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EXECUTIVE SUMMARY 
 
Older physicians remain an essential part of the physician workforce as they continue to practice 
into their 70s and 80s. Although some studies of physicians have shown decreasing practice 
performance with increasing years in medical practice, the effect of age on any individual 
physician’s competence can be highly variable. The call for increased accountability by the public 
has led regulators and policymakers to consider implementing some form of age-based competency 
screening to assure safe and effective practice. In addition, some hospitals and medical systems 
have initiated age-based screening, but there is no national standard. Older physicians are not 
required to pass a health assessment or an assessment of competency or quality performance in 
their area or scope of practice. Physicians must lead in developing standards for monitoring and 
assessing their own personal competency and that of their peers. Otherwise, other entities may take 
action, without evidence, to implement national guidelines and a mandatory retirement age.  
 
The Council on Medical Education studied this issue and submitted reports on this topic in 2015 
and 2018. The second report, “Competency of Senior Physicians” (I-18) was referred for further 
study due to concerns among the House of Delegates that the AMA was advocating for a screening 
process for senior/late career physicians. This report is in response to that referral. Due to the 
impact of COVID-19, this report was deferred for business until the N-21 Meeting of the HOD. 
 
The 2015 report led to AMA Policy D-275.956, “Assuring Safe and Effective Care for Patients by 
Senior/Late Career Physicians,” which charged the Council, in collaboration with the Senior 
Physicians Section, to identify organizations to work together to develop guidelines for screening 
and assessing the competency of the late career physician. The AMA Work Group on Assessment 
of Senior/Late Career Physicians included key stakeholders that represented physicians, medical 
specialty societies, accrediting and certifying organizations, hospitals and health systems, and 
patients’ advocates as well as content experts who research physician competence and administer 
assessment programs. 
 
The work group concurred that it was important to investigate the current screening practices and 
policies of the state medical and osteopathic boards, medical societies, large U.S. health systems, 
and remediation programs as well as to collect data and review the current literature to learn more 
about age and risk factors associated with the assessment of late career physicians in the United 
States and internationally. This report summarizes the activities of the work group and additional 
research findings on this topic.  
 
This report does not mandate an assessment. The intent of this report is to outline a set of guiding 
principles that have been developed by the Council with extensive feedback from members of the 
work group as well as from other content experts who research physician competence and 
administer assessment programs. The guiding principles provide direction and serve as a reference 
for guidelines for screening and assessing late career physicians. The underlying assumption is that 
guidelines must be based on evidence and on the principles of medical ethics. Furthermore, 
guidelines should be relevant, supportive, fair, equitable, and transparent, and not result in undue 
cost or burden to physicians. The primary driver for the establishment of guidelines should be to 
fulfill the ethical obligation of the profession to the health of the public and patient safety. 
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At the 2018 Interim Meeting of the American Medical Association (AMA) House of Delegates, the 1 
AMA Council on Medical Education presented Report 1-I-18, “Competency of Senior Physicians,” 2 
which was in response to AMA Policy D-275.956, “Assuring Safe and Effective Care for Patients 3 
by Senior/Late Career Physicians,” which directs the AMA to: “1) identify organizations that 4 
should participate in the development of guidelines and methods of screening and assessment to 5 
assure that senior/late career physicians remain able to provide safe and effective care for patients; 6 
and 2) convene organizations identified by the AMA to work together to develop preliminary 7 
guidelines for assessment of the senior/late career physician and develop a research agenda that 8 
could guide those interested in this field and serve as the basis for guidelines more grounded in 9 
research findings.”  10 
 11 
The HOD referred the report for further study. This report is in response to that referral. Due to the 12 
impact of COVID-19, this report was deferred for business until the N-21 Meeting of the House of 13 
Delegates. 14 
 15 
It is important to note that this report does not mandate an assessment. The intent of this report is to 16 
outline a set of guiding principles to provide direction and serve as a reference for guidelines for 17 
screening and assessing late career physicians. 18 
 19 
BACKGROUND: SCOPE OF THE ISSUE 20 
 21 
The total number of physicians 65 years and older has increased greatly, from 50,993 in 1975 to 22 
343,694 in 2019.1 Physicians 65 and older currently represent 29.8 percent of all physicians in the 23 
United States.1 Within this age group, two-fifths (43.6 percent) are actively engaged in patient care, 24 
while nearly half (49.3 percent) are listed as inactive in the AMA Physician Masterfile. The 25 
remainder are involved in teaching, administration, medical research or non-patient care.1 26 
Additionally, more than a quarter of physicians practicing in rural communities are age 60 years or 27 
older.2-3 Many physicians are hesitant to retire and may continue to practice into their 70s and 80s 28 
due to professional satisfaction, increased life expectancy, and concerns regarding financial 29 
security.4 30 
 31 
There is evidence that physical health and some cognitive abilities decline with aging.5 For 32 
example, recent studies have associated hearing loss, which is one of the most prevalent disorders 33 
of aging, with dementia and decreasing cognition.6-7 Research also shows that cognitive 34 
dysfunction is more prevalent among older adults, although aging does not necessarily result in 35 
cognitive impairment.8 The effect of age on any physician’s competence can be highly variable, 36 
and aging is just one of several factors that may impact performance.4,9 Other factors may influence 37 
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clinical performance, e.g., practice setting, lack of board certification, high clinical volume, certain 1 
specialty practices, etc.10, 11 Fatigue, stress, burnout, and health issues unrelated to aging are also 2 
risk factors that can affect clinical performance.11 Performance also may be broadly determined by 3 
characteristics ranging from intelligence to personality.5 However, some attributes relevant to the 4 
practice of medicine—such as wisdom, resilience, compassion, and tolerance of stress—may 5 
actually improve as a function of aging.9, 12-15 6 
 7 
Although age alone may not be associated with reduced competence, the variation in cognitive 8 
abilities as physicians age suggests that the issue cannot be ignored. While physicians may retain 9 
expertise from years of experience, in some specialties (especially in procedurally oriented 10 
disciplines), the accuracy and precision of a practitioner’s skills tend to deteriorate without 11 
continued practice and repeated training.16 When a performance issue becomes apparent, the 12 
physician and health care system must ensure that the physician can demonstrate the necessary 13 
competence for practice skills or procedural expertise, retrain for the necessary skills, or retire that 14 
procedural expertise from their practice.16-17  15 
 16 
There are a limited number of validated tools for measuring competence/performance, but these 17 
tools are primarily used when a physician is “referred for cause.” In addition, physicians’ practices 18 
vary throughout the United States and from specialty to specialty. A few hospitals have introduced 19 
mandatory age-based evaluations, but there is no national standard.18-19 Furthermore, there is 20 
cultural resistance among physicians to externally imposed assessment approaches and concern 21 
about discriminatory policies and procedures.  22 
 23 
Knowing when to give up practice remains an important decision for most doctors and a critically 24 
difficult decision for some.20 Older physicians have decades of experience and contributions to 25 
medicine and to their patients. So, as they experience health changes that may or may not allow 26 
continued clinical practice, they deserve the same sensitivity and respect afforded their patients.21 27 
Shifting away from procedural work, allocating more time with individual patients, using memory 28 
aids, and seeking input from professional colleagues may help physicians successfully adjust to the 29 
cognitive changes that accompany aging yet continue providing valuable health care services for 30 
years to come.9, 20 31 
 32 
PHYSICIANS’ PROFESSIONAL RESPONSIBILITIES 33 
 34 
Council on Ethical and Judicial Affairs (CEJA) Report 1-I-19, “Competence, Self-Assessment and 35 
Self-Awareness” notes that, “to fulfill their ethical responsibility of competence, physicians at all 36 
stages in their professional lives should cultivate and exercise skills of self-awareness and active 37 
self-observation; take advantage of tools for self-assessment that are appropriate to their practice 38 
settings and patient populations; and be attentive to environmental and other factors that may 39 
compromise their ability to bring their best skills to the care of individual patients.” In its report, 40 
CEJA recommends that “individual physicians and physicians in training should strive to: 41 
recognize that different points of transition in professional life can make different demands on 42 
competence; and maintain their own health, in collaboration with a personal physician, in keeping 43 
with ethics guidance on physician health and wellness.”  44 
 45 
The AMA Code of Medical Ethics has always stated that physicians of all ages must maintain their 46 
health and wellness, and, if a health issue arises, they must seek appropriate help from a personal 47 
physician whose objectivity is not compromised to honestly assess their ability to continue 48 
practicing safely.22 The prohibition of self-treatment is imperative. However, a recent review of 49 
studies associated with self-diagnosis, self-referral, and self-treatment among physicians showed 50 
that self-treatment is strongly embedded within the culture of physicians and medical students as an 51 

