Massa-
chusetts.
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MASSACHUSETTS’ NEED FOR A STATE DENTAL SCHOOL.

Dental Health for the American People.

(A Statement of Principles by the American Dental Association and
Massachusetts Dental Society.)

1. Research:
Adequate provisions should be made for research
which may lead to the prevention and control of
dental diseases.

Dental Health Education should be included in all
basic educational and treatment programs for adults
and children.

(a) Dental care should be available to all regardless
of income or geographic location.

(6) Programs developed for dental care should be
based on the prevention and control of dental
diseases. All available resources should first be
used to provide dental treatment for children and
to eliminate pain and infection for adults.

(c) Dental Health is the responsibility of the indi-
vidual, the family, and the community, in that
order. When this responsibility, however, is not
assumed by the community, it should be as-
sumed by the state and then by the federal gov-
ernment. The community inall cases shall deter-
mine the methods of providing service in its area.

4. In all conferences that may lead to the formation of a
plan for dental research, dental health education and
dental care, there should be participation by authorized
representatives of the American Dental Association.

2. Dental Health Education:

3. Dental Care:

Part II
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Chapter A. Estimating Dental Resources and Requirements.
Figures in ) refer to page 78.)

I. The Dental Personnel Resources.
Massachusetts had 3,383 registered dentists in 1950

according to the certified list published by the State
Board of Dental Examiners. This number represented
4 per cent of the 84,301 dentists in the United States,
also as of 1950. It is assumed that of the above total of
3,383 dentists, approximately 3 per cent, or roughly 100
dentists, are retired or inactive. It has also been esti-
mated that 150 dentists are now in the Armed Forces.
The number of dentists and the dentist-population ratio
for Massachusetts and certain selected States are shown
in the following table:

Table A. Number of Dentists and Dentist-Population Ratio, Mas-
sachusetts and Certain Selected States, 1950.

Percentagi
Dentist-Number of of the

Dentists. National National Population
Number of Ratio.
Dentists.

State

Population.

84,301 1:1778United States

3,383 4.0Massachusetts
Connecticut
Illinois

1: 1386
1:1368
1: 1390
1: 1957
1: 1307
1: 1583
1:1466
1:1062
1: 1897
1: 1611

3.1
1,459 1.3 1.7
6,249 5.8 7.4

3.8Michigan . . . 3,224 4.2
Minnesota . . 2,271 2.0
Missouri .... 2,485 2.6
New Jersey 3,289 3.2
New York . . 13,875 9.8
Ohio .... 4,165 5.3
Pennsylvania . 6,493 7.0

9

2.9
3.9

16.5
4.9

Source: Director, American Dental Association, 1950; Certified List of Dentists in Massa-
chusetts, 1950; Seventeenth Census of the United States, 1950.

A quick glance at this table would indicate that Massa-
chusetts enjoys a favorable position as to dentist-popu-
lation ratio among the respective States. However, a
detailed analysis of certain factors tend to mitigate some-
what this favorable position - for example, the poor
distribution of dentists among the communities; the
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higher than national average age of our dentists; and
the very high incidence of dental disease among the
population. These factors will be analyzed in detail
throughout this study.

A. Distribution of Dentists in Massachusetts
Of the 3,383 dentists serving the Massachusetts popu-

lation, 1,531, or 45 per cent, are concentrated in seven
communities of over 100,000 population representing
more than one third of the inhabitants. Some 27 per
cent of all dentists are located in municipal Boston. This
means that less favored areas must do with a lesser num-
ber of dentists, and this conclusion is borne out by an
examination of dentist-population ratios among the four-
teen counties in the Commonwealth. (Table B.) The
dentist-population ratio by counties varies widely from
1:871 in Nantucket and 1:920 in Suffolk to 1:1991 in
Hampshire and 1; 2008 in Bristol County.

Table B. Dentist-Population Ratio by County, 1960.

Number of PopulationCorNTT- Population. Dentists. per Dentist.

Barnstable 46,805 37 1,265
Berkshire 132,966 90 1,477
Bristol 381,569 190 2,008
Dukes 5,633 5 1,127
Essex 522,384 343 1,523
Franklin 52,747 33 1,598
Hampden 367,971 257 1,432
Hampshire

.....
87,594 44 1,991

Middlesex 1,064,569 666 1,598
Nantucket 3,484 4 871
Norfolk 392,308 279 1,406
Plymouth 189,468 139 1,363
Suffolk 896,615 975 920
Worcester

..... 546,401 321 1,702
Massachusetts ....

4,690,514 3,383 1,386

Source: U. S. Department of Commerce, Bureau of Census. The Seventeenth Census of
the United States, Washington, D. C., 1950, and CertifiedList of Dentists and Hygienists
in Massachusetts, published by Board of Dental Examiners, State House, Boston, 1951.

1. Some Aspects of Location of Dentists. Almost half
(46.2 per cent) of the dentists throughout the country
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practice in cities of more than 100,000 population. (1)
The Massachusetts situation parallels the national pic-
ture, with 46 per cent. (Table C.) A glance at the table
points up two situations. Massachusetts has an unfavor-
able distribution of dentists in communities under 5,000
population when contrasted with the national average;
whereas in communities of 50,000 to 100,000 population
its location of dentists exceeds the national average.

Table C. Percentage Distribution of Dentists by Population of City
or Town, Massachusetts and United States, 1960.

Massachusetts
Per Cent ofCity or Town

Population. y-, , • , Dentists in
■p Per Cent of Per Cent of United States,
Xtio Population. Dentists.

9 16.50- 5,000 1:4154
1:2139
1:1755
1:1638
1:1312
1:1083

3
5 7.05,000- 10,000

10.000- 25,000
25.000- 50,000
50.000-
Over 100,000

11.918 14
9.61314
8.81917

46.234 46

Source: Survey of Dental Profession, 1950, by American Dental Association; Certified
List of Dentists in Massachusetts, 1950; and Seventeenth Census of United States, 1950.

2. Relocation of Dentists. Another aspect is the re-
location of dentists. During 1948 and 1949, 101 dentists
moved out of Massachusetts 27 went to the Armed
Forces and 74 settled in 25 States. In the same two-year
period 72 dentists came into Massachusetts =— 25 to the
Armed Forces and 47 for private practice. These 47
dentists came from 20 States. This represents a net loss
(excluding Armed Forces) of 27 dentists to Massachusetts,
for the two-year period. (2)

B. Age of Dentists in Massachusetts.
From the information available as to age distribution

of dentists, it would appear that Massachusetts’ dentists
are older than dentists in comparable States. The average
age of all dentists in the United States is 44.5 years.
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■While no official data are available for Massachusetts it
is estimated that in 1950 about 42 per cent of the den-
tists are fifty-five years or older, while approximately 63
per cent are forty-five years or over. These estimates
are based on the distribution of dental practitioners by
years of registration and therefore are general approxi-
mations. (Table D and Chart A.) However, it is inter-
esting to compare the high proportion of dentists (63 per
cent) over forty-five years of age as against the same age
grouping in the total Massachusetts population of 32 per
cent. The high proportion of dentists over forty-five years
of age is due probably to (1) lower mortalityrate, (2) late
retirement, or (3) annual decrease in number of registered
practitioners.

