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Introduction

Preventive medicine is a unique medical specialty
recognized by the American Board of Medical
Specialties that employs a population-based

approach to healthcare delivery. Physicians certified in
preventive medicine often focus their disease prevention
and health promotion efforts at both the individual and
population levels. Preventive medicine physicians are
uniquely trained in both clinical and population-based
medicine and are required to earn a Master of Public
Health (MPH) or equivalent degree during residency
training. Thus, they enter medical practice with a
population-based focus and are viewed as leaders in
advancing outcomes-based practice in prevention and
wellness. Many preventive medicine physicians are
involved in one or more medical policy roles, such as
establishing regulations, setting clinical standards, mon-
itoring quality of care, and developing the evidence base
for such policies.
A seminal article1 reviewing challenges and opportu-

nities in preventive medicine residency training summa-
rizes the value of such roles for the specialty:

no other medical specialty features a central focus on
population medicine . . . preventive medicine (physi-
cians are) experts in implementing preventive services
and analyzing the impact of clinical systems on
individual health care and population health
outcomes.

This positions preventive medicine especially well,
compared to other medical specialties, to address the
challenges facing the U.S. healthcare system with regard
to population health management, accountability for the
health of populations and communities, and system
redesign in the post–health reform era.
Preventive medicine physicians and others who prac-

tice population-based medicine assess the health status
and needs of a target population, implement and
evaluate interventions that are designed to improve the
health of a population, and efficiently and effectively
provide care at the population level. They rely on their
medical training and clinical judgment in making
medical decisions for the populations they serve. As a
result, these physicians, like all others, require a medical
license to practice medicine. What makes them unique is
that many of them practice in settings that may not be
viewed by state medical licensure boards as fulfilling the
requirements for being engaged in the active practice of
medicine.
Medical licensure is a state function that protects the

quality of medical care delivered to patients and pop-
ulations, a core competency area of preventive medicine
residency training programs and a core element in the
mission of state medical licensure programs. Many states
are moving to require for medical licensure that all
physicians be currently engaged in the active practice of
medicine. As described below, it is now known that
statutes in four states have strict language defining the
term “active practice,” and an additional 11 states have
vague language that leaves open the question of whether
the practice of preventive medicine meets the definition.
Given that other states also are considering adding
language regarding active practice as part of the move-
ment toward “maintenance of licensure” standards, the
potential scope of this problem for the discipline of
preventive medicine is substantial.
The Accreditation Council for Graduate Medical

Education (ACGME) defines clinical practice as

the practice of medicine in which physicians assess
(in person or virtually) patients or populations in
order to diagnose, treat, and prevent disease using
their expert judgment or in which physicians
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contribute to the care of patients by providing clinical
decision support and information systems, laboratory,
imaging, and related studies.2

Thus, the council recognizes that many physicians
who do not routinely participate in direct patient care are
still actively involved in clinical practice. The ACGME
definition of clinical practice is sometimes at odds with
the often narrow definitions of “clinical practice” and
“active medical practice” determined by some state
legislatures and medical boards.
These definitions hold particular importance for

preventive medicine physicians because many within
this specialty practice in settings outside of direct patient
care, often in academic, research, government, public
health, and other physician leadership positions. Because
of these unique aspects of the field, preventive medicine
physicians, as well as physicians in other specialties who
practice nonclinical medicine, may experience difficulty
obtaining a medical license solely because they do not
meet state definitions of having been in “active medical
practice.” Although initial licensure for graduates of
preventive medicine residency training programs has
not historically been a problem, difficulties often arise
when physicians practicing in nonclinical settings seek to
renew their license in a state where active clinical practice
is required for license renewal. A similar problem has
been documented in cases in which physicians working
in nonclinical settings move to a new state that requires
demonstration of active clinical practice for licensure.

Historical Background
In 2008, the American College of Preventive Medicine
(ACPM), the national medical specialty society for pre-
ventive medicine physicians, was informed of a number of
specific cases in which preventive medicine physicians
faced difficulties obtaining a state medical license. The
cases stemmed from individual state definitions of “med-
ical practice,” which sometimes included a direct clinical
patient care requirement. These anecdotal reports to
ACPM fell into two broad categories. The first affected
primarily board-certified preventive medicine physicians
who were licensed in one or more states and then moved
to another state in which they applied for a license. When
such an application was made in a state whose definition
of “medical practice” required a direct clinical care com-
ponent, these credentialed physicians were either initially
denied a license or were required to document clinical
competency through a variety of recognized means. In
many cases, the delay in licensure took 1 year or more.
The second type of report involved residents who were

new graduates of programs that traditionally may not
have had a clear clinical component for the entire 3 years

of training. Prior to adoption of new training require-
ments by the preventive medicine community and the
Accreditation Council on Graduate Medical Education
(ACGME) that strengthened the clinical competencies of
preventive medicine residency training programs, some
states may have questioned the clinical training compo-
nent of a preventive medicine residency. These new
graduates in the specialty reported difficulty or delay in
receiving a license, and in some cases, denial of a license.
During the time since these initial reports were received,

the issue of preserving the ability of preventive medicine
physicians to obtain and maintain an unrestricted medical
license in all 50 states has become a priority issue for
ACPM. The issue is of professional importance to
preventive medicine physicians because they often are
required to have a medical license as a condition of
employment in nonclinical positions. In addition, they
must have a current medical license to become and remain
board-certified in preventive medicine.
In response to these reports, Neal Kohatsu, chair of the

ACPM Graduate Medical Education (GME) Committee,
in consultation with then-president of ACPM Michael
Parkinson, established the Physician Licensure Task Force
in order to define the scope of this issue for preventive
medicine physicians and recommend appropriate action.
A town hall meeting at the Preventive Medicine 2009
annual conference was organized to collect information
from physicians who had been affected by this issue. In
2010, ACPM was alerted by the North Carolina Academy
of Preventive Medicine that the state was considering a
“second-tier” administrative medical license applicable to
the specialty of preventive medicine. ACPM worked with
its North Carolina component society to provide formal
testimony opposing the creation of such a license and to
educate policymakers and others about the practice of
population-based medicine as a legitimate “clinical prac-
tice of medicine.” This collaborative effort on the part of
the ACPM resulted in a decision by North Carolina’s state
medical board to not pursue creation of an administrative
license and to retain full medical licensure for North
Carolina preventive medicine physicians.
Many other member state medical boards of the

Federation of State Medical Boards (FSMB) are consid-
ering implementing “maintenance of licensure” pro-
grams, which often include requirements related to the
“active practice of medicine.” In addition, states continue
to consider changing physician licensure requirements
such that physicians who do not engage in full-time
patient care would be relegated to a lower-class license
status. These proposed policies would disproportionately
affect preventive medicine physicians because they often
practice in settings other than those that involve direct
patient care.
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