https://www.ama-assn.org/system/files/2019-12/i19-ceja-report-1.pdf
https://www.ama-assn.org/system/files/2019-12/i19-ceja-report-1.pdf
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accepted way to enhance/buffer work performance.23 This may be due to a culture in medicine that 1 
physicians do not expect themselves or their colleagues to be sick.23 In response, many hospitals are 2 
beginning to establish health and wellness committees to confidentially address concerns regarding 3 
practitioners’ health. 4 
 5 
It is also in physicians’ best interest to proactively address issues related to aging in order to 6 
maintain professional self-regulation. Since its adoption at the founding meeting of the AMA in 7 
1847, the AMA Code of Medical Ethics has articulated the values to which physicians commit 8 
themselves as members of the medical profession. Chapter 9, Opinions on Professional Self-9 
Regulation, states, “Society permits medicine to set standards of ethical and professional conduct 10 
for physicians. In return, medicine is expected to hold physicians accountable for meeting those 11 
standards and to address lapses in professional conduct when they occur.”24 Self-regulation is an 12 
important aspect of medical professionalism, and helping colleagues recognize their declining 13 
skills is an important part of self-regulation.25 Furthermore, contemporary methods of self-14 
regulation (e.g., clinical performance measurement; continuing professional development 15 
requirements, including novel performance improvement continuing medical education programs; 16 
and continuing board certification programs) have been created by the profession to meet shared 17 
obligations for quality assurance and patient safety.  18 
 19 
From a public protection perspective, the objective assessment option seems like an important 20 
intervention, given the strong impact of aging on performance, the extreme variability of cognitive 21 
function among older physicians, and the well-documented inability of physicians to self-assess—22 
particularly among those physicians who are less competent.26 In the literature, Eva advised caution 23 
regarding the above interventions, with significant resource and administrative implications; they 24 
should not be universally mandated but implemented through a case-by-case, assessment-driven 25 
process, given the extreme variability of cognitive findings among older physicians.27 External, 26 
objective assessment also seems essential, given that non-analytic processes may be even less 27 
accessible to critical self-appraisal than the more conscious analytical processes. 28 
 29 
The Joint Commission’s Requirements 30 
 31 
Health care entities that credential or employ physicians have an obligation to assess physicians’ 32 
health in the hiring and privileging process. The Joint Commission standard MS.11.01.01 is 33 
specifically written to encourage medical staff to identify and manage matters of individual health 34 
for licensed independent practitioners which are separate from actions taken for disciplinary 35 
purposes. The standard focuses on the education of physicians to recognize issues in others and 36 
encourages self-referral to facilitate confidential diagnosis, treatment, and rehabilitation by 37 
assisting a practitioner to retain and regain optimal professional functioning consistent with the 38 
protection of patients. If it is determined, however, that a physician is unable to practice safely, The 39 
Joint Commission standard calls for the matter to be reported to the medical staff leadership for 40 
appropriate corrective action.28 41 
 42 
WORK GROUP MEETINGS 43 
 44 
To fulfill the directive of Policy D-275.956, the Council on Medical Education, in collaboration 45 
with the Senior Physicians Section, identified organizations to participate in a joint effort to 46 
develop guidelines for screening and assessing the late career physician. As summarized below, a 47 
work group meeting and two conference calls were convened to develop a research agenda that 48 
could guide those interested in this field and serve as the basis for guidelines supported by research.   49 
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March 16, 2016 Work Group Meeting  1 
 2 
The work group meeting, held March 16, 2016, brought together key stakeholders that represented 3 
physicians, medical specialty societies, accrediting and certifying organizations, hospitals and other 4 
health care institutions, and patient advocates as well as content experts who research physician 5 
competence and administer assessment programs. Work group participants concurred that this first 6 
meeting raised important issues related to the rationale for developing guidelines to screen and 7 
assess the competence and practice performance of late career physicians, which is challenging for 8 
a number of reasons. Discussion centered around the evidence and factors related to competency 9 
and aging physicians, existing and needed policies, screening and assessment approaches, and legal 10 
requirements and challenges. Although current evidence and initial research pointed toward the 11 
need for developing guidelines, most work group participants felt that additional information/data 12 
should be gathered on aging physicians’ competence and practice performance. In addition, the 13 
participants felt that a set of guiding principles should be developed to reflect the values and beliefs 14 
underlying any guidelines that may be developed for screening and assessing late career 15 
physicians.  16 
 17 
July 19, 2016, Work Group Conference Call 18 
 19 
The purpose of this conference call was to convene a smaller group of participants to develop 20 
guiding principles to support the guidelines to screen and assess late career physicians. During the 21 
call, the conversation focused upon the thresholds at which screening/assessment should be 22 
required. Although physicians of all ages can be assessed “for cause,” the group discussed whether 23 
age alone is a sufficient rationale for monitoring beyond what is typical for all physicians. Other 24 
factors discussed included the influence of practice setting and medical specialty, as well as the 25 
metrics and standards for different settings that would have to be developed to determine at “what 26 
age” and “how do you test,” etc. The need for surveillance, associated risk factors, and the ability 27 
to take appropriate corrective steps, if needed, were also discussed. It was noted that there is a need 28 
to be able to fairly and equitably identify physicians who may need help while assuring patient 29 
safety. It was also noted that very few hospitals have specific age guidelines, and evidence shows 30 
that the number of disciplinary actions increases between ages 65 and 70. The cost of and who will 31 
pay for screening/assessments were also discussed.  32 
 33 
The group felt that more information and data were needed before the guiding principles could be 34 
finalized and agreed to reconvene after gathering more information and studying evidence-based 35 
data from the United States and other countries related to age and risk factors.  36 
 37 
December 15, 2017, Work Group Conference Call 38 
 39 
The purpose of this conference call was to reconvene the same smaller group of participants to 40 
review the literature and data that had been gathered and finalize guiding principles to support the 41 
guidelines to screen and assess late career physicians. Background information to help guide the 42 
guiding principles included:  43 
 44 