Table D. ■— Distribution of Practitioners of Dentistry in Massachu-
setts by Year of Registrc

YtNumber. Number,Y EAR

1927 50
1928 56
1929 71
1930 56
1931 26
1932 52
1933 38
1934 30
1935 37
1936 41
1937 37
1938 “52
1939 70
1940 67
1941 68
1942 75
1943 88
1944 153
1945 52
1946 102
1947 79
1948 67
1949 53
1950 68

Total ....
3,383

96 1927
29 1928
13 ! 1929
38 1930
44 | 1931
29 1932
39 ! 1933
29 I 1934
43 | 1935

1900 and before
1901
1902
1903
1904
1905

1906
1907
1908
1909
1910 58 ! 1937
1911 51
1912 73 I 1939

97 1940
87 i 1941

1913
1914
1915
1916 111
1917 134 1944

146 1945
152 1946

1918
1919
1920
1921
1922 74 1949

137 19501923
1924 110
1925 41
1926 43

CertifiedList of Dentists in Massachusetts, 1951
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C. Dental Hygienists in Massachusetts.
Data from the State Board of Dental Examiners indi-

cate that there were 459 registered dental hygienists in
Massachusetts in 1950; in 1940 the number was 350.
Thus there was an increase of 31 per cent in registered
dental hygienists in the ten-year period. Of the 459 li-
censed hygienists, 386 were employed by private dental
practitioners and 73 by public agencies. (3)

Klein has shown that the employment of hygienists
permits the dentist to spend a greater amount of time in
productive work. (4) In his study, he states that den-
tists with one chair and one assistant treated 36 per cent
more patients per week than the dentists who worked
alone. When two chairs and one assistant were used, the
number of patients treated was increased 63 per cent. In
a later study in this field it was found that dentists em-
ploying no assistant averaged only 37.8 patients during
the week, compared with 51.7 for dentists employing one
auxiliary and 63.8 for dentists with two auxiliaries. (5)

If a dental hygienist spends her entire time in provid-
ing prophylactic service, it is estimated that 1,700 to
2,000 hours of service annually are added toward mainte-
nance care. Because most hygienists also engage in chair-
assisting and in laboratory or secretarial activities, it is
more reasonable to assume that the average hygienist
contributes approximately 1,000 hours per year in pro-
viding prophylactic service.

Within Massachusetts only one source of training is
available to dental hygienists. Forsyth Dental Infirmary
graduates approximately 65 per year. Practically all lo-
cate within Massachusetts or New England. It is also
probable that some of the registered hygienists in Massa-
chusetts are graduates of Pennsylvania and New York
schools.

No reliable data are available regarding the number of
dentists in Massachusetts who employ hygienists. One
study indicates that 55 per cent of the dentists in the
United States employ such auxiliary workers. It is quite
probable that the percentage is very much smaller in
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Massachusetts than elsewhere. However, the ratio of
registered hygienists to private dental practitioners in
1950 was 1; 7 and in 1940 it was 1:8.

D. Dental Personnel Summary.

The amount of dental work that can be done, no matter
what the need or what the cost, is limited by the number
of persons who are qualified to perform dental operations.
Under the present uniform system of state licensure only
qualified dentists and, in a more limited sense, the quali-
fied dental hygienists are permitted to perform dental
operations. The problems of dental personnel, therefore,
have a direct bearing on understanding the basic prob-
lems of giving more dental care to more people.

There are many implications in these routine statistics
of dental personnel. Most important are the inability of
dentistry materially to increase its numbers, the high pro-
portion of dentists over forty-five years of age (63 per
cent) as against the same age grouping in the total Massa-
chusetts population of 32 per cent, the small number of
dental hygienists, and the bad distribution of dental per-
sonnel throughout the Commonwealth.

The problem of dental personnel may be dramatized
very significantly in the following presentation:

(a) If each dentist in active practice in Massachusetts
in 1950 spent 2,000 hours a year 50 weeks of 40 hours

and if 90 per cent of this time were spent in productive
chair work, then every person in Massachusetts over five
would have been entitled to one single hour and one half
appointment.

(6) If every dental hygienist had spent the same long
hours at the chair, under the same conditions, every
person in Massachusetts over five would have been
entitled to exactly twelve minutes of dental prophylaxis.

In this problem of dental personnel, therefore, we have
one of the thorniest in providing dental care for more of
the people of Massachusetts. And until it is solved, it is
one of the most permanent barriers in the way of pro-
viding better care for more of the people.
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11. The Need for Dental Services in Massachusetts.

A. Incidence of Dental Disease.

Since every survey of dental diseases and defects in
this country has revealed that the highest incidences
occur in New England and in particular, Massachusetts,
the inordinately heavy need for dental service in the
Massachusetts population must be weighed carefully
when appraising the adequacy of the current supply of
dental personnel in the State.

1. Draft Statistics. The earliest information re-
garding the comparatively high incidence of dental
disease and loss of teeth in Massachusetts is found in the
physical examination records of recruits and drafted
men during the Civil War and World War I periods.
This evidence is supported by more recent data on the
examination of Selective Service personnel in World
War 11. (Table E.) Each of the studies upon which
tliis statement is based, as well as others, reveals the
heavy concentration of dental defects in New England
and more particularly, Massachusetts. (6, 7, 8, 9)

2. Older Age Group. The foregoing data deal en-
tirely with men of military age. It is reasonable to
assume that the dental diseases and deficiencies of these
men reflect the situation which may be expected in the
older age group in the population. The effects of dental
disease being cumulative with age, the region with the
oldest population, other factors being equal, would have
the highest prevalence rates for diseases of the gums
and other supporting tissues and for loss of teeth. The
1950 federal census shows that the rate of increase among
persons in Massachusetts forty-five years old and over
exceeded that of the total population. This would seem
to indicate that the prevalence of periodontal disease
and the loss of teeth in Massachusetts would probably
be as high if not higher than in most States, excepting
States like California.

The high prevalence of dental defects among men of
military age also reflects the probability that high dental
caries rates exist in the child population.
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Table E. Prevalence of Dental Defects per 1,000 Selecliv
Registrants Physically Examined, November, 1940 to December, 1943.

Rate per Rate per
State, 1,000 Men State. 1,000 Men

Examined. Examined.

Alabama , .
.

. 39.5 Nebraska . . 100.2
Arizona ....

57.9 | Nevada
....

60,4

Arkansas ....
45.9 NewJHampshire . . 373.0

California . . . . 79.9 New Jersey . . . 123.9
Colorado . . . . 52.0 New Mexico . . . 34,1
Connecticut . 163.8 New York State . 178.2
Delaware 278.2 New York City . 290.3
District of Columbia . 61.5 North Carolina . . , 37.3
Florida .... 61.1 North Dakota . . 99.7
Georgia ....

43,2 Ohio 94.7
Idaho 87.4 Oklahoma . . 77.6
Illinois .... 77.1 Oregon ....

71.9

Indiana .... 70.4 ] Pennsylvania . . 142.1
jowa 190.0 Rhode Island . . . 167.7
Kansas ■ ■ 56.5 South Carolina . . . 83,8
Kentucky . . . 61.8 South Dakota . . . 95.0
Louisiana . . . . 79,3 Tennessee . . . . 96.4
Maine 452.2 Texas 36.5
Maryland .... 94.2 j Utah 72. S
Massachusetts , . 458.1 j Vermont ....

383,9
Michigan .... 91.6 Virginia .... 59.8
Minnesota .... 159.3 Washington . . 68.8
Mississippi . . . . 49.9 j West Virginia . . . 82.1
Missouri .... 59.2 j Wisconsin .... 86.7

Montana .... 98 4 1 Wyoming
....

67.1

Source: Physical Examination of Selective Service Registrants, Special Monograph No. 15,
Volume 111, Appendix F. Selective Service System. Government Printing Office, Wash-
ington, 1948.

3. Dental Needs of Children. Dr. James M. Dunning,
in a report to the Greater Boston Community Survey on
dental care, said;

Surveys of four school populations and certain preschool groups in
Greater Boston area (Needham, the Boston West End, Braintree and
Westwood) have been made by the vState Department of Public Health.
These surveys, made without using X-rays, showed only 30 to 59 per
cent of the children with teeth in satisfactory condition. Had X-rays
been used in these studies the proportions of “satisfactory” children
would have been smaller.

And in another section of the survey we find:

It has been estimated that in the United States as a whole and
Massachusetts, dentists number only a quarter of those required to
the restorative work that ought to be done. (10)
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Recently the personnel of the Dental Division of the
Massachusetts Department of Public Health made ob-
servations on the prevalence of tooth decay in Massa-
chusetts school children. (11) Approximately fourteen
thousand observations of school age children were made
to acquire the 1951 DMF reported in Table F.

Table F. Average Number of Decayed, Missing and Filled Pen
nent Teeth Per Child by Age in Twenty-eight Representative M
sachusetts Communities, 1961

Number No Decayed Missing Filled DMF
Age. of Evidence Teeth Teeth Teeth Teeth

Cases. of Disease, per Child, per Child, per Child, per Child.
1

5 ...

. 344 301 0.26 0.00 0.00 0.26
6 . 1,293 609 1.37 0.00 0.06 1.43
7 ...

. 1,470 298 2.24 0.01 0.28 2.53
8 . . . . 1,458 99 2.83 0 04 0.62 3.49
9 . 1,234 62 3.11 0.10 0.91 4.12

10 ...
1,069 38 3.71 0.13 1.19 5.03

11
...

1,049 29 4.81 0.23 1.79 6.83
12

...
1,326 29 5.57 0.40 2.65 8.62

13 ...
. 1,328 11 6.49 0.62 3.36 10.47

14
...

. 1,083 5 7.07 0.89 4.34 12.30
15 ... 916 6 7.48 1.41 4.94 13.83
16 ... 736 1 6.96 1.71 6.12 14.79
17 ... 473 - 6.80 1.80 6.63 15.23
18 ...

. 196 - 6.51 2.49 7.59 16 59
19 ... 27 - 7.04 4.59 6 44 18.07

20 ...
1 - 1.00 - 12.00 13 00

mrce: Annual Report, Division of Dental Health, Massachusetts Department of Publit
Health, 1951.

B. The Need for Dental Personnel.

The dental needs of any State are conditioned pri-
marily by the incidence of dental disease. However, the
“effective demand” for dental service (desire accom-
panied by ability to pay) is governed by (a) the incidence
of dental disease, (5) the economic status of the popula-
tion, (c) the cultural level of the area, and ( d) the avail-
ability of facilities for dental care. Massachusetts is in
the unusual position of having an extremely high preva-
lence of dental disease, a high per capita income, and a
high cultural level. These three factors appear to vary
between various sections of the State, and there are doubt-
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less marked differences within the State with regard to
the effective demand for dental care. However, both the
effective demand and the actual need for dental care are
high in the State as a whole.

C. Dental Personnel Requirements for the Future.
It is estimated that during the last five years the mor-

tality rate of the profession in Massachusetts, by deaths,
retirements and relocations, averaged 100 each year, while
the birth rate of new practitioners averaged only 70 per
year. This means that there was an annual deficit of some
30 dentists, and that dentistry is a decreasing profession
in this State. It is interesting to note, by way of con-
trast, that three decades ago Massachusetts was regis-
tering well over 100 dentists annually.

In summarizing the results of a recent national sur-
vey presented to the Board of Trustees of the American
Dental Association Dr. Schoeny said:

As near as it is possible to estimate, 9,200 dentists over and above
those now in sight for the year 1954 will be required to maintain the
present level of civilian dental services, to meet the special needs of
industrial mobilization, to meet the minumum needs of an adequate
civil defense program, and to meet the projected needs of the Armed
Forces. 12)

In terms of percentage of national number of dentists,
Massachusetts will need approximately 350 dentists, over
and above those who will enter the practice between now
and 1954. It is at once apparent that a substantial de-
ficiency in dental manpower is already upon us, and this
deficiency is steadily increasing. It will not be possible
to avoid or even reduce this deficiency before 1954. What-
ever the demand, the present supply of dentists must
meet all needs until then, or as soon thereafter as the
training of additional dentists not now in process of edu-
cation can be completed.

For the past twenty years, which include the low en-
rollment periods of the depression and the high enroll-
ment period during the latter part of and since the end of
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World War 11, the number of graduates entering the pro-
fession does not compensate for the number lost through
death and retirement. How, then, will it be possible for
our dental schools, now overcrowded, to train more den-
tists than normally during the next three to seven years?
Obviously it cannot be done.

Thus, to replace the annual loss of dentists by deaths,
retirements and relocations, and to care for future prob-
lems of the profession as predicted by the National Se-
curity Resources Board, there would be needed an an-
nual registration of 100 to 110 dentists beyond the present
average of 70 new dentists. It would be an admittedly
super-colossal task to attempt such a program. It would
require, at the least, a school of better than 500 students.
The Commission members recognize the futility of such
an undertaking. However, they do feel that the dental
health of the citizens of Massachusetts requires some
additional training facilities to produce more chairside
dentists.

The Commission, therefore, would favor a registration
of about 75 dentists annually beyond the current num-
ber. To secure this additional number of graduates, the
Commission is recommending a state dental school with
an enrollment of 300 students.

D. Professional Approval of a State Dental School
The Massachusetts Dental Society, affiliated with the

American Dental Association, recognized in 1950 the
need for increased dental educational facilities by ap-
pointing a special committee to study this program. Un-
der the authority of the House of Delegates, in keeping
with section G, chapter VII, of the Constitution and By-
Laws, it was voted on January 29, 1951, “To accept the
report and adopt the recommendations of the committee
to study means of creating increased dental educational
facilities.” The pertinent part of the report is; “Recog-
nizing the need of additional educational facilities for
dentistry, your committee recommends unanimously that
support be given by the Massachustets Dental Society
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to the proposal of Governor Dever, in his inaugural ad-
dress, to establish a dental school within the University
of Massachusetts.” (For details of report see Appendix
C.) In connection with the subject of dental education
in Massachusetts, it may be interesting to recall that
seventeen States support dental schools at state expense.

This professional approval of a state dental school will
satisfy those who want to make a constructive beginning
on the problem of more dental service for more of the
citizens of the Commonwealth. It will satisfy those who
want a scientific, dental, professional approach to the
problem instead of a purely sociological solution that ig-
nores those aspects.

Chapter B. The Role of the Dental Schools in Supplying
Dentists for the State.

I. Number of Graduates expected from Massachu-
setts and Other Stati

In recent years, the annual enrollment of Massachu-
setts residents in dental schools of the United States has
averaged from 275 to 280. The extent to which residents
of Massachusetts and other selected States attend schools
outside their States is shown in Table G. These data

Table G. Percentage of Dental Students of Certain Selected Stal
Dental Schools Outside their State, for Certain Y

Percentage of Dental Students Attending
Schools Outside State.

State.
1940-41. 1949-50. 1950-51.