1. Results from a survey of members of the Federation of State Medical Boards (FSMB), 45 
Council of Medical Specialty Societies (CMSS), and International Association of Medical 46 
Regulatory Authorities (IAMRA) regarding the screening and assessment of late career 47 
physicians.  48 
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2. A literature review of available data related to late career physician screening and 1 
assessment, focusing on international work in this area. 2 
 3 

3. Data from large health systems regarding their screening and assessment policies and 4 
procedures. 5 

 6 
Survey Results Related to Screening and Assessing Late Career Physicians 7 
 8 
To support the development of guiding principles, data were gathered through surveys of 9 
professional associations (CMSS), state medical boards (FSMB), and international regulatory 10 
authorities (IAMRA). The goal was to learn if these organizations had processes in place to screen 11 
and assess late career physicians for clinical or cognitive competence and, if not, whether they had 12 
considered developing such processes.  13 
 14 
The survey data showed that most respondents were not screening or assessing late career 15 
physicians, although a slightly larger number of respondents have thought about the issues around 16 
doing so.  17 
 18 
Most respondents did not have clinical or cognitive screening/competence assessment policies in 19 
place. In addition, most did not know (42, or 46.7 percent) or were unsure (26, or 28.9 percent) 20 
whether other organizations had age-based screening in place. Regarding whether age-based 21 
screening should be included within physician wellness programs, only 28 (32.9 percent) said yes 22 
and nine (10.6 percent) no, while more than half, or 48 (56.5 percent) were unsure.  23 
 24 
Respondents were asked if their organizations/boards offered educational resources regarding the 25 
effects of age on physician practice; eight (9.2 percent) said yes, 72 (82.8 percent) said no, and 26 
seven (8.0 percent) were unsure. The survey also asked organizations if they were interested in 27 
resources that promoted physician awareness of screening aging physicians in practice. Very few 28 
groups offered these types of resources, but 100 percent (11) of IAMRA respondents, 60.8 percent 29 
(31) of FSMB respondents, and 25 percent (3) of CMSS respondents were interested in offering 30 
them. 31 
 32 
HIGHLIGHTS FROM THE LITERATURE REVIEW 33 
 34 
As summarized below, the current literature on age and risk factors associated with the assessment 35 
of late career physicians (in the United States and internationally) is significant and offers some 36 
direction for appropriate solutions to this challenge. 37 
 38 
Recently published peer-reviewed studies focus on institutional policies related to cognitive 39 
assessment of late career physicians. Dellinger et al. concluded that as physicians age, a required 40 
cognitive evaluation combined with a confidential, anonymous feedback evaluation by peers and 41 
coworkers, including a focus on wellness and competence, would be beneficial both to physicians 42 
and their patients.29 The authors also recommended that large professional organizations identify a 43 
range of acceptable policies to address the aging physician, while leaving institutions the flexibility 44 
to customize the approach.29 Hickson et al. suggested that evaluation tools be integrated into an 45 
evidence-based longitudinal assessment of cognitive and behavioral skills that allows for reliable 46 
determination of a physician’s ability to practice.30 However, the process of identification of 47 
physicians with declining cognitive and clinical skills must be done with an awareness of laws 48 
protecting colleagues from discrimination.30 Institutions such as Cooper University Health Care in 49 
Camden, New Jersey, are developing late career practitioner policies that include cognitive 50 
assessment along with peer review and medical assessment to assure both the hospital and 51 
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physicians that physician competency is present and that physicians can continue to practice with 1 
confidence.31  2 
 3 
Studies related to the utility of professionalism, self-reporting, and peer review in heading off 4 
competency issues indicate that these methods are not always reliable. For example, DesRoches et 5 
al. found that more than one-third of physicians were not clear on their obligation to report a 6 
colleague who is impaired or incompetent, one-third were unprepared to deal with such colleagues, 7 
and many appeared to not take action. Among the 17% of physicians who reported being aware of 8 
an impaired or incompetent colleague, one-third said that they did not report that individual.25, 32, 33 9 
Since early “red flags” of cognitive impairment may include prescription errors, billing mistakes, 10 
irrational business decisions, skill deficits, patient complaints, office staff observations, 11 
unsatisfactory peer review, patient injuries, or lawsuits, Soonsawat et al. encouraged improved 12 
reporting of impaired physicians by patients, peers, and office staff.4  13 
 14 
A study that utilized the national Patient Advocacy Report System (PARS®) database showed that 15 
patients may provide an important source of information for health care organizations interested in 16 
identifying professionals with evidence of cognitive impairment.34 LoboPrabhu et al. suggested that 17 
either screening for cognitive impairment be implemented at a certain age or that rigorous 18 
evaluation after lapses in standard of care be the norm, regardless of age.35 19 
 20 
Any screening process needs to achieve a balance between protecting patients from harm due to 21 
substandard practice while ensuring fairness to physicians and avoiding any unnecessary reductions 22 
in workforce.5 A recent study of U.S. late career surgeons showed that a steady proportion of 23 
surgeons, even in the oldest age group (>65), are still learning new surgical innovations and 24 
participating in challenging cases.36 Individual and institutional considerations require a dialogue 25 
among the interested parties to optimize the benefits while minimizing the risks for both.37-38 26 
  27 
In 2018, the Society of Surgical Chairs (SCS) conducted an anonymous survey of its membership. 28 
The survey respondents defined an age for an aging surgeon as follows: 25 (53 percent) selected 65 29 
years of age and 14 (30 percent) selected 70 years of age, while none believed that surgeons 30 
younger than 60 years would be considered an aging surgeon.39 These results are consistent with a 31 
2013 Report from the Coalition for Physician Enhancement Conference in which 72 percent of 32 
their respondents recommended screening beginning at ages 65 to 70 years.9, 39 In 2019, the SCS 33 
released transition recommendations for the senior surgeon which include mandatory cognitive and 34 
psychomotor testing of surgeons by age 65, possibly as part of regular professional practice 35 
evaluations; discussions with surgeons about career transition starting early in their careers; careful 36 
consideration of the financial needs, work commitments, and various concerns of retiring surgeons; 37 
and creation of opportunities for senior surgeons in modified clinical or nonclinical roles (e.g., 38 
teaching, mentoring, or coaching and/or administrative).72  39 
 40 
The international community continues to address this topic. In Canada, the aging medical 41 
workforce presents a challenge for medical regulatory authorities charged with protecting the 42 
public from unsafe practice. However, Adler and Constantinou argued that normal aging is 43 
associated with some cognitive decline as part of the aging process, but physicians, as highly 44 
educated individuals with advanced degrees, may be less at risk.20  45 
 46 
A review of the aging psychiatric workforce in Australia showed how specific cognitive and other 47 
skills required for the practice of psychiatry vary from those applied by procedural specialists.40 In 48 