. I
Massachusetts .... 22.5 35.4 35.3
California 2.7 4,3 6.5
Illinois 12,8 19.7 16,4
Indiana 28.3 21.7 21.9
Maryland 14.8 27.9 15 2
Michigan 22.3 10.6 9,5
Minnesota 13,0 8,4 8,0
Missouri 10 7 5.9 3.6
New York 53 0 36.9 31.8
obio 18,1 14,7 16.5

Source: Dental Students Register, Council on Dental Education, American Dental A:
tion, 1940-41, 1949-50, 1950-51, Table 6.
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show that Massachusetts does not enjoy a favorable posi-
tion in opportunities for dental education within the State.

Data shown in Table H indicate that the dental schools
in Massachusetts have enrolled a substantial number of
non-residents compared with most other States. It seems
that some margin exists for the accommodation of addi-
tional residents.

Table H. —Enrollment of Dental Students in Schools of Certain Se-
lected States, with Percentage of Students from an Outside State,
1950-1951.

Number Percentage FnrolM UT
Total Enrolled of Enroll- °IJEnrollment. from merit from Outside OuState. State. St

.
t
.

s.

Massachusetts 412 189 46 0 223 54.0
California . . 864 699 80.9 165 19 1
Illinois . 1,021 534 52.3 487 47.7
Indiana ... 289 270 93 4 19 6 6
Maryland 407 117 28.8 290 71.2
Michigan 619 582 94 0 37 6.0
Minnesota 346 300 86.7 46 13.3
Missouri ... 891 238 26.7 653 73.3
New York 941 814 86,5 127 13.5
Ohio ... 576 547 95,0 29 5.0

Harvard ... 53 12 22,6 41 77,4
Tufts

...
359 177 49.3 182 50.7

Source; Dental Students Register, Council on Dental Education, American Dental Ass<
ciation, 1950-51, Tables 2 and 6.

A. Graduates expected from Massachusetts Schc
The two dental schools in Massachusetts at Harvard

and Tufts are located in Boston. Massachusetts facili-
ties for dental education in number of institutions are sur-
passed by facilities in California, Illinois, Missouri, New
York and Pennsylvania. In enrollment, Massachusetts
is in twelfth place among the twenty-five States sponsor-
ing dental schools. Attention should be directed to the
small enrollment and small number of graduates at Har-
vard School of Dental Medicine since 1945. Due to the
new reorganization policy, the emphasis at this school is
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on dental research rather than the training of chair side
dental practitioners.

The mortality rate from the time of admission to time
of graduation averages in schools in Massachusetts ap-
proximately 5 per cent. This is lower than the 12 per
cent loss for the total enrollment of dental students
throughout the United States. The estimated student
capacity for the two Massachusetts schools is as follows:
Harvard School of Dental Medicine, 60, and Tufts Dental
School, 360, making a total of 420. With a 5 per cent
attrition rate, approximately 100 graduates per year may
be expected. Of this number, 55 are likely to be non-
residents who will for the most part return to their home
States. Therefore the number of graduates from Massa-
chusetts schools likely to remain in the State will be
approximately 45.

B. Graduates expected from Ovt-of-State Schools.
In recent years there has been an average of 100 Massa-

chusetts residents enrolled in dental schools outside the
State. This may be contrasted with an average of 225
students from outside the State in Massachusetts schools.
The Massachusetts students attending out-of-state insti-
tutions in 1950 were enrolled in 18 of the 40 dental schools
outside the State. 1 The distribution of these students is
shown in Table I. Better than three fourths of these
students were enrolled in 6 schools; the remainder were
distributed in 12 schools. If this average continues to
hold, 25 graduates who are residents of Massachusetts
may be expected to practice in the State.

C. Total Number of Graduates expected from All Schools.
It is evident that if existing conditions of enrollment

in Massachusetts schools and those outside the State
continue, an average of 70 graduates, eligible for registra-

The preliminary data for 1951 show that Massachusetts residents were enrolled in only
14 of the 40 dental schools outside the State, anotherindication that opportunities are b<
ing restricted.
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MaTable I. Di Ms Residents in Dental Schools
Outside Massachusetts, 1950.

School. dumber of
Students.

rsity 29
isylvania ........ 19
dand .........

15
fersity 6
ty 6
ity 6(78%)
V 4
;y 4

r 3
Chicago

......... 3
New Orleans ........ 1
'sity .......... 1
aska 1
iity 1
niversity ......... 1
lessee

.........
1

ity 1
do 1

•

I 103

University of Pennsylv
University of Marylane;
Northwestern Universit
Columbia University
NewYork I
Meharry Un

Louis Universit
Howard University

Loyola University, Chic.
Loyola University, New
Washington Uni
University of Nebraska
Ohio State University
Western Reserve Univer
University of Tennessee
Marquette University
University of Buffalo

Total

tion, may be expected each year. This number is 30
dentists less than are needed to maintain the current
dentist-population ratio, and from 100 to 110 fewer than
will be required to meet the 1954 prediction need.

11. Implications for the Futuri

It is apparent that the number of additions and replace-
ments to the dental profession in Massachusetts should
be markedly increased annually if future needs are to be
met. The need for additions and replacements, sufficient
only to maintain current dentist-population ratios, is
estimated to be at the rate of 30 dentists annually; and
a further increment will be required to meet the 1954
predicted need. Moreover, in view of the growing trend
toward restricting the enrollment in dental schools to
residents of the State, the problem of maintaining such
a rate in the future will be further intensified. If current
trends regarding restrictions continue, it is estimated
that by 1957 the opportunities for Massachusetts resi-
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dents in out-of-state schools will have been reduced by
at least half. This problem of limitations is further
intensified by the small enrollment at Harvard and the
overcrowded facilities at Tufts.

More than a third of the Massachusetts dental students
now leave the State for training. This represents, with
the possible exception of New York, a higher proportion
of emigrants than in any other State with a dental school.

The quite evident gap between the dental requirements
and the facilities in Massachusetts creates a well defined
problem characterized by the need of (a) maintenance
of an adequate supply of dental personnel, (b ) expansion
of research concerning prevention and control of oral
disease, and (c) provision of greater opportunities in
dental education and dental hygiene within Massachu-
setts for its residents.

It is recommended that a solution of the problem
involves the establishment of a new publicly sponsored
and financed dental school. Serious consideration must
be given to the need for enlarging the facilities for post-
graduate training, both resident and extension. These
opportunities for continued formal study can play a
significant role in the dental health problems of the State.
It is strongly urged that any new dental school be an
integral part of active medical centers, co-ordinating
dental education with the health problems of the State.
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COSTS AND LOCATION

The Commission is of the opinion that a need exist
for a new medical and dental school as shown by the fact
expressed in the previous pages, and therefore has fur-
ther studied costs and location. For the purpose of this
report it is assumed that a state medical and dental
school should provide all the facilities and meet all the
requirements of a school approved by the Council on
Medical Education of the American Medical Association
and the Council on Dental Education of the American
Dental Association.

A. Cost

The two basic factors in estimating the over-all cost of
a proposed medical and dental school are the cost of con-
struction and the annual cost of operation and mainte-
nance.

The Commission, in approaching the problem of cost
of new construction, considered many factors, such as,
the general medical and dental welfare of all the citizens,
the taxpayer, and the potential staff and student body.
The subcommittee, appointed to study costs, investi-
gated the possible use of suggested available structures.
After lengthy discussion it was agreed that a new project
of such vital importance to the citizens of the Common-
wealth should have the best facilities. The Commission,
therefore, favored new7 construction. In this way might
the State attract a qualified and outstanding staff and
furnish the ideal surroundings for the student body. Un-
derstandably, the estimates presented here are rounded
figures, susceptible to further change.