2017, the Medical Board of Australia proposed requiring physicians to undergo peer review and 49 
health checks at age 70 and every three years thereafter.41 There is some uniformity in the way that 50 
Australian regulatory bodies deal with impairment that supports the dual goals of protecting the 51 
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public and rehabilitating the physician.42 However, there are no agreed-upon guidelines to help 1 
medical boards decide what level of cognitive impairment in a physician may put the public at 2 
risk.20 In Australia, the primary approach to dealing with older physicians (age 55 and older) is 3 
individualized and multi-level, beginning with assessment, and followed by rehabilitation where 4 
appropriate; secondary measures proposed for older impaired physicians include early notification 5 
and facilitation of career planning and timely retirement.42  6 
 7 
It is the responsibility of licensing bodies in New Zealand, Canada, and the United Kingdom to use 8 
reasonable methods to determine whether performance remains acceptable.43 For example, the 9 
College of Physicians and Surgeons of Ontario (Canada) assesses all practicing physicians not 10 
assessed in the last five years at age 70 and then every five years as long as they are in active 11 
practice, via chart review.44, 45 However, high performance by all physicians throughout their 12 
careers cannot be fully ensured, and so it is not clear that an age threshold is the best method of 13 
assessment  14 
 15 
A better understanding of physician aging and cognition can inform more effective approaches to 16 
continuous professional development and lifelong learning in medicine—a critical need in a global 17 
economy, where changing technology can quickly render knowledge and skills obsolete.8 The 18 
development of continuing board certification programs provides an opportunity to study the 19 
knowledge base across the professional lifespan of physicians.46, 47 For example, a recent study of 20 
initial certification and recertification examinees in the subspecialty of forensic psychiatry, using a 21 
common item test question bank, compared two examinee groups’ performance and demonstrated 22 
that performance for those 60 and older was similar to that of those younger than 50. Diplomates 23 
recertifying for the second time outperformed those doing so for the first time.48  24 
 25 
The Royal Australasian College of Surgeons developed strategies to support late career surgeons 26 
over 65 years of age (expected to be about 25 percent of surgeons by 2050). It also wrote a position 27 
statement that provides clear guidelines to aging surgeons, with a focus on continuing professional 28 
development.49, 50 An assessment of the competence of practicing physicians in New Zealand, 29 
Canada, and the United Kingdom showed that maintenance of professional standards by continuing 30 
education did not identify the poorly performing physician; rather, assessment of clinical 31 
performance was needed.43 Therefore, the most common approach to assessment may be 32 
responsive—following a complaint—or periodic, either for all physicians or for an identified high-33 
risk group. However, a single, valid, reliable, and practical screening tool is not available.43  34 
 35 
A review of the European literature to explore the effects of aging on surgeons’ performance and to 36 
identify current practical methods for transitioning surgeons out of practice at the appropriate time 37 
and age was completed. The reviewers suggested that competence should be assessed at an 38 
individual level, focusing on functional ability over chronological age; this may inform retirement 39 
policies for surgeons, which differ worldwide.36 Research conducted in Canada suggested that 40 
some interventions (external support, deliberate practice, and education and testing) might prove 41 
successful in remediating older physicians, who should be tested more thoroughly.27  42 
 43 
Careful planning, innovative thinking, and the incorporation of new patterns of medical practice are 44 
all part of this complex transition into retirement in the United States.37, 51 A literature review that 45 
looked at retirement ages for doctors in different countries found that most countries had no 46 
mandatory retirement age for doctors.52 Anecdotal reports published in the British Medical Journal 47 
suggested that the decision to retire is getting harder for some physicians because requirements for 48 
reappraisal and other barriers are discouraging some from considering part-time work after 49 
retirement.53, 54 In Canada, Ireland, and India, the retirement age (65) is limited to public sectors 50 
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only, but older physicians can continue to practice in the private sector.52 In Russia and China, the 1 
mandated retirement age is 60 for men and 55 for women.52 2 
 3 
Studies show that doctors can mitigate the impact of cognitive decline by ceasing procedural work, 4 
allocating more time to each patient, using memory aids, seeking advice from trusted colleagues, 5 
and seeking second opinions.20 Peisah et al. (Australia) proposed a range of secondary and primary 6 
prevention measures for dealing with the challenge of the older impaired doctor; these included 7 
educating the medical community, encouraging early notification, and facilitating career planning 8 
and timely retirement of older doctors.42 Racine (Canada) suggested that physicians retire before 9 
health or competency issues arise.55 Lee (Canada) suggested that older practicing physicians 10 
consider slowing down in aspects of practice that require rapid cognitive processing and listen 11 
carefully to the concerns of colleagues, patients, friends, and family.56 The University of Toronto, 12 
Department of Surgery, has developed Guidelines for Late Career Transitions that require each 13 
full-time faculty surgeon to undergo an annual assessment of academic and surgical activity and 14 
productivity. As surgeons age, the University creates individual plans for a decrease in on-call 15 
surgical responsibilities and encourages late career surgeons to engage in greater levels of teaching, 16 
research, and administration.57 17 
 18 
How Some U.S. Organizations Are Addressing the Screening and Assessment of Competency of 19 
Late Career Physicians 20 
 21 
The public call for increased accountability led regulators and policymakers to consider 22 
implementing some form of age-based competency screening to assure safe and effective practice.9 23 
The work group concurred that it was important to investigate existing screening practices and 24 
policies of state medical and osteopathic boards, medical societies, large U.S. health systems, and 25 
remediation programs. Some of the more significant findings are summarized below. 26 
 27 
All physicians must meet state licensure requirements to practice medicine in the United States. In 28 
addition, some hospitals and medical systems have initiated age-based screening,18, 19 but there is 29 
no national standard. In many instances, older physicians are not required to pass a health 30 
assessment or an assessment of competency or quality performance in their area or scope of 31 
practice. 32 
 33 
The American College of Surgeons (ACS) explored the challenges of assessing aging surgeons. 34 
Recognizing that the average age of the practicing surgeon is rising and approximately one-third of 35 
all practicing surgeons are 55 and older, the ACS was concerned that advanced age may influence 36 
competency and occupational performance. In January 2016, the ACS Board of Governors’ 37 
Physician Competency and Health Workgroup published a statement that emphasized the 38 
importance of high-quality and safe surgical care.56 The statement recognized that surgeons are not 39 
immune to age-related decline in physical and cognitive skills and stressed the importance of a 40 
healthy lifestyle. The ACS recommended that, starting at ages 65 to 70, surgeons undergo a 41 
voluntary and confidential baseline medical examination and visual testing for overall health 42 