Construction Costs.

A stud}7 of proposed and completed new constructior
of medical and dental schools would indicate that -

Part 111

1. (a) 300 square feet per student would be ample in estimating the
maximum floor space needed for a medical school of 400 anc
a dental school of 300 housed in one building.
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b) A single structure accommodating these 400 medical and 300
dental students would need approximately 210,000 square feet.

2. (a) At an estimated cost of $2O per square foot, this structure
would cost in the vicinity of 14,200,000.

(6) Note. This estimate is confirmed by a yardstick employed
ar situ-

ation. They report a cost of new construction at $6,000 per
student. Therefore a joint school of 700 students would
approximate $4,200,000.

3. The equipment to satisfy the needs of the joint school is estimated
at $1,500 per student. A medical and dental school, with a total
enrollment of 700 students, could be adequately equipped at a
total cost of $1,050,000.

Cost of new construction 14,200,000
Cost of equipment 1,050,000

Total cost, construction and equipment $5,250,000

Annual Operation and Maintenance Costs.
The Commission has endeavored to estimate the an-

nual cost of operating and maintaining a medical and
dental school under one roof. This annual figure would
cover all costs operation, maintenance and debt serv-
ice (covering both interest and principal payments).
According to estimates based on the experience in other
states, the Commission has arrived at the following
tentative annual figures:

Est
Income from Annual Net

tmated Gross Cost Tuitions and Operating Cost
Clinics. including

Debt Servic

a Commission in NewYork State studyin

4. Summary:

Medical students: Tuitions:
400 at $2,300 = 400 at SSOO =

$920,000 $320,000 $600,000
Dental students:

300 at $l,BOO = 300 at $BOO =

$540,000 $240,000
Clinics 90,000

$330,000 210.000
$BlO,OOO

Funded debt charges on $5,250,000 annually, thirty-year basis:
Interest ........ $105,000
Principal 175,000 280,000

Annual cost ........... $1,090,000
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This grand total is based on certain assumptions;
First, the medical school budget is based upon an es-
timated $2,300 annual cost per student for medical edu-
cation, and the dental school budget is based on an an-
nual cost of $l,BOO per student for dental education. This
basic figure, like any other, can be subjected to criticism.
Suffice it to say here that it is not a sacred figure, and
that it would have to be subjected to further analysis
at a later date. The tuition for both schools has been
tentatively set at $BOO annually. This figure is found in
more than one state school, and represents the median of
all private schools. The clinic income at the dental school
is conservatively estimated at $90,000. The debt service
figure represents an effort to arrive at actual annual costs.

Thus a medical and dental school of the scope and char-
acter envisioned in this report would involve an initial
capital outlay of $5,250,000 and an annual budget (in-
cluding debt service) of $1,090,000, or 24 cents per capita
per year.

B. Location.

The issue of location is generally posed as being be-
tween the campus center of the University of Massachu-
setts at Amherst and a metropolitan center in either the
western, central or eastern part of the State. Many States
have faced this problem of location, and most have decided
that the advantages of a small campus location are not
sufficient to outweigh the advantages of location in a
large metropolitan center with adequacy and variety of
clinical material, the proximity of large hospitals, and the
availability of part-time faculty.

For purposes of this report, it is assumed that the dental
school and the medical school under the jurisdiction of the
University of Massachusetts will be situated at the same
location. This would permit the joint utilization of some
laboratories, hospital facilities and interchange of both
faculties. This joint relationship will make for an eco-
nomic and efficient operation of the entire project.

The Commission gave considerable time to the question
concerning the optimum location of the schools. Advice
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and guidance was sought from all quarters, both profes-
sional and lay.

One school of thought, for example, was inclined to sug-
gest a new medical and dental school serving the western
part of the State, preferably in Springfield; another group
favored Worcester. The Commission, however, was con-
fronted with the difficulty of finding a sufficient variety
and number of cases for clinical training in these areas.
In a poll taken among the physicians in the western area,
it was found that a majority stated “there were not avail-
able clinical facilities” for a new school in the vicinity of
Springfield. Another factor involves the recruitment of
a sufficient number of properly qualified teaching physi-
cians for the teaching hospitals, and the further problem
that even with this qualification, their willingness to de-
vote their time and energies to such a project.

The city of Boston has many advantages which received
the full consideration of the Commission. With a popu-
lation of 800,000 persons, Boston is located in the most
heavily populated area of the State. Half of the State
population resides within a fifteen mile radius of the
State House. The metropolitan area, of which Boston is
the hub, has about one third of all the hospitals and hos-
pital beds. This area claims almost three fourths of all
the physicians. With its large number of practicing phy-
sicians, it probably has a larger reservoir of potential
clinical instructors than any other area in the State.
Therefore it is safe to say that the heavy concentration of
population and physicians, and the excellent pattern of
hospital facilities makes Boston the ideal location for the
new state medical and dental school. Dr. Weiskotten,
who as chairman of the Council of Medical Education
and Hospitals of the American Medical Association has
had considerable experience in this field, stated to the
Commission that there are adequate clinical facilities in
Boston to accommodate another medical school.

On the basis of the foregoing analysis, the Commission
recommends that a medical and a dental school
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(a) Be designed to provide regular courses for some
400 medical students and 300 dental students.

(6) Consist of a building to house the medical and dental
classes, laboratories and administration offices.

(c) Be an integral part of the University of Massa-
chusetts.

(d) Be staffed by competent deans and experienced
faculty.

(e) Be located in Boston or its vicinity with co-opera-
tive arrangements with hospitals located in Boston and
other parts of the State selected to provide diversified
clinical experience.

Respectfully submitted,

WILFRED S. MIRSKY.
JOHN W. CODDAIRE, Jr.
DAVID HURWITZ.
A. GEORGE GILMAN.
RAYMOND J. NAGLE.
DANIEL L. MARSH.
RICHARD L. HULL.
JOHN PIERCE LYNCH
JOHN BROX.
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To the General Court of Massachusetts.
I have the honor to present to the honorable members

of the General Court, by way of supplementary remarks,
the following in addition to the findings and recom-
mendations of the Majority Report.

I feel that the work of the Commission has already
brought results to Massachusetts in many ways. Only
recently Dr. John F. Conlin, Director of Medical Infor-
mation and Education for the Massachusetts Medical
Society, has announced that physicians in Massachusetts
are arranging for night calls and emergency services for
patients in need. I trust, therefore, that complaints
presented to your Commission, both in private and public
hearings, regarding night calls and emergency services
will be given adequate attention by the medical profession.

The recent announcement by Boston University
regarding its establishment of a medical center will be
appreciated by every one interested in the health needs
of our population.

I am particularly pleased by the announcement of
His Excellency the Governor relative to the establishment
of the great Commonwealth Medical Center and the
extreme interest of His Honor the Mayor of Boston in
the project.

The support of Dr. Vlado A. Getting, Commissioner
of Public Health of the Commonwealth, and of Dr. Jack
R. Ewalt, Commissioner of Mental Health, as established
by their appearance on the television program with His
Excellency the Governor, and their statements before
the Commission favoring the establishment of medical
and dental schools, gives assurance of the founding of a
class A medical and class A dental school.

The Commonwealth Medical School I hope, in addition
to serving all physicians of the Commonwealth, will
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enable a great number of physicians who are graduates
of medical schools other than Harvard, Tufts and Boston
University to gain a continuing and refresher medical
education, all to the benefit of the people of the Common-
wealth.