assessment, with regular reevaluation thereafter. In addition, the ACS encouraged surgeons to 43 
voluntarily assess their neurocognitive function using confidential online tools and asserted a 44 
professional obligation to disclose any concerning findings, as well as inclusion of peer review 45 
reports, in the recredentialing process.58  46 
 47 
The American College of Obstetricians and Gynecologists (ACOG) recommends that when 48 
evaluating an aging physician, focus should be placed on the quality of patient care.59 ACOG’s 49 
recommendations regarding the late career obstetrician-gynecologist also state that: 1) it is 50 
important to establish systems-based competency assessments to monitor and address physicians’ 51 
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health and the effect age has on performance and outcomes; 2) workplace adaptations should be 1 
adopted to help obstetrician-gynecologists transition and age well in their practice and throughout 2 
their careers; and 3) to avoid the potential for legal challenges, hospitals should address the 3 
provisions of the Age Discrimination in Employment Act, making sure that assessments are 4 
equitably applied to all physicians, regardless of age.59 5 
 6 
At Kaiser Permanente, within its federation of contracted Permanente Medical Groups, physicians 7 
are classified as “in partnership” or “incorporated” based on how the Permanente Medical Group in 8 
the applicable geographic region has been established as a legal entity. In a region where a 9 
partnership exists, such as Southern California, the normal retirement age as a partner is at the end 10 
of the calendar year when one turns 65. 11 
 12 
The University of California, San Diego, Physician Assessment and Clinical Education (PACE) 13 
Program is the largest assessment and remediation program for health care professionals in the 14 
country. Recently, PACE conducted a pilot screening project to assess physicians. Thirty volunteer 15 
physicians, aged 50 to 83, were recruited to participate in the screening regimen. Preliminary data 16 
analysis showed that some late career physicians performed less than optimally (seven of 30 17 
participants). However, the pilot study did not have sufficient power to reach significance. Also, it 18 
did not include enough participants to provide a breakdown on specialties.60 19 
 20 
How Some Hospitals are Addressing the Screening and Assessment of Competency of Late Career 21 
Physicians 22 
 23 
Studies show that a more proactive and physician-friendly approach for evaluating physicians of all 24 
ages is to utilize multisource feedback or 360-degree survey screenings, either routinely as part of 25 
the recredentialling process or, alternatively, when significant risk factors occur, such as adverse 26 
events or patient complaints.17, 61-67 For the 360-degree screening, physicians are invited to select 27 
raters such as colleagues and staff with whom they work, and the chief/leader of the department 28 
“validates” the list by ensuring the final rater pool is a comprehensive and representative sample. A 29 
360-degree survey, validated against quality indicators such as malpractice claims and patient 30 
satisfaction, is sent to the selected raters so they can provide qualitative and quantitative feedback 31 
to the physician. Finally, comments and/or questions associated with cognitive impairment (e.g., 32 
seems forgetful about important information), irritability or compromised communication (e.g., 33 
overreacts to small mistakes), and competence (e.g., has sound clinical judgment) are scored and 34 
compared against national benchmarks for the physician’s specialty. Physicians scoring in outlying 35 
ranges are referred for a second-line assessment, such as discussions with the clinical supervisor, 36 
peer review, practice evaluation, and/or cognitive screening. If that assessment is positive for 37 
significant findings, the physician may be referred for a third-line evaluation, including physical or 38 
mental health testing and/or a comprehensive neurocognitive assessment. The Medical Staff Peer 39 
Review Committee assesses the findings in terms of the potential to impair the physician’s quality 40 
of care and makes a recommendation to the credentials committee. The assessed physician is 41 
encouraged to review the survey results with a trained coach. 42 
 43 
Multiple studies show that a very small percentage (2 percent to 8 percent) of clinicians are 44 
associated with patterns of unprofessional behavior and performance. Of those physicians who 45 
receive awareness interventions, most respond (>75 percent), but some who do not change may be 46 
affected by some form of cognitive impairment.30 The 360-degree survey process is currently used 47 
at hospitals such as Massachusetts General Hospital, Brigham and Women’s Hospital, and 48 
University of Michigan to assess physicians on various core competencies.67 49 
 50 
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The Medical Executive Committee at Yale New Haven (Connecticut) Hospital elected to require a 1 
neurologic and ophthalmologic examination of all applicants for reappointment to the medical staff 2 
who are aged 70 years and older.68, 69 From October 2017 through January 2019, 141 clinicians 3 
underwent a neuropsychological assessment. After completion of screening and/or full 4 
neuropsychological testing, the hospital’s Medical Staff Review Committee determined that 18 5 
(12.7 percent) of the clinicians were found to have impaired cognition, raising concerns about their 6 
clinical abilities.68 None of these 18 clinicians had previously been brought to the attention of 7 
medical staff leadership because of performance problems.68 These 18 clinicians elected to 8 
discontinue their practice or moved into a closely proctored environment. All of these physicians 9 
agreed to make changes in their practice voluntarily.68 In early 2020, a lawsuit was filed by the 10 
U.S. Equal Employment Opportunity Commission (EEOC) on behalf of the medical staff alleging 11 
that Yale New Haven Hospital violated federal law by adopting and implementing a discriminatory 12 
"Late Career Practitioner Policy".70 13 
 14 
Another lawsuit was filed by the Equal Employment Opportunity Commission (EEOC) against 15 
Hennepin Healthcare System, Inc., a healthcare provider in Hennepin County, Minnesota, to 16 
resolve investigations conducted by the EEOC under the Age Discrimination in Employment Act 17 
of 1967, as amended (ADEA), and the Americans with Disabilities Act of 1990, as amended 18 
(ADA). The EEOC investigation determined Hennepin’s “Late Career Practitioner Policy” 19 
discriminated against practitioners aged 70 and older which required them to participate in age-20 
related screenings. In January 2021, the EEOC announced a settlement which will provide 21 
monetary relief to affected staff for out-of-pocket costs not covered by insurance. For the next three 22 
years, Hennepin must report to the EEOC on formal complaints related to age discrimination, 23 
unlawful medical inquiries, and/or any such retaliations, and notify its employees of the 24 
resolution.71 25 
 26 
PROPOSED GUIDING PRINCIPLES  27 
 28 
The Council on Medical Education proposes a set of guiding principles as a basis for developing 29 
guidelines for the screening and assessment of late career physicians. The underlying assumption is 30 
that guidelines must be based on evidence and on the principles of medical ethics. Furthermore, 31 
guidelines should be relevant, supportive, fair, equitable, and transparent, and not result in undue 32 
cost or burden to late career physicians. The primary driver for the establishment of guidelines 33 
should be to fulfill the ethical obligation of the profession to the health of the public and patient 34 
safety. 35 
 36 
The Council developed the following eight guiding principles with extensive feedback from 37 
members of the AMA Work Group on Assessment of Senior/Late Career Physicians, as well as 38 
feedback from other content experts who research physician competence and administer screening 39 
and assessment programs. 40 
 41 