Furthermore, it is hoped that the medical personnel
of the various institutions of the Commonwealth will
find a home for study, research and teaching which will
make Massachusetts a leader in medical education and
research among the States.

I am happy to express my thanks and appreciation
to the Hon. Thomas P. O’Neill, Jr., Speaker of the House
of Representatives, for appointing me to this Commission
and for his deep interest at all times in the progress of
medical and dental care in our Commonwealth.

Respectfully submitted

WILFRED S. MIRSKY,
Vice Chatman.
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I am in agreement with the context of this report, but
would have preferred to have the other members recom-
mend its location in Springfield as I suggested and
fought for.

It is my strong conviction that there has been sufficient
evidence disclosed to this Commission warranting a
recommendation that a school of medicine and dentistry
be located in the Springfield area.

Western Massachusetts has an abundance of clinical
facilities and potential teaching personnel which would
ensure the success of a first rate medical and dental
school.

It is for the foregoing reasons that I append this supple-
mentary report to the findings of the medical Commission.

JOHN PIERCE LYNCH.



MINORITY REPORT.

Honored as. chairman of the Recess Commission, I
regret that I cannot, in good faith, sign the report nor
endorse the conclusion that it is necessary at this time
that Massachusetts establish a medical college and a
dental college at the expense of the taxpayer.

The enforced haste in concluding our work caused by
the June Ist deadline, established in April, and the fact
that so much evidence, throughout the data gathered by
the Commission, demonstrates that such an enlargement
of the State’s activities is not sound procedure, tends to
indicate a majority conclusion based on a predetermined
assumption.

The lack of registration and classification of present
Massachusetts physicians makes impossible an accurate
analysis of the situation. Surely no recommendation for
the expenditure of millions of dollars should be consid-
ered without these essential data.

Actually an analysis of the available figures of the
American Medical Directory, which are included in the
majority report, show that Massachusetts ranks third
among all the States in terms of the ratio of general prac-
titioners and part-time specialists to the population, and
fourth in terms of the same ratio for full-time specialists.
These figures amplified in table after table give substance
to Dr. Weiskotten’s statement:

Hence both from the standpoint of need for an increased number of
physicians and for increased opportunity for residents of the State to
undertake the study of medicine, Massachusetts has less need for the
establishment of a new medical school than most of the States in the
country.

The closing of two unapproved medical schools will de-
crease the total number of medical graduates, but should
improve the quality of medicine practiced and benefit our
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residents’ health. The number of physicians in Massa-
chusetts kept exact pace with the increase in population
of the State from 1906 to 1950. The recent advances
made in medical science have increased the effectiveness
of each member of the profession. Surely state inter-
vention now would be most untimely.

With 3,223 vacancies in approved internships and 20
per cent of the positions of resident physicians in our
hospitals unfilled it would appear that this problem is not
an argument for a medical school turning out 100 grad-
uates after some four or five years, but rather for a change
is hospital practice possibly involving higher salaries and
the employment of more male nurses.

Likewise the difficulty of securing physicians for state
institutions will not be solved by this future graduating
class. The graduates may or may not specialize in the
sciences required by the State, and may not desire to
serve in a state institution. Increased salaries will more
readily attract the desired personnel and save millions.

Similarly a shortage of physicians in rural areas would
not necessarily be alleviated by such a school. Graduates
would select their location of practice influenced as they
are now, by the advantage of proximity to medical centers
and the higher income of the more densely settled areas.

Unfortunately the Committee made no study of the lo-
cation of these rural sections that lack medical services
nor of the number of physicians needed. Other States
have solved this problem by subsidizing doctors where
they are needed at a relative low cost to the people.

The establishment of a medical school will increase the
state budget by a substantial amount at a time when the
Legislature is authorizing bonds to avoid letting the
people know the true cost of our present government.
The financial problems of the M. T. A., the M. D. C. and
the Port of Boston are crying for solution.

Our roads cost us eight times the average cost per
mile of other New England States. Our costs per student
at Massachusetts State University are twice the cost of
education in privately administered schools. Yet the
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majority recommendation would catapult the Common-
wealth into a new field and subject it to new millions of
expense. The cost per year chargeable to the taxpayer
would be equal to the interest on 100 million dollars,
and once begun would continue for ever and anon. The
initial step should be as carefully considered as would
the expenditure of this sum.

The assumption that there is no other solution but to
turn to the easy money of the State is readily disproved.
Yeshiva University, a renowned privately financed
educational institution, is now founding a new medical
school in New York City. Here in Massachusetts our
Institute of Technology raised 15 million dollars in a
campaign that closed in 1950. Regional groupings of
private colleges in sixteen States have recently raised
and are raising large sums for education. Since there
is no evidence that the public health in Massachusetts
is in danger, greater burdens should not now be put upon
the defenceless taxpayer.

It is true that New York has taken over two failing
medical schools. New Jersey, having no medical school,
did establish a state medical college. Florida, having
no medical school, does plan to subsidize one. Massa-
chusetts, however, is fortunate in having three out-
standing medical schools. The possible adverse effect
on our existing schools of the establishment of a fourth
should not be overlooked.

The founding of a dental school separate and apart
from a medical school is not practical. It is indeed un-
fortunate that the Forsythe experiment was politically
terminated without allowing a determination to be made
of the possibility of providing additional care for our
children’s teeth by the further training of dentist as-
sistants. This experiment should be started again and
carried to an intelligent conclusion. The use of fluorine
in the water supply and the dental research now carried
on at Harvard University and elsewhere are factors which
may reduce the dental needs in Massachusetts. Should
present conditions continue we may expect dentists
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trained elsewhere to locate here as the need will supply
attractive income.

I believe that it was unfortunate that the work of the
Commission was so abruptly terminated. They could
not consider such matters as the recommendations of
Dean Faulkner of Boston University that, rather than a
medical school, the State establish a new and different
type of graduate school of medicine. The main purpose
of this school to be to improve the training of interns and
residents throughout the State by subsidizing the cost of
their educational programs. The Commission could not
give fair consideration to the effect of the establishment
of medical research centers to serve areas distant from
Boston. The Commission gave only cursory consideration
to the suggestion of aiding presently established medical
schools or the possibility of establishing a dental school
and turning its administration over to Boston University
in conjunction with its medical school.

In short, the study is not complete. The majority
report merely amplifies a prior presumption. Analysis
of the only available figures shows that there is no sub-
stantial basis for the recommendation that Massachusetts
establish a medical and a dental college at the expense
of the taxpayer. Massachusetts has no more money
than have its citizens and no right to spend it when the
public need is not clearly demonstrated.

GEORGE J. EVANS.
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Note. The views of the American Medical Association concerning
the adequacy of physician supply in the United States, which have
been used in the previous text, may be said to be those of staff members
and not the official views of the organization. For the purpose of
clarifying the record, the following statement of policy of the American
Medical Association regarding the production of physicians is noted
herein:

Council on Medical Education and Hospitals. 1
The following special report submitted by the Council to the House

of Delegates and approved by that body at the annual meeting, June,
1951, is being printed in full because of the numerous requests received
by the Council for informationon this subject.

Donald G. Anderson, M.D.,

Secretary.

POLICY OF THE AMERICAN MEDICAL ASSO-
CIATION REGARDING THE PRODUCTION
OF PHYSICIANS.

Discussions of the supply of physicians in the United
States in recent years have sometimes implied that the
American Medical Association, through its Council on
Medical Education and Hospitals, seeks to limit the
supply of physicians in this country by limiting the num-
ber of medical schools it approves, by curtailing enroll-
ments in schools it approves, or by otherwise preventing
expansion of the nation’s facilities for the training of
physicians. It is important that there be a clear under-
standing of the policies of the American Medical Asso-
ciation in this area.

The American Medical Association has no desire to
limit the production of properly trained physicians to

i JAMA, Vol. 146, No. 9. (Jun.
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serve the American people. The policy of the Associa-
tion is to assist and encourage any responsible group or
institution endeavoring to create new facilities or expand
existing facilities for the training of physicians.

Tire number of medical schools approved is determined
entirely by the ability of schools to meet acceptable edu-
cational standards. All medical schools in operation in
the United States at present are fully approved by the
American Medical Association.

The Association does not attempt to regulate the size
of the national student body in medicine. The number
of students admitted to individual schools is determined
by the faculties, administrative officers and governing
boards of each school, in accordance with the school’s
educational philosophy and its own judgment of its edu-
cational resources. In order to preserve high educational
standards, the American Medical Association may advise
a school to reduce its enrollment only when there has been
an enrollment increase considerably in excess of increases
in facilities.

The number of medical students in approved schools
has been steadily increasing. In 1910 there were 12,530
students in approved schools; today there are more than
26,000. In the last ten years the number of medical
students has increased by almost 5,000. This is the
equivalent of creating at least 15 new medical schools of
average size. The American Medical Association has
lent every aid and encouragement to this sound expan-
sion. In many States the medical societies have pro-
vided effective leadership in the establishment of new
medical schools and the expansion of existing schools.

Still further increases in the production of physicians
are in prospect. The present freshman class numbers
more than 7,100 students, the largest on record. It is
23 per cent larger than the freshman class entering medi-
cal schools in 1940. During this period the general popu-
lation increase in this country was 14 per cent. In fact,
physicians have increased in numbers more rapidly than
has the population at large, for more than twenty years.
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It is probable that the freshman medical class will
number 7,500 or more within a year or two and that by
1960 the production of physicians will be at least 30 per
cent greater than in 1950, a rate of expansion that prom-
ises to exceed that of any other major profession, and will
greatly exceed the general population increase.

The American Medical Association has also facilitated
the entrance into practice in this country of physicians
educated abroad. After due study, it has recommended
to state licensing boards that the graduates of 48 foreign
medical schools be accorded the same opportunities for
licensure as graduates of approved medical schools in the
United States. This liberal policy in itself should make
it clear that the Association is not attempting for selfish
reasons to limit the number of physicians practicing in
the United States.

The American Medical Association is duty bound to
protest exaggerated estimates of the need for additional
physicians that can only be met by debasing the quality
of medical education. It would be derelict in its respon-
sibility to the American public if it failed to make it clear
that a deterioration in the quality of medical care is an
inevitable consequence of lowered standards of medical
education.

In the past half century the American Medical Asso-
ciation’s efforts to improve medical education have been
a major factor in the greatly improved health of the
American people. For the future, the Association pledges
its every effort to maintain high standards and to support
expanding programs of medical education to the end that
the American people may continue to enjoy the benefits
of medical care unsurpassed in quality and quantity
anywhere on earth.
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AST OF MEDICAL SCHOOLS WHICH ARE
OPERATING OR HAVE OPERATED IN
MASSACHUSETTS.

Harvard Medical School, 25 Shattuck Street, Bos-
ton 15. Organized in 1782 at Cambridge as Harvard
University Medical School. Known as Harvard
Medical School since 1907. Moved to Boston in
1810. First class graduated in 1788, and every
year except 1796, 1803 and 1808. George Packer
Berry, M.D., dean.
Berkshire Medical College. Pittsfield. Organized
in 1833 as the medical department of Williams
College with the above title. Affiliation canceled
in 1837 when an independent charter was obtained.
Extinct 1867.
New England Female Medical College, Boston,
Homeopathic. Organized in 1848. In 1874 it
merged with Boston University School of Medicine.
Worcester Medical College. Organized in 1849 as
New England Bottani co-Medical College; re-
organized in 1852 as Worcester Medical College.
Moved to Boston in 1857 and to Worcester in 1858.
Extinct 1859. Revived in 1914. (See No. 15.)
Boston University School of Medicine, SO East Con-
cord Street, Boston 18. Organized in 1873 as a
homeopathic institution. In 1874 the Newr England
Female Medical College was merged into it. First
class graduated in 1874. Became non-sectarian in
1918. Coeducational since organization. James M.
Faulkner, M.D., dean.
College of Physicians and Surgeons, Boston. Organ-
ized in 1880. First class graduated in 1882, and a
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class graduated each subsequent year. Since 1906
a hospital internship has been a requirement for
graduation. Not recognized by the American
Medical Association since 1928. Extinct 1946.
Tufts College Medical School, 126 Harrison Avenue,
Boston 11. Organized in 1893 as the Medical De-
partment of Tufts College with the above title.
First class graduated in 1894. Coeducational since
1894. Dwight O’Hara, M.D., dean.

i.

New England University of Arts and Science, Boston.
Extinct 1881.

8,

Bellevue Medical College of Massachusetts, Boston.
Extinct 1883.

9,

Excelsior Medical College, Boston. Extinct 1883.
Reserved College of Physicians and Surgeons, Spring-
field. Extinct 1893.

10,
11

Clark University Medical Department, Worcester.
Organized in 1887. Did not grant degrees. Extinct.

Middlesex University School of Medicine, Waltham.
Organized in Cambridge in 1914 as the Middlesex
College of Medicine and Surgery, having secured the
unexpired charter of the Worcester Medical College
which became extinct in 1859. (See No. 4.) Classes
graduated in 1915 and each subsequent year.
Granted liberal advanced standing for work taken
in osteopathic colleges. It affiliated itself in 1914
with schools of law, dentistry, chiropody, optometry,
and so on under the title of “The University of
Massachusetts.” From 1924 to 1935 the course
included a hospital internship, or its equivalent in
advanced studies. Moved to Waltham in 1928.
Name changed to Middlesex University School of
Medicine in 1937. Not recognized by the American
Medical Association since 1828. Extinct 1946.

12

13

Source: American Medical Directory 1950,
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SEMI-ANNUAL REPORT OF THE COMMITTEE
TO STUDY MEANS OF CREATING IN-
CREASED DENTAL EDUCATIONAL FA-
CILITIES.

The title of this committee would indicate that it was
an accepted fact that a need for increased dental educa-
tional facilities existed. The committee felt that there
might be a question in the minds of some of the member-
ship that no such need existed and for that reason sub-
mits the following facts.

As of last year, the inflow of dental graduates into the
profession was 500 less than the number lost by death
and retirement annually. This figure will increase in the
next few years because of the added work which will be
put on the older group in practice in order to care for the
patients of the men who will be called into service, with
a resultant increase in mortality from overwork in this
over-age group. It is estimated that the armed forces
will take 150 men from the practice of dentistry in Massa-
chusetts by the end of this coming June. Bear in mind
that this deficit of dentists exists at a time when all exist-
ing dental schools are enrolled to capacity.

A questionnaire was sent to all dental schools outside
of New England to determine, among other things, how
many men from New England have been refused admis-
sion in the last three years and how many had been ac-
cepted. Dr. Nagle, after collecting this information, has
condensed it into the appended table.