1. Evidence-based: Guidelines for screening and assessing and physicians across the 42 
continuum should be based on evidence of the importance of cognitive changes associated 43 
with aging that may impact physician performance. Some physicians may suffer from 44 
declines in practice performance with advancing age, acquired disability, or other 45 
influences. Research also suggests that the effects of age on an individual physician’s 46 
competency can be highly variable. Since wide variations are seen in cognitive 47 
performance with aging, age alone should not be a precipitating factor. 48 

 49 
2. Ethical: Guidelines should be based on the principles of medical ethics. Self-regulation is 50 

an important aspect of medical professionalism. Physicians should be involved in the 51 
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development of guidelines and standards for monitoring and assessing both their own and 1 
their colleagues’ competency. 2 

 3 
3. Relevant: Guidelines, procedures, or methods of assessment should be relevant to 4 

physician practices to inform judgments and provide feedback regarding physicians’ ability 5 
to perform the tasks specifically required in their practice environment. 6 
 7 

4. Accountable: The ethical obligation of the profession to the health of the public and patient 8 
safety should be the primary driver for establishing guidelines and informing decision 9 
making about physician screening and assessment results. 10 

 11 
5. Fair and equitable: The goal of screening and assessment is to optimize physician 12 

competence and performance through education and modifications to a physician’s practice 13 
environment or scope. Unless public health or patient safety is directly threatened, 14 
physicians should retain the right to modify their practice environment to allow them to 15 
continue to provide safe and effective care.  16 
 17 

6. Transparent: Guidelines, procedures, or methods of screening and assessment should be 18 
transparent to all parties, including the public. Physicians should be aware of the specific 19 
methods used, performance expectations and standards against which performance will be 20 
judged, and the possible outcomes of the screening or assessment. 21 

 22 
7. Supportive: Education and/or remediation practices that result from screening and /or 23 

assessment procedures should proactive, ongoing, and be supportive of physician 24 
wellbeing. 25 

 26 
8. Nonburdensome: Procedures and screening mechanisms that are distinctly different from 27 

“for cause” assessments should not result in undue cost or burden to physicians. Hospitals 28 
and health care systems should provide easily accessible screening assessments for their 29 
employed physicians. Similar procedures and screening mechanisms should be available to 30 
physicians who are not employed by hospitals and health care systems.  31 
 32 

9. Due Process: Physicians subjected to screening and assessment must be afforded due 33 
process protections, including a fair and objective hearing, before any action may be taken 34 
against the physician.  35 
 36 