These figures show that a boy from New England has
approximately one chance in one hundred and fifteen of
being accepted in a school outside of New England to
study dentistry. A Massachusetts boy’s ratio of chance
is much higher and his chances less because he comes from
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a State which has a dental school, and in that case many
schools automatically reject his application.

Having established to its own satisfaction that increased
educational facilities were needed, the committee then ex-
amined the existing local dental schools with a view to
their being expanded to receive more students, with the
following results:

Harvard School of Dental Medicine:
Can only accommodate its present limit of fifteen men

to a class because of lack of facilities to accommodate any
more students in basic sciences.

Tufts Dental School:
The school is crowded to the bursting point now. Can-

not expand because of lack of funds to pay for additional-
instructors sufficient to meet the requirements of the
Council of Dental Education of the American Dental
Association.

Forsyth School for Hygienists:

In answer to a letter from the Board of Trustees of the
Massachusetts Dental Society, recommending that the
number of girls admitted for educational purposes in
dental hygiene be increased, Dr. Marjerison replies: “For
the past several years our school has been operating at
full capacity (approximately an annual graduating class
of seventy) which constitutes the maximum number we
can satisfactorily handle each year.”

Boston University:
Has no dental school, but would be interested in having

one if some one could produce a couple of millions to
endow it. Has no funds available for such a purpose.
Dr. Marsh, who is interested in seeing a dental school es-
tablished, retires this June and no one knows how his
successor will feel about a dental school.
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Brandeis University:

Would like to have a dental school, but it is at least
twenty years away from being in a position to start one.

In view of the conditions governing the existing educa-
tional institutions, that make it impossible for them to
offer any additional opportunities for the study of den-
tistry, it would seem that the only other possibility would
be the establishing of a dental school within the Univer-
sity of Massachusetts and located in Boston.

Recognizing the need of additional educational facili-
ties for dentistry, your committee recommends unani-
mously that support be given by the Massachusetts Den-
tal Society to the proposal of Governor Dever, in his
inaugural address, to establish a dental school within the
University of Massachusetts.

KURT H. THOMA,
FRANCIS C. BATES,
GEORGE J. FINK,
RAYMOND J. NAGLE,
C. F. HARRING, Chairman

iccepted by the Board of Trustees
of Delegates of the Massachusetts
The position of the Massachusetts

Note. The above report wi
and voted favorably by the Hor
Dental Society in January, 1951

mittee to Study Means of Creating(

Increased Dental Educational Facilities

Dental Society was reaffirmed in May, 1952. R. J. N
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EXCERPT FROM SECOND INAUGURAL AD-
DRESS OF HIS EXCELLENCY PAUL A.
DEVER TO THE TWO BRANCHES OF THE
LEGISLATURE OF MASSACHUSETTS JAN-
UARY 4, 1951.

[Senate. No. 1, Revised.]

Medical and Dental Schools.

There is an acute and growing shortage of physicians,
surgeons and dentists within the Commonwealth. This
shortage portends a crisis in the years to come.

Unless there are provided sufficient educational facili-
ties for ambitious young men and women who have
callings to the medical and dental professions, the modern
health facilities which we have provided and for which
we are planning will be without personnel adequate to
man them. The soldier in the field and the veteran in
the hospital will be denied adequate medical attention.
The union health departments and health centers will
be without required professional talent. Indeed, I know
of no more pressing or appealing need, at the moment,
than that of providing facilities for our ambitious youth
in preparation for the medical and dental professions,
without which our boasted standards of living will
necessarily deteriorate.

I recommend the establishment by the Commonwealth
of medical and dental schools under the auspices of the
University of Massachusetts, to be located in the city
of Boston where, I am assured, a competent and adequate
staff is available.

The motive which prompts this recommendation is
that of public health. Medical and dental education
cannot ever be cheap. To such extent as is practicable.



HOUSE —No. 2510. [June, 1952.102

I

(

after the initial outlay, these institutions should be as
nearly self-supporting as possible, and the tuition fees
comparable to those now charged in privately endowed
institutions. The proposed schools should not be con-
sidered competitive with existing ones. They should
be so planned as to be supplementary to them.

The details required to be solved prior to the establish-
ment of such schools are manifold. I therefore recom-
mend the immediate appointment of a legislative com-
mission, including appointees of the Governor, to consider
the details of this problem at once and to report on them
before the prorogation of the present session of the
General Court.



PROPOSED LEGISLATION.

Appendix E.

In the Year One Thousand Nine Hundred and Fifty-Two,

An Act creating and establishing a medical school
AND A DENTAL SCHOOL WITHIN THE UNIVERSITY OF

MASSACHUSETTS TO BE LOCATED IN BOSTON OR ITS

VICINITY.

Be it enacted by the Senate and House of Representatives
in General Court assembled, and by the authority of the
same, as follows:

1 Section 1. There are hereby created and estab-
-2 lished a state school of medicine and a state school of
3 dentistry to be located in the city of Boston or its
4 vicinity. Said schools shall embrace standard four-
-5 year programs, and shall be under the sole manage-
-6 ment and control of the board of trustees of the Uni-
-7 versity of Massachusetts, and shall be known by such
8 names as the board of trustees shall hereafter desig-
-9 nate.

1 Section 2. The board of trustees of the University
2 of Massachusetts is hereby given full power and
3 authority to maintain and operate said schools of
4 medicine and of dentistry; to acquire property by
5 purchase or eminent domain; to construct, add to,
6 equip and organize a medical school and a dental
7 school; to make any necessary contracts in relation

Cftc Commontoealtt) of Massachusetts
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8 thereto; to set, establish and maintain standards of
9 admission, scholarship and teaching which shall be

10 in accordance with standards approved by the Council
11 on Medical Education and Hospitals of the American
12 Medical Association and by the Council of Dental
13 Education, and to perform all acts and functions neces-
-14 sary or appropriate to carry out the provisions of this
15 act as it relates to the proper and orderly maintenance
16 and operation of said medical school and said dental
17 school: provided, however, that the board of trustees
18 shall be under no duty to operate or to continue the
19 operation and maintenance of said medical school and
20 said dental school unless and until adequate appro-
-21 priations are received from the commonwealth of
22 Massachusetts for that purpose.

1 Section 3. It is further provided that citizens
2 domiciled in the commonwealth of Massachusetts who
3 are applicants for admission to the medical school and
4 the dental school, and who meet the admission re-
-5 quirements, shall have preferential consideration by
6 the committees on admissions of the medical school

and the dental school

1 Section 4. It is hereby expressly provided that
2 appropriations made under this act, being set apart
3 exclusively for the school of medicine and the school
4 of dentistry and for no other purpose, shall not ad-
-5 versely affect appropriations made to the university
6 in support of its other schools, colleges, divisions and
7 activities.

1 Section 5. The board of trustees shall report
2 annually to the legislature their transactions under
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3 this act and the conditions of the medical school and
4 the dental school, embracing an itemized account of
5 all receipts and disbursements on account of said
6 medical school and dental school by those charged
7 with the administration of the finances thereof.

1 Section 6. The tuition fees for the proposed state
2 medical school and dental school shall not be less than
3 the lowest tuition fee charged by the privately en-
-4 dowed medical and dental schools in the common-
-5 wealth.

1 Section 7. If any section or part of a section of
2 this act be declared unconstitutional or void, such
3 declaration shall not invalidate any other parts or
4 sections thereof.

1 Section 8. All laws and parts of laws in conflict
2 with the provisions of this act are hereby repealed.
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