AMA POLICY 37 
 38 
AMA policy urges members of the profession to discover and rehabilitate if possible or exclude if 39 
necessary, physicians whose practices are incompetent and to fulfill their responsibility to the 40 
public and to their profession by reporting to the appropriate authority those physicians who, by 41 
being impaired, are in need of help or whose practices are incompetent (H-275.998). AMA policy 42 
urges licensing boards, specialty boards, hospitals and their medical staffs, and other organizations 43 
that evaluate physician competence to inquire only into conditions that impair a physician’s current 44 
ability to practice medicine (H-275.978[6]). AMA policy also reaffirms that it is the professional 45 
responsibility of every physician to participate in voluntary quality assurance, peer review, and 46 
CME activities (H-300.973 and H-275.996). These and other related policies are shown in the 47 
Appendix. 48 
 49 
SUMMARY AND RECOMMENDATIONS 50 
 51 
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The Council on Medical Education concurs that physicians should be allowed to remain in practice 1 
as long as patient safety is not endangered and they are providing appropriate and effective care. 2 
However, data and anecdotal information support guidelines for the screening and assessment of 3 
late career physicians. The variations in cognitive skills as physicians age, as well as the changing 4 
demographics of the physician workforce, are key factors contributing to this need. Physicians 5 
must lead in developing standards for monitoring and assessing the competency of themselves and 6 
their peers; otherwise, other entities, may move for nationally implemented guidelines and a 7 
mandatory retirement age that lack a solid evidence base. The guiding principles outlined in this 8 
report provide direction and serve as a reference for setting priorities and standards for further 9 
action. 10 
 11 
It is important to note that this report does not mandate an assessment. Its intent, rather, is to 12 
outline a set of guiding principles to provide direction and serve as a reference for guidelines for 13 
screening and assessing late career physicians.  14 
 15 
The Council on Medical Education therefore recommends that the following recommendations be 16 
adopted and that the remainder of the report be filed. 17 
 18 
1. That our American Medical Association (AMA) support the following Guiding Principles on 19 

the Assessment of Physicians Across the Professional Continuum: 20 
 
a) Evidence-based: Guidelines for screening and assessing and physicians across the 21 

professional continuum should be based on evidence of the importance of cognitive 22 
changes associated with aging that may impact physician performance. Some physicians 23 
may suffer from declines in practice performance with advancing age, acquired disability, 24 
or other influences. Research also suggests that the effect of age on an individual 25 
physician’s competency can be highly variable. Since wide variations are seen in cognitive 26 
performance with aging, age alone should not be a precipitating factor. 27 
 28 

b) Ethical: Guidelines should be based on the principles of medical ethics. Self-regulation is 29 
an important aspect of medical professionalism. Physicians should be involved in the 30 
development of guidelines and standards for monitoring and assessing both their own and 31 
their colleagues’ competency. 32 
 33 

c) Relevant: Guidelines, procedures, or methods of assessment should be relevant to 34 
physician practices to inform judgments and provide feedback regarding physicians’ ability 35 
to perform the tasks specifically required in their practice environment. 36 
 37 

d) Accountable: The ethical obligation of the profession to the health of the public and patient 38 
safety should be the primary driver for establishing guidelines and informing decision 39 
making about physician screening and assessment results. 40 
 41 

e) Fair and equitable: The goal of screening and assessment is to optimize physician 42 
competence and performance through education, remediation, and modifications to a 43 
physician’s practice environment or scope. Unless public health or patient safety is directly 44 
threatened, physicians should retain the right to modify their practice environment to allow 45 
them to continue to provide safe and effective care.  46 
 47 

f) Transparent: Guidelines, procedures, or methods of screening and assessment should be 48 
transparent to all parties, including the public. Physicians should be aware of the specific 49 
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methods used, performance expectations, and standards against which performance will be 1 
judged and the possible outcomes of the screening and or assessment. 2 
 3 

g) Supportive: Education and/or remediation practices that result from screening and /or 4 
assessment procedures should be proactive, ongoing, and be supportive of physician 5 
wellbeing. 6 
 7 

h) Nonburdensome: Procedures and screening mechanisms that are distinctly different from 8 
“for cause” assessments should not result in undue cost or burden to physicians. Hospitals 9 
and health care systems should provide easily accessible screening assessments for their 10 
employed physicians. Similar procedures and screening mechanisms should be available to 11 
physicians who are not employed by hospitals and health care systems. (Directive to Take 12 
Action) 13 
 14 

i) Due Process: Physicians subjected to screening and assessment must be afforded due 15 
process protections, including a fair and objective hearing, before any action may be taken 16 
against the physician. (Directive to Take Action) 17 

 18 
2. That our AMA encourage the Council of Medical Specialty Societies and other interested 19 

organizations to develop educational materials regarding decline of cognitive and psychomotor 20 
performance throughout a physician’s career and the resulting impact on the quality and safety 21 
of physician practice. (Directive to Take Action) 22 
 23 

3. That Policy D-275.956, “Assuring Safe and Effective Care for Patients by Senior/Late Career 24 
Physicians,” be rescinded, as having been fulfilled by this report. (Rescind HOD Policy) 25 

 
 
 
Fiscal note: $1,000.
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APPENDIX: AMA POLICIES 
 
D-275.956, “Assuring Safe and Effective Care for Patients by Senior/Late Career Physicians”  
 
Our American Medical Association: (1) will identify organizations that should participate in the 
development of guidelines and methods of screening and assessment to assure that senior/late 
career physicians remain able to provide safe and effective care for patients; and (2) will convene 
organizations identified by the AMA to work together to develop preliminary guidelines for 
assessment of the senior/late career physician and develop a research agenda that could guide those 
interested in this field and serve as the basis for guidelines more grounded in research findings. 
(CME Rep. 5, A-15) 
 
H-275.936, “Mechanisms to Measure Physician Competency” 
 
Our AMA: (1) continues to work with the American Board of Medical Specialties and other 
relevant organizations to explore alternative evidence-based methods of determining ongoing 
clinical competency; (2) reviews and proposes improvements for assuring continued physician 
competence, including but not limited to performance indicators, board certification and 
recertification, professional experience, continuing medical education, and teaching experience; 
and (3) opposes the development and/or use of "Medical Competency Examination" and 
establishment of oversight boards for current state medical boards as proposed in the fall 1998 
Report on Professional Licensure of the Pew Health Professions Commission, as an additional 
measure of physician competency. 
(Res. 320, I-98 Amended: Res. 817, A-99 Reaffirmed: CME Rep. 7, A-02 Reaffirmed: CME Rep. 
7, A-07 Reaffirmed: CME Rep. 16, A-09 Reaffirmed in lieu of Res. 313, A-12 Modified: Res. 309, 
I-16) 
 
H-275.996, “Physician Competence” 
 
Our AMA: (1) urges the American Board of Medical Specialties and its constituent boards to 
reconsider their positions regarding recertification as a mandatory requirement rather than as a 
voluntarily sought and achieved validation of excellence; (2) urges the Federation of State Medical 
Boards and its constituent state boards to reconsider and reverse their position urging and accepting 
specialty board certification as evidence of continuing competence for the purpose of re-
registration of licensure; and (3) favors continued efforts to improve voluntary continuing medical 
education programs, to maintain the peer review process within the profession, and to develop 
better techniques for establishing the necessary patient care data base. (CME Rep. J, A-80; 
Reaffirmed: CLRPD Rep. B, I-90; Reaffirmed: Sunset Report, I-00; Reaffirmed: CME Rep. 7, A-
02; Reaffirmed: CME Rep. 7, A-07; Reaffirmed: CME Rep. 16, A-09; Reaffirmed in lieu of Res. 
302, A-10; Reaffirmed in lieu of Res. 320, A-14) 
 
H-275.998, “Physician Competence” 
 
Our AMA urges: (1) The members of the profession of medicine to discover and rehabilitate if 
possible, or to exclude if necessary, the physicians whose practices are incompetent. (2) All 
physicians to fulfill their responsibility to the public and to their profession by reporting to the 
appropriate authority those physicians who, by being impaired, need help, or whose practices are 
incompetent. (3) The appropriate committees or boards of the medical staffs of hospitals which 
have the responsibility to do so, to restrict or remove the privileges of physicians whose practices 
are known to be incompetent, or whose capabilities are impaired, and to restore such physicians to 
limited or full privileges as appropriate when corrective or rehabilitative measures have been 
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successful. (4) State governments to provide to their state medical licensing boards resources 
adequate to the proper discharge of their responsibilities and duties in the recognition and 
maintenance of competent practitioners of medicine. (5) State medical licensing boards to 
discipline physicians whose practices have been found to be incompetent. (6) State medical 
licensing boards to report all disciplinary actions promptly to the Federation of State Medical 
Boards and to the AMA Physician Masterfile. (Failure to do so simply allows the incompetent or 
impaired physician to migrate to another state, even after disciplinary action has been taken against 
him, and to continue to practice in a different jurisdiction but with the same hazards to the public.) 
(CME Rep. G, A-79; Reaffirmed: CLRPD Rep. B, I-89; Reaffirmed: Sunset Report, A-00; 
Reaffirmation I-03; Reaffirmed: CME Rep. 2, A-13)  
 
H-275.978, “Medical Licensure”  
  
The AMA: (1) urges directors of accredited residency training programs to certify the clinical 
competence of graduates of foreign medical schools after completion of the first year of residency 
training; however, program directors must not provide certification until they are satisfied that the 
resident is clinically competent; 
(2) encourages licensing boards to require a certificate of competence for full and unrestricted 
licensure; 
(3) urges licensing boards to review the details of application for initial licensure to assure that 
procedures are not unnecessarily cumbersome and that inappropriate information is not required. 
Accurate identification of documents and applicants is critical. It is recommended that boards 
continue to work cooperatively with the Federation of State Medical Boards to these ends; 
(4) will continue to provide information to licensing boards and other health organizations in an 
effort to prevent the use of fraudulent credentials for entry to medical practice; 
(5) urges those licensing boards that have not done so to develop regulations permitting the 
issuance of special purpose licenses. It is recommended that these regulations permit special 
purpose licensure with the minimum of educational requirements consistent with protecting the 
health, safety and welfare of the public; 
(6) urges licensing boards, specialty boards, hospitals and their medical staffs, and other 
organizations that evaluate physician competence to inquire only into conditions which impair a 
physician's current ability to practice medicine. (BOT Rep. I-93-13; CME Rep. 10 - I-94); 
(7) urges licensing boards to maintain strict confidentiality of reported information; 
(8) urges that the evaluation of information collected by licensing boards be undertaken only by 
persons experienced in medical licensure and competent to make judgments about physician 
competence. It is recommended that decisions concerning medical competence and discipline be 
made with the participation of physician members of the board; 
(9) recommends that if confidential information is improperly released by a licensing board about a 
physician, the board take appropriate and immediate steps to correct any adverse consequences to 
the physician; 
(10) urges all physicians to participate in continuing medical education as a professional obligation; 
(11) urges licensing boards not to require mandatory reporting of continuing medical education as 
part of the process of reregistering the license to practice medicine; 
(12) opposes the use of written cognitive examinations of medical knowledge at the time of 
reregistration except when there is reason to believe that a physician's knowledge of medicine is 
deficient; 
(13) supports working with the Federation of State Medical Boards to develop mechanisms to 
evaluate the competence of physicians who do not have hospital privileges and who are not subject 
to peer review; 
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(14) believes that licensing laws should relate only to requirements for admission to the practice of 
medicine and to assuring the continuing competence of physicians, and opposes efforts to achieve a 
variety of socioeconomic objectives through medical licensure regulation; 
(15) urges licensing jurisdictions to pass laws and adopt regulations facilitating the movement of 
licensed physicians between licensing jurisdictions; licensing jurisdictions should limit physician 
movement only for reasons related to protecting the health, safety and welfare of the public; 
(16) encourages the Federation of State Medical Boards and the individual medical licensing 
boards to continue to pursue the development of uniformity in the acceptance of examination 
scores on the Federation Licensing Examination and in other requirements for endorsement of 
medical licenses; 
(17) urges licensing boards not to place time limits on the acceptability of National Board 
certification or on scores on the United State Medical Licensing Examination for endorsement of 
licenses; 
(18) urges licensing boards to base endorsement on an assessment of physician competence and not 
on passing a written examination of cognitive ability, except in those instances when information 
collected by a licensing board indicates need for such an examination; 
(19) urges licensing boards to accept an initial license provided by another board to a graduate of a 
US medical school as proof of completion of acceptable medical education; 
(20) urges that documentation of graduation from a foreign medical school be maintained by 
boards providing an initial license, and that the documentation be provided on request to other 
licensing boards for review in connection with an application for licensure by endorsement; 
(21) urges licensing boards to consider the completion of specialty training and evidence of 
competent and honorable practice of medicine in reviewing applications for licensure by 
endorsement; and  
(22) encourages national specialty boards to reconsider their practice of decertifying physicians 
who are capable of competently practicing medicine with a limited license. 
(CME Rep. A, A-87 Modified: Sunset Report, I-97 Reaffirmation A-04 Reaffirmed: CME Rep. 3, 
A-10 Reaffirmation I-10 Reaffirmed: CME Rep. 6, A-12 Appended: Res. 305, A-13 Reaffirmed: 
BOT Rep. 3, I-14) 